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It is an honor to represent you before the 
Washington State Legislature.  The decisions 
the legislature makes have material impacts 
on your hospitals, health systems, and the 
patients you serve so well every day of the 
year.  

This, my first legislative session as your 
hospital association president, was 
extraordinarily difficult – and also remarkably 
successful.  The state’s ongoing budget deficit 
on top of significant prior budget cuts made 
the legislature’s job very challenging.  In 
addition, we faced many efforts to place 
unnecessary and burdensome regulations on 
hospitals.

Fortunately, hospitals, health systems, and our associated medical office 
practices were largely spared from budget cuts during the 2012 legislative 
session.  We very much appreciate the many legislators who championed 
hospitals and health care in the budget deliberations.  

Despite the success in 2012, we should remember that the health care cuts 
made in previous years were severe.  The cuts made to balance the state 
budget will negatively impact Washington State and the people who live here 
for years to come.  Prior cuts are unraveling the safety net and causing real 
pain for vulnerable people and the health care providers who serve them.  

We are pleased by our outstanding success with policy issues.  We focused 
our energy on stopping or amending numerous bad policy bills that would 
have added more regulatory burdens to each of your facilities and operations.  
We stopped bills that would have delayed treatment for patients, duplicated 
or conflicted with federal laws, and interfered with the ability of hospital and 
health system trustees to recruit and retain talented hospital executives.

introduction

WSHA/AWPHD 
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Warm regards,

Scott Bond 
President and CEO 
Washington State Hospital Association

As always, we truly appreciate your participation in our policy and advocacy 
program.  It is the heart of what we do at the hospital association, and you are 
essential to our success.  

I hope this summary provides you with useful information about key changes 
in the state budget and state laws that will affect your hospital and health 
system.  We look forward to working with you to successfully implement the 
policies enacted by the 2012 legislature and to prepare for the 2013 legislative 
session. 

Thank you for your membership in the Washington State Hospital 
Association. 
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The Budget Context
This year, as in all even-numbered years, the Governor and the Washington State 
Legislature were charged with amending the biennial budget.  The original budget 
was enacted in 2011 and governs the 2011 to 2013 biennium.  In many years, this 
task requires minor adjustments; in 2012, given the state’s budget deficit, the task 
was significant.

Achieving a balanced budget is difficult in times of a deficit because about 
70 percent of the budget is protected from being cut by the Washington State 
Constitution, federal law, or debt requirements.  Unlike the federal budget, the state 
budget must be balanced.  Any budget shortfalls must be addressed by cuts or new 
revenues.  

On April 11, 2012, after one regular 
session and two special sessions of 
the legislature, the Washington State 
Senate and House of Representatives 
agreed on a budget and adjourned.  The 
Governor approved the vast majority 
of the budget passed by the legislature.  
The biennial budget will be in effect 
through June 30, 2013.

WSHA Budget Priorities
Discussed below is how the enacted 
budget addresses the Washington State Hospital Association’s (WSHA’s) top budget 
priorities.  The amount for each item reflects state and federal funds; many health 
care programs receive substantial federal match.

Protect Critical Access Hospitals:  Washington State has 38 Critical Access 
Hospitals.  These small, rural hospitals are a very important component of 
Washington’s health care safety net.  They anchor health care in rural communities 
and stabilize patients for transport to urban facilities.  They are economic engines, 
major employers, and pay good salaries.  The legislature and the Governor 
considered a variety of mechanisms to make major cuts to Critical Access Hospitals.  
Each of these would have led to the loss of health services, staff layoffs, and hospital 
closures.  The enacted budget maintains full funding for Critical Access Hospitals.  
This preserves $85 million that was on the chopping block.  While WSHA and 
the Association of Washington Public Hospital Districts (AWPHD) are pleased 
the cut was not enacted, we and rural health providers are committed to creating 
and implementing a plan for the future of rural health that takes into account the 
changing economy and health care market.

BudGEt SuMMArY
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Proposed Versus Actual Budget cuts
In WSHA’s top budget priorities, more than $491 million was at stake. Of that, about 
$465 million was preserved.  In addition, the legislature halted a $72 million cut to 
emergency departments made in 2011.  Unfortunately, the final budget does cut $26 
million in Disproportionate Share Hospital (DSH) program funding, which will have a 
significant impact on the affected hospitals.

Proposed Hospital-related cuts  
($491 Million)

Access

Also avoided $72 
million in 2011  
cuts to emergency 
departments

Certified Public 
Expenditure 
Payments

Mental Health Other

dSH cut: 
$26.2 million

Critical Access 
Hospitals

Preserved:              
$465 million
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BudGEt SuMMArY (continued)

Protect Access to Health Care:  

•	 Basic Health:  Washington has been a leader in providing health care to its 
residents through this innovative program.  Program enrollees, many with 
incomes below the poverty level, are not eligible for Medicaid, have no other 
health insurance, and cannot afford commercial coverage.  They receive state-

subsidized insurance through Basic 
Health.  While the program had 
previously been funded entirely by 
the state, the state now has a waiver 
from the federal government to 
provide matching funds.  Even with 
the matching funds, the state has made 
severe cuts to Basic Health in recent 
years.  The enacted budget preserves 
Basic Health for the remaining 35,000 
enrollees.  More than 100,000 people 
remain on the waiting list.

•	 Disability Lifeline – Medical Care Services:  This program currently covers 
11,000 disabled low-income people and provides health care to the state’s most 
vulnerable residents.  Most enrollees have mental health problems.  Recent 
changes to the program have made severe cuts and led to sharply declining 
enrollment, but also seek to promote more efficient care.  As with Basic Health, 
the state has been able to obtain federal matching funds for enrollees in this 
program. The enacted budget continues the Disability Lifeline medical program 
without further cuts. 

•	 Apple Health for Kids:  This is the state’s 
program to provide health care to low-income 
children.  About 715,000 – or four in ten – 
Washington State children are enrolled in 
Apple Health.  Early preventive care reduces 
future health care expenses; investments in 
child health care keep children ready to learn.  
The budget preserves the Apple Health for 
Kids program and provides $1 million in 
funding for outreach for eligible but currently 
unenrolled children.
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Protect Safety Net Hospitals:  

•	 Disproportionate Share Hospital (DSH) Payments:  Many of our state’s hospitals 
receive DSH payments, intended to provide additional funds to hospitals that are 
treating a significant number of uninsured patients.  There are several different 
DSH programs.  The enacted budget eliminates payments through the Non-Rural 
and Small Rural Indigent Assistance DSH programs (cuts $13.1 million in state 
funds and $26.3 million in total funds).  The budget maintains the Low-Income 
DSH program at its current annual funding level of $8.5 million and the Small 
Rural DSH program at $3.8 million.

•	 Certified	Public	Expenditure	Payments:		This program, which maximizes federal 
matching funds for the state’s Medicaid program for the larger public hospital 
districts, is maintained.  The enacted budget continues state grants to Certified 
Public Expenditure hospitals, 
including their DSH payments of 
$26.5 million.

Preserve Mental Health Funding: 
Through contracts with community 
mental health agencies, Regional 
Support Networks administer publicly 
funded mental health services in their 
region, including outpatient treatment, 
crisis and involuntary detention, 
residential mental health services, and 
authorization for inpatient services 
for Medicaid and non-Medicaid 
patients.  Previous cuts have resulted 
in a system that does not provide 
adequate services to meet the current 
need for mental health care. The 
enacted budget maintains funding for 
Medicaid and non-Medicaid community mental health delivered through Regional 
Support Networks, preserving $25.2 million that was expected to be cut.  The 
budget does not close any wards at Western State Hospital or Eastern State Hospital.  
In a related move, due to federal match constraints, the budget cuts $2.6 million in 
funding for some other mental health services (supportive employment, clubhouse, 
and respite care).

Emergency Room Payments:  The state has proposed several different ways to cut 
payment for care to Medicaid patients in emergency rooms.  WSHA and its partners, 
the Washington State Medical Association and the Washington Chapter 



Er is for Emergencies 
The Washington State Legislature has given Washington hos-
pitals and physicians an opportunity to improve health care, 
rather than simply cutting payments.  The success of this effort 

demonstrates the value of collaboration between hospitals and physicians to create public policy 
that rewards high quality and cost effective health care.  WSHA and physicians agree that patients, 
when possible, should be treated by their primary care provider for non-emergency conditions in 
order to promote consistent, quality care.   

By June 15, 2012, hospitals must have implemented best practices on:

• Exchange of electronic emergency room information;
• Patient education; 
• High-user client information/identification;
• High-user client care plans;
• Narcotics prescriptions;
• Prescription monitoring; and
• Use of feedback information.

By January 2013, hospitals must demonstrate reductions in low acuity visits to emergency rooms.  
If the effort is unsuccessful, physicians and hospitals may see major cuts in Medicaid emergency 
room payments.
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of the American College of Emergency 
Physicians, worked together to develop 
an alternative to the state’s proposals.  
The coalition met with representatives of 
state agencies, proposed a variety of paths 
forward, and ultimately filed a successful 
lawsuit.  After a significant lobbying effort 
this session by hospitals and physicians 
and with the support of key legislators, 
the effort to create high quality care for 
patients in the most appropriate setting 
was successful.  The enacted budget suspends the previously authorized no-
payment policy for “unnecessary” emergency room visits and instead implements 
a new “best practices” policy for reducing low acuity emergency room services.  If 
hospitals meet the requirements of the new policy and can demonstrate savings, 
the state will not implement the planned budget cut of $72 million from the 2011 
legislative session.  If hospitals are not successful, the state will stop paying for all 
Medicaid emergency room visits it deems “not medically necessary.”  The 2012 
supplemental budget assumes this new policy will save $31.2 million and sets an 
ambitious goal for changing the trend in state expenditures for Medicaid emergency 
care.  The timeline for implementation is short, and the stakes are high.

BudGEt SuMMArY (continued)
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Other Budget Issues
Listed below is how the supplemental budget treats other important health care 
programs:

•	 Payments for Inmates:  Cuts hospital payments 
for health care for Washington State Department 
of Corrections inmates to Medicaid rates.  This 
represents a $3.3 million cut in state funds and will 
have a significant impact on hospitals operating in 
communities with state corrections facilities.  (Read 
more detail on this issue in the bill results section.)

•	 Medicaid	Fraud:		Assumes $3.6 million in savings 
from increased fraud detection and recovery in the 
Medicaid program.  (Read more detail on this issue 
in the bill results section.)

•	 CHARS:  The budget cuts $30,000 in funding for 
the Washington State Department of Health’s 
administration of the Comprehensive Hospital Abstract Reporting System 
(CHARS).  As a result, the department will only release CHARS information on 
an annual instead of a quarterly basis.

•	 Medical Interpreters:  Maintains state funding for interpreters through the 
Medicaid program. Cutting this funding would have made access to community 
physicians increasingly difficult for Medicaid patients who need interpreter 
services, while adding to unnecessary emergency room visits.  

•	 Medical Assistants:  Provides $102,000 to regulate and create a career pathway 
for medical assistants.  (Read more detail on this issue in the bill results section.)

•	 Volunteer	Retired	Providers:		Maintains state funding for liability insurance 
for retired providers who donate free care to low-income patients. The small 
investment by the state preserves 
millions of dollars in free services 
provided to needy patients.

•	 Maternity	Support	Services:		Maintains 
support services for low-income 
pregnant women.  This important 
program promotes positive birth and 
parenting outcomes across Washington 
State.



•	 Graduate	Medical	Education:		If 
approved by the federal Centers 
for Medicare & Medicaid Services, 
secures $28.5 million in federal 
funding to replace funding lost as 
a result of transitioning Medicaid 
fee-for-service patients to managed 
care.  The program is budget neutral 
on the federal budget and affected 
hospitals.

•	 Dental Care:  Maintains dental 
services for pregnant women and 
people with disabilities.  Dental care 
for adults has been cut severely in 
prior budgets.

•	 Public	Health:  Maintains funding for local public health. 

•	 Hospital	Executive	Compensation:		Provides $11,000 to the state Department of 
Health to create a system for hospitals to report executive compensation. 

10
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Within each section, bills are listed in rough order of priority and effort.

Positive Results

Bills Enacted

WSHA successfully lobbied to support or amend the following important bills 
enacted by the state legislature.  

House Bill (HB) 2319, Health Insurance 
Exchange:  WSHA is pleased with the 
final version of this bill that creates the 
structure for the health insurance exchange 
as a major part of implementing federal 
health care reform in our state.  WSHA 
supports the creation of a robust exchange 
to increase access to health insurance and 
health care.  The final bill creates a package 
of “essential health benefits” that ensures 
ongoing access to necessary health services; establishes the market rules of the 
exchange for health plan participation; and creates a consumer rating system for 
exchange plans.  

The bill also sets up the possibility that the state will offer a Federal Basic Health 
option.  We sought amendments to ensure provider rates in a Federal Basic Health 
option would be reasonable, if the option is adopted.  The enacted bill requires 
a study of this option, including consideration of adequate rates for providers.  

Moving forward, the state legislature will determine if 
the Federal Basic Health option is adopted.  Lastly, the 
bill requires the board of the Washington State Health 
Insurance Pool, which provides health insurance for 
high-risk individuals, to make recommendations on 
how it should operate after 2014. 

HB 2582, Hospital-Based Clinics:  Hospital-based 
clinics are a major, and often only, source of care for 
Medicaid, Medicare, and uninsured patients.  Hospital-
based clinics are subject to more regulation and often 
deliver more complex care than other outpatient 
settings.  As a way to cover these costs, many hospitals 
charge a facility fee for their hospital-based clinic 
services.  Legislators expressed concerns about these 
fees and proposed legislation to address their concerns.

WSHA Bill SuMMArY
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WSHA Bill SuMMArY (continued)

The original version of this bill required clinics 
licensed as hospital facilities to inform patients 
when they would be billed a facility fee.  It also 
added onerous reporting requirements about 
facility fees.  The bill was then amended to 
be of greater concern; it would have capped 
the facility fees hospitals can charge privately 
insured patients.  WSHA obtained significant 
improvements to this bill.  The final version has 
reasonable reporting provisions, reasonable 
requirements for patient notification, and no 
cap on fees.  The bill’s reporting provisions are 
designed to identify costs and trends related 
to hospital clinics.  WSHA supported the final 
version of the bill as part of our commitment to 
transparency and providing clear information to patients.  

Specifically, the bill requires:

•	 Patient	notification:		Prior to delivering non-emergency services, a provider-
based clinic must notify the patient that the clinic is licensed as part of the 
hospital, and the patient may receive a separate billing for a facility fee which 
may result in greater out-of-pocket expenses for the patient.  A provider-based 
clinic must also post a statement, in a place that is accessible and visible to 
patients, that the clinic is licensed as a part of the hospital and that a separate 
facility fee may be charged to the patient.  In short, the bill requires the clinic 
to provide to all patients the type of notification that is already required for 
Medicare enrollees receiving services at hospital-based clinics.

•	 Reporting:  Hospitals that own or operate provider-based clinics that charge 
facility fees must report specified information to the state Department of Health 
as part of the financial year-end reporting process.  The information required is: 

(1) the total number of provider-based 
clinics owned or operated by the hospital 
that charge a facility fee; (2) the number 
of visits at each provider-based clinic for 
which a facility fee was charged; (3) the 
revenue received by the hospital through 
facility fees at each provider-based clinic; 
and (4) the range of allowable facility fees 
charged at each provider-based clinic.  
Specific reporting details and definitions 
will be determined by the department. 
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The budget passed by the legislature also included a provision that the Washington 
State Health Care Authority study provider-based fees and quantify the additional 
costs to the state.  At WSHA’s request, the Governor vetoed the study.  The 
importance of provider-based fees in maintaining access to care is not well 
understood by legislators.  WSHA will be asking hospital leaders to help educate 
legislators during the summer and fall. 

Senate Bill (SB) 6237, Medical 
Assistants:  Led by the Washington 
State Medical Association, WSHA 
supported this bill that recognizes a new 
medical assistant profession, creates 
a career ladder for medical assistants, 
and clearly defines the scope of practice 
for the profession.  The bill requires 
medical assistants to be certified or 
registered with the state Department 
of Health according to one of four 
categories.  It eliminates the health care assistant category and transitions current 
health care assistants into one of the four medical assistant categories.  The four 
categories are: (1) medical assistant-certified, who assists a health care practitioner 
with patient care and executes administrative and clinical procedures; (2) medical 
assistant-hemodialysis technician who performs hemodialysis; (3) medical assistant-
phlebotomist who performs blood withdrawal; and (4) medical assistant-registered 
who with an endorsement by a health care practitioner, clinic, or group practice, 
assists a health care practitioner with patient care and executes administrative and 
clinical procedures.

Under the bill, the department will adopt rules for the minimum qualifications 
for all medical assistants.  Finally, the bill states that 
medical assistants must be supervised by a health care 
practitioner to perform duties.  

HB 2308, Award of Attorney Fees:  In collaboration 
with the Washington State Medical Association, WSHA 
successfully advocated for changes to the law governing 
physician challenges to peer review decisions.  Under the 
new law, a court can award attorney’s fees only when 
the non-prevailing party’s claim, defense, or conduct is 
frivolous or unreasonable.  Physicians must complete 
the hospital-based peer review process before seeking 
court relief.  This new approach supports the interests of 
patients, hospitals, and physicians. 
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WSHA Bill SuMMArY (continued)

HB 2229, Executive Compensation:  This bill creates transparency in executive 
compensation through public reporting to the state for non-profit and Public 
Hospital Districts.  WSHA successfully sought amendments to use the reporting 
forms already in place at the federal level as the basis for state reporting.  WSHA’s 
legislative approach was guided in significant part by membership involvement.  
Beginning in 2013, non-profit hospitals and Public Hospital Districts are required 
to report the compensation of their top five executives to the state Department of 
Health.  Reporting must occur within 135 days of the end of the hospital’s fiscal 
year.  To report the information, hospitals may use either Schedule H of the Internal 
Revenue Service Form 990 or a newly created Department of Health form to be 
developed no later than August 2012. 

In addition, WSHA is working with member attorneys to develop a policy paper 
on executive compensation.  The paper will outline best practices and guidance on 
meeting the requirements of the new law.

Successful collaboration on Peer review
In 2011, the Washington State Medical Association (WSMA) was poised to introduce legislation to 
change how attorney’s fees are awarded in cases where a physician challenges the decision of a 
hospital peer review panel.  WSMA was concerned a recent court case unfairly left physicians on 
the hook for a hospital’s attorney fees in cases where the hospital wins the case.  WSHA’s member 
hospitals were very worried the legislation would encourage litigation, making more decisions by 
peer review panels subject to court action. 

The two associations agreed to undertake a collaborative process.  WSMA held back on introducing 
its legislation; and the two associations convened a group of physician and hospital members to 
resolve the issue.  Through the summer and fall of 2011, the group met several times to discuss 
the philosophy behind peer review, the shared goal of quality care, and how to ensure a balanced 
approach.  Physicians wanted to be able to raise legitimate concerns about peer review in court.  
Hospitals wanted to make sure that when physicians sued, it was only after exhausting remedies 
available at the hospital level.  They also wanted to prevent abuse of the judicial process.

The group convened a panel of expert attorneys, including WSMA and WSHA staff attorneys and 
lawyers from Miller Nash and Riddell Williams.  These experts devised draft legislation that took 
the above concerns into account.  The new legislation, supported by both associations, was en-
acted in 2012.  A physician can sue a hospital for concerns over peer review, but he or she will be 
on the hook to pay the hospital’s attorney fees in a case where he or she does not exhaust the 
remedies available at the hospital or abuses the process by bringing a frivolous claim or acting 
unreasonably, such as by issuing excessive discovery requests. 

The associations concluded their work by outlining a set of peer review principles that could guide 
future work in this area.



2012 Legislative Summary

15

HB 2341, Community Health Needs 
Assessments:  WSHA worked successfully 
to amend this bill that would have added 
burdensome state requirements for non-
profit hospitals already completing 
federally required community health needs 
assessments.  The original bill also applied 
to Public Hospital Districts and would have 
required them to conduct community health 
needs assessments that are not required 
by federal law, as well as comply with the 
additional state mandated provisions.  WSHA worked successfully to remove the 
bill’s burdensome requirements for all hospitals.  The bill no longer applies to Public 
Hospital Districts not recognized as 501(c)(3) organizations.  The bill, as amended, 
requires non-profit hospitals to post the implementation strategy for the community 
health needs assessment within one year of completing the assessment.  Aimed at 
reducing duplication and increasing collaboration, the bill also requires hospitals 
to work with community stakeholders to develop this important implementation 
strategy. 

Bills Not Enacted

WSHA successfully lobbied to defeat or significantly amend the following 
bills that ultimately were not enacted by the legislature.  

HB 2130, Critical Access Hospitals:  WSHA and the Association of Washington 
Public Hospital Districts (AWPHD) strongly opposed this bill that would have 
created a legal framework for Washington State to significantly reduce payments 
to small, rural hospitals across the state.  The bill would have allowed the state to 
eliminate cost-based reimbursement for Critical Access Hospitals.  These hospitals 
are essential cornerstones of the health care system for our rural residents. 

Your Advocacy Makes a difference
Hospital and health system contacts with legislators made an important difference in the outcome 
of many of the bills and budget items WSHA lobbied.  Hospital and health system staff and lead-
ers provided excellent testimony about how certain proposed legislation or budget items would 
positively or negatively affect hospital operations and patient care.  Hospital and health system 
leaders, board members, and staff made phone calls, sent emails, wrote letters, and met with 
legislators.  Thank you to those who provided excellent advocacy this session.  We could not have 
been so successful without you!
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WSHA Bill SuMMArY (continued)

HB 2519 and SB 6307, Nurse Staffing:  WSHA strongly opposed these two bills, 
which began as identical bills in the House and Senate.  In their original form, 
the bills created per-nurse patient assignment limits (essentially staffing ratios, 
though those words were not used) and changed how nurse staffing committees 
worked.  The proposed legislation gave staffing committees total authority on 
all staffing decisions without any cost accountability or approval by the Chief 
Executive Officer (CEO) of the hospital or health system.  The bills also would 
have created burdensome reporting requirements and imposed costly penalties 
on out-of-compliance hospitals.  SB 6307 was amended to remove the “patient 
assignment limits” language and substitute 
a requirement that hospitals submit their 
staffing plan to binding arbitration if their 
nurse staffing committee was unable to 
reach consensus.  Hospitals would then have 
been required to implement the decision 
resulting from binding arbitration.  Staffing 
plan adjustments could only have been 
made if approved by a registered nurse 
working in direct patient care.  The bill was 
still unacceptable to WSHA members. 

SB 6309, Meal and Rest Breaks:  WSHA 
worked with the Northwest Organization 
of Nurse Executives and the three nursing unions (SEIU 1199NW, UFCW Local 141, 
and the Washington State Nurses Association) throughout the summer and fall of 
2011 to try to devise a reasonable approach to the issue of meal and rest breaks in 
hospitals.  Despite enormous effort invested in the process, the negotiations were 
unsuccessful, and the nursing unions decided to pursue legislation.  WSHA strongly 

opposed this bill that attempted once 
again to legislate uninterrupted nurse 
meal and rest breaks with exceptions 
that are too narrow.  The bill would 
have covered not just nurses and 
licensed practical nurses, but also 
certified nursing assistants, surgical 
technologists, diagnostic radiologic 
technologists, respiratory technicians, 
and cardiovascular invasive 
specialists.
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HB 2501, Overtime/Prescheduled On-Call:  This bill would have expanded the 
mandatory overtime law to certified nursing assistants, surgical technologists, 
diagnostic radiologic technologists, cardiovascular invasive specialists, and 
respiratory care practitioners.  The bill also would have prohibited hospitals from 
using prescheduled on-call time that could lead to overtime, except for immediate 
and unanticipated patient care emergencies and other very limited circumstances.  
The bill did not allow hospitals to schedule non-emergency procedures that would 
require overtime, potentially leading to necessary procedures being postponed.  
WSHA offered several compromise amendments, all of which were rejected by the 
bill’s nursing union supporters.

HB 2317, Non-Profit Hospital Financing:  The original version of this bill put 
burdensome new requirements duplicating the state’s Certificate of Need program 
into the Health Care Facilities Authority process.  WSHA always opposes 
duplicative government processes, particularly in a time when state resources 
are stretched so thin.  The bill was then amended to contain an overall cap on the 
amount of financing available through the authority for non-profit hospitals.  This 
would have forced hospitals that need financing into the private market at higher 
rates and led to increased health care costs. 

SB 6517, Hospital Financing and Tax Exemptions:  This bill took components of a 
variety of other damaging bills and rolled them into one.  The bill would have had 
major implications for hospital financing 
through the Health Care Facilities 
Authority and for maintaining non-profit 
hospitals’ property tax exemptions.  
The bill also had new, unreasonable 
requirements for community health needs 
assessments, inpatient mental health 
bed capacity, emergency departments, 
free-standing emergency rooms, and 
executive compensation reporting. 

the Power of direct caregivers
Many direct care staff, including nurses and technologists, spoke up strongly against the vari-
ous hospital staffing bills.  Chief Nursing Officers and physicians also offered effective testimony 
against the bills.  Staff attended hearings, met with legislators one-on-one, and made phone calls 
to legislators. They testified that they enjoy the flexibility at their workplace and opposed the 
bills as over-regulation and interfering with their professional judgment in how to best care for 
patients.  Their advocacy was very powerful!
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WSHA Bill SuMMArY (continued)

HB 2316, Disclosure of Health Information:  WSHA supported the goal of this bill 
to clean up state statutes regulating the disclosure of mental health and sexually 
transmitted disease information.  We had significant concerns, however, about 
how the bill was drafted, and the unintended consequences it could cause.  We 
believe the bill would have created more confusion for health care providers and 
discouraged people from seeking appropriate health care.  If legislative interest in 
the bill continues, WSHA may convene members to participate in a stakeholder 
work group on this issue during the summer and fall.

SB 5049, Closed-Claims Reporting:  The original purpose of the closed-claim 
reporting law was to provide the Washington State Insurance Commissioner and 
the public information about the actual costs of medical malpractice claims.  Key 
to gathering substantial and accurate data was providing anonymity for those 
entities reporting.  This anonymity results in virtually all carriers reporting data 
to the state, including those carriers 
not required by law to do so.  SB 5049 
would have allowed public disclosure 
of individual names in medical 
malpractice data submitted to the 
insurance commissioner.  If this bill had 
been enacted, we estimate more than 
40 percent of the carriers would have 
stopped reporting medical malpractice 
claims data to the state. 

SB 6440, Interstate Insurance Compact: 
This bill would have weakened certain 
state-mandated benefit laws, such as 
mental health parity, for out-of-state insurance plans participating in the small 
group and individual markets.  The bill also could have undermined other consumer 
and provider protections, such as network adequacy and prompt pay regulations.

SB 6360, Health Care Cost Commission:  This bill would have established a health 
care cost commission to review rates charged for all hospital-related services.  This 
would have created a new state bureaucracy financed through a fee on hospitals. 

Disappointing Results 

The following bills were enacted by the state legislature, despite WSHA’s 
opposition:

SB 5978, Washington False Claims Act:  After successfully stopping this bill for two 
legislative sessions, WSHA was unable to remove the “qui tam relator” provision 
from the Washington False Claims Act.  This provision allows private citizens to 
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sue on behalf of the state for Medicaid fraud.  Under this new law, these private 
citizens, known as “qui tam relators,” will be allowed to share in the proceeds of any 
recoveries awarded to the U.S. government for Medicaid fraud.  The Washington 
State Attorney General is required to investigate false claims diligently and may 
choose to intervene in the qui tam action or not.  If the attorney general declines to 
intervene, the citizen relator may proceed alone with the action.

We are concerned the addition of a right of action for private parties will increase 
meritless lawsuits and health care costs.  With the significant penalties attached to 
a finding of false claims, hospitals and other providers will be forced to defend and 
possibly settle any claim, no matter its merit.  WSHA asked the governor to veto 
the qui tam provisions of the bill, but she signed the bill with these provisions intact.  
She did, however, veto a section of the bill that would have made the bill take effect 
immediately.  The new law goes into effect on June 7, 2012, and it sunsets on June 
30, 2016.  The Joint Legislative Audit and Review Committee is required to conduct 
a sunset review of the False Claims Act to inform legislators whether or not the act 
should be reauthorized at that time.

HB 2803, Payment for Inmate Care:  This bill allows the state to pay hospitals 
Medicaid rates, plus an additional percentage to be determined in the state budget 
for health care delivered to Washington State Department of Corrections inmates.  
While the bill allows for higher-than-Medicaid rates, the enacted budget does not 
contain any additional appropriation 
beyond Medicaid payments.  Because 
Medicaid pays significantly below 
the cost of care, the impact will be 
substantial on those hospitals that 
serve a high number of state inmates.  
The bill requires hospitals to contract 
with the Department of Corrections as 
a condition of hospital licensure. 

The following bills were not 
enacted by the legislature, despite 
WSHA’s lobbying in support:

HB 2711, HB 2830, and SB 6634, Medicaid Interpreters:  These three bills would 
have corrected a decision last fall by the Public Employee Relations Commission.  
The commission directed that interpreters contracted by public hospitals and other 
entities participating in the Medicare Administrative Match program would be 
subject to collective bargaining through the state.  Currently, public hospitals can 
contract for interpreter services and obtain federal match for services provided to 
Medicaid patients if the interpreters meet state certification requirements.  This 
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WSHA Bill SuMMArY (continued)

arrangement involves no state money.  Each of the three bills would have clarified 
that interpreters for Medicaid Administrative Match participating entities are 
excluded from the state’s collective bargaining. 

WSHA argued that making the interpreters subject to state collective bargaining will 
nullify existing collective bargaining arrangements, labor management committees, 
and grievance processes.  It also threatens this source of funding for public hospitals.  
Unfortunately, none of the bills was enacted.

The Governor’s office has decided to appeal the Public Employee Relations 
Commission decision, first before the commission and if necessary, in Superior 
Court.  These appeals will likely delay the implementation of the decision until 
the next administration takes office, and the legislature has another opportunity to 
address the issue.

HB 2226 and SB 6126, Dental Practitioners:  These bills would have created a new 
category of dental care provider – a dental practitioner – to provide basic dental 
care.  WSHA supported these bills because patients coming to the emergency 
room for dental care are a significant problem.  Washington hospitals are under 
considerable pressure to reduce emergency room use.  Without increased access to 
dental care, patients will continue to rely on the emergency room for their dental 
needs.  Creating a new mid-level dental provider could be a promising strategy to 
increase access to dental care.
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AWPHd Bill SuMMArY
The Association of Washington Public Hospital Districts (AWPHD) took the lead 
on the work with WSHA in support of Critical Access Hospitals.  The success of this 
effort is described in both the policy and budget sections.  

In addition, AWPHD lobbied on the following bills listed in rough order of priority 
and effort.  

Positive Results 

AWPHD successfully lobbied in 
support of the following bills enacted 
by the Washington State Legislature:  

SB 5381, Levy Voting Requirements:  
AWPHD strongly supported this bill that 
adjusts the voting requirements for the 
renewal of emergency medical service 
levies.  The new state law will allow for 
renewal of these levies by a simple majority, rather than the 60 percent threshold. 
This will help ensure the availability of effective emergency medical services in 
communities across the state. 

SB 5355, Notice of Special Meetings:  This bill requires posted notice 24 hours in 
advance of special meetings of public agencies.  The bill provides an exemption if 
the public agency does not have a website or dedicated web staff.

AWPHD lobbied to defeat or significantly amend the following bills that 
ultimately were not enacted by the legislature: 

HB 2652, Destruction of Public Records Documents:  This bill would have 
provided for court action for the “illegal” destruction of public records.  The bill 
would have increased the likelihood of court action, even if the destruction was 
inadvertent.

SB 6109, Executive Sessions:  This bill would have exempted video and audio 
recordings of closed executive session meetings 
from public inspection and copying.  By 
exempting executive meeting recordings from 
Public Records Act disclosure, the bill would have 
encouraged more recording of executive sessions.  
AWPHD opposed the bill because of concerns it 
could ultimately lead to making executive session 
deliberations open to the public.
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AWPHd Bill SuMMArY (continued)

SB 5553, Website Postings:  This bill would have required public agencies, special 
purpose districts, and municipalities to post certain information on their web sites.  
These materials included draft agendas, draft resolutions, and approved minutes.   
There would have been an exemption for public hospital districts serving fewer than 
15,000 people.  AWPHD sought amendments to the bill, but it died.

Disappointing Results 

The following bills were not enacted by the legislature, despite AWPHD’s 
support:

SB 6351, Public Records and Website 
Postings:  This bill would have provided 
an option for public agencies to limit the 
amount of time they spend searching for 
public records by posting several pieces 
of key information on their websites.  In 
analyzing this bill, the legislature seriously 
considered the extensive time and costs 
associated with some records requests.  
This piece of legislation is likely to be 
reintroduced in 2013.

SB 6146, Public Records for Commercial Use:  This legislation was in response to a 
growing trend of repeated batch requests of public records sought for commercial 
or profit-making purposes.  The original bill restricted the use of the Public Records 
Act for data gathering for commercial purposes.  An amended version would have 
allowed commercial use, but enabled public agencies to charge fees for commercial 
use.  This piece of legislation may also be reintroduced in 2013. 

HB 2572, Public Records Training:  This bill would have required training of public 
officials and employees regarding public records and open public meetings.  The bill 
would have provided the Attorney General’s Office the authority, guidelines, and 
funding for the provision of uniform training and required officials to participate.  
AWPHD supported the idea of uniform training with state funding.  The bill died 
because of the financial impact to the state.
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cultivate relationships with Your legislators and candidates! 
This summer and fall are ideal times to cultivate relationships with your legislators and candidates 
for the legislature.  When you contact them again during the legislative session, you will already 
have a solid connection.  Some ideas:

• Arrange a meeting with your legislators in their offices, or for lunch or coffee somewhere in 
your community.  

• Invite legislators and candidates to visit your hospital.  While they are there, give them a tour.  
Tours are a great way to inform legislators about the work of your hospital, nursing home, 
or clinic.  Tours give legislators a firsthand view of how government investments are working 
in hospitals and health care.

• Educate legislators about your patient safety work or your work with nurse staffing commit-
tees, and the gains you are making in these areas.

• Volunteer for the campaign of a legislator or candidate who is a champion of health care and 
hospitals.  (note: this needs to be done on your personal time.)

• Invite legislators to make a presentation to your hospital or health system’s governing board 
about their goals and priorities, as well as a discussion about the hospital’s needs.  Legislators 
always love an opportunity to address a smart, well-connected group!

For assistance, please contact Chelene Whiteaker at chelenew@wsha.org or 206/216-2545.



WSHA/AWPHD 

24

We very much appreciate each one of you who testified or supported your staff in 
testimony, called or e-mailed your legislators, talked to your local media, or urged 
advocacy from other community leaders.  You clearly made a difference!

All of us on the WSHA staff continue to be grateful for your effective support 
of our policy and advocacy efforts and your relationships with your legislators.  
Your involvement in our advocacy agenda, your legislative relationships, your 
contributions to our Political Action Committee (PAC), and your legislators’ 
understanding of your hospitals and health systems are critical to our work.  We 
hope each of you will make strengthening these legislative relationships a priority 
this summer and fall.  If we can help you create or improve these relationships, let 
us know.

Please contact us with questions or comments about the 2012 legislative session or 
with your suggestions as we prepare for the 2013 session.  We work for you, and 
we want to make sure we are doing all we can to support your hospital or health 
system!

Sincerely,

Randy Revelle Claudia Sanders  Cassie Sauer Ben Lindekugel

Senior Vice President  Senior Vice President  Vice President Director 
Policy and Advocacy Policy Development  Public Affairs Member Services 
WSHA WSHA WSHA  AWPHD 
206/216-2515  206/216-2508  206/216-2538 206/216-2528
randyr@wsha.org claudias@wsha.org  cassies@wsha.org benl@awphd.org

For MorE inForMAtion
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Hospital Governing Board Advocacy 

WSHA’s Hospital Governing Boards Committee continues to encourage trustees and commission-
ers to increase their involvement in policy and advocacy.  As community leaders, governing board 
members often have the best relationships with elected officials and can be key advocates for their 
hospitals and health systems.  Contacting legislators on behalf of hospitals and their patients is 
an important role of hospital or health system trustees and commissioners.  WSHA works to give 
board members the tools they need to be effective advocates. If you would like help increasing 
your board’s role in advocacy, please contact Cassie Sauer at 206/216-2538 or cassies@wsha.org.
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PolicY/AdVocAcY tEAM*

The 21 members of the Policy/Advocacy Team** represent hospital and health 
system interests before federal, state, and local governments.  Team members work 
with hospital and health system leaders and elected officials to support priorities 
of the Washington State Hospital Association (WSHA) and the Association of 
Washington Public Hospital Districts (AWPHD).  Team members also work with 
federal, state, and local agencies to help ensure appropriate enforcement and 
administration of hospital and health system-related policies, rules, and laws.

For more information about the Policy/Advocacy Team, see www.wsha.org or 
contact Randy Revelle, team leader, at 206/216-2515 or randyr@wsha.org.

Taya Briley
General Legal Counsel
Andrew Busz
Policy Director 
Finance
Vergil Cabasco
Policy Director 
Clinical Issues
Gladys Campbell
Chief Nurse Executive  
& Senior Leader for 
Clinical Strategy
Cliff Duggan
Executive Assistant 
Barbara Gorham
Policy Director 
Access
Maria Harwood
Executive Assistant 
Ben Lindekugel
Director, Member  
Services, AWPHD

Joy Lockerby 
Director, Unemployment   
Compensation Program 
Washington Hospital  
Services 
Lori Martinez
Policy/Advocacy 
Coordinator
Len McComb
Lobbyist
WSHA/AWPHD
Jeff Mero
Executive Director
AWPHD
Randy Revelle
Senior Vice President  
Policy and Advocacy 
Claudia Sanders
Senior Vice President  
Policy Development

Cassie Sauer
Vice President 
Public Affairs
Peggi Shapiro
Director 
Disaster Readiness
Barbara Allan Shickich
Outside General Counsel
Beverly Simmons
Executive Director
Workers’ Compensation 
Program, Washington 
Hospital Services
Lisa Thatcher
Lobbyist
WSHA/AWPHD
Melissa Waddell
Executive Assistant 
Chelene Whiteaker
Policy Director
Member Advocacy

*  Everyone works for WSHA only, except where indicated otherwise.
** In addition to the Policy/Advocacy Team members, Carol Wagner, Senior Vice President for 

Patient Safety, and Beth Zborowski, Director of Communications, contributed to the success of the 
team.
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Political Action committees
In 2001, WSHA members directed the Washington Hospital Political Action Committee (PAC) to 
expand and increase its political influence through greater involvement in federal and state elec-
tions.  They also asked for increased contributions to the American Hospital Association PAC.

As a result, both PACs are making significantly more and larger contributions to federal and state 
elected officials from Washington State who have been helpful on hospital and health system is-
sues and deserve our support as they seek election.  In particular, the Washington Hospital PAC 
has been instrumental in electing numerous state legislators who have become supporters of 
hospitals and health care.

The main reason for the success of both PACs is the participation of individual hospital manage-
ment staff and trustees/commissioners.  As shown in the chart below, contributions have grown 
significantly since 2001.  During 2011, the PAC campaign raised a record $170,020 from 529 
donors.  These donors represent 89 hospitals and health systems and eight other organizations.  
From 2001 to 2011, the Washington Hospital PAC raised a total of $1,116,000.

The legislative decisions affecting hospitals and health systems are significant, 
and both PACs need your support to be effective.  Please contact Lori Martinez at  
206/577-1838 or lorim@wsha.org for more information or to make a personal contribution.

We look forward to receiving your generous PAc contribution in 2012!

Annual PAC Contributions
(2001-2011)
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