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V.G.5. Amended 

5. Please provide all disclosure of conflict of interest statements that have been filed in the three (3)
most recent years by any board member, executive officer or physician that operates under an
exclusive contract with any health care facility.

MSHA AMENDED RESPONSE:  MSHA Supplements its response to question G-5 and provides its
Conflict of Interest Policy, attached hereto.

INDEX OF DOCUMENTS: 

• Exhibit G-5A

• Exhibit G-5A.1

• Exhibit G-5A.2

MSHA Conflict of Interest Statements – PROPRIETARY – submitted to 
the Commissioner 1/10/17 
MSHA Code of Ethics and Business Conduct Policies – submitted to the 
Commissioner 1/10/17 
MSHA Conflict of Interest Policy – attached and submitted 1/24/17 
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V.L.11. 
 

11. Describe the strategy by which NHS plans to facilitate and coordinate the care of persons in crisis, 
especially children and adolescents, with the activities and operations of Virginia’s community 
services boards (CSBs). 

JOINT RESPONSE:  Emergency Stabilization/Crisis Management programs can provide an array of 
services designed to appropriately de-escalate mental health crisis.  They include 24/7 call centers, 
drop off crisis stabilization units, and mobile response teams.  The Substance Abuse and Mental 
Health Administration has defined a number of principles for implementing crisis response which 
include:54 

• services that are trauma informed, timely, and provided in the least restrictive manner;  

• care plans that are strength based, prevention focused, and congruent with an individual’s 
culture, gender, race, sexual orientation, age, and communication capability;  

• services provided by individuals with appropriate training and demonstrated competencies 
to comprehensively evaluate and effectively intervene in crisis. 

Hospitals operated by Wellmont and Mountain States have strong working relationships with the 
Cumberland Mountain CSB, Highlands CSB, Mount Rogers CSB, PD1, Frontier Health, and Dickenson 
County CSB. At a basic level, most of Wellmont and Mountain States hospitals’ interaction with the 
CSBs on crisis management occurs in the emergency departments and during admission of patients 
in crisis to inpatient units. When a patient presents to the emergency department and needs to be 
referred to a mental health service, the hospitals interface with the appropriate CSB for referral into 
public inpatient or outpatient/ambulatory services. This may include urgent/rapid access to 
psychiatric visits, crisis stabilization facilities (Highlands and Mount Rogers both operate 23-hour 
crisis stabilization facilities for children and youth for example), detox (Cumberland or Magnolia 
Ridge), and voluntary or involuntary inpatient psych hospitalization.55   

The availability of crisis response services currently varies between communities because of 
differences between jurisdictions in terms of governance, funding, and local capacity.  For example, 
Russell County Medical Center in Lebanon, Virginia assisted Cumberland Mountain CSB in 
developing their Crisis Intervention Team initiative which consists of local providers, local law 
enforcement and magistrates.56  RCMC subsequently helped the CSB bring a Secure Assessment 
Center to Russell County which is slated to begin operation later in 2017.  This would be the first 

                                                           
54 
https://www.macmhb.org/sites/default/files/attachments/files/Workshop%209%20Community%20Crisis%20Cent
er%20MACMHB%20Presentation%20thumb.pdf accessed on January 6, 2017.   
55 Inpatient psychiatric units operated in Virginia include Russell County Medical Center’s 20 bed Clearview Unit, 
Dickenson Community Hospital’s 10 bed geriatric behavioral health unit, and Wellmont Ridgeview’s 28-bed adult 
psychiatric unit. 
56 http://www.cmcsb.com/mentalhealth.html accessed on January 17, 2017. 

https://www.macmhb.org/sites/default/files/attachments/files/Workshop%209%20Community%20Crisis%20Center%20MACMHB%20Presentation%20thumb.pdf
https://www.macmhb.org/sites/default/files/attachments/files/Workshop%209%20Community%20Crisis%20Center%20MACMHB%20Presentation%20thumb.pdf
http://www.cmcsb.com/mentalhealth.html
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such center in Southwest Virginia and would help appropriately divert individuals in crisis from 
emergency rooms and possible incarceration or commitment. Other areas may primarily rely on 
close working relationships between hospital emergency departments, the CSBs and law-
enforcement to manage individuals in crisis.   

For children and adolescents, the nearest inpatient resources to the applicants’ Southwest Virginia 
service area are Woodridge Psychiatric Hospital in Johnson City, Tennessee, and Roanoke or 
Lynchburg in Virginia.  There is a shortage of mental health professionals in Southwest Virginia, and 
it is particularly difficult to recruit mental health professionals for children and youth. The CSBs in 
Southwest Virginia do have access to outpatient tele-psychiatry through the University of Virginia. 

As described in Response K-6, it is the intent of the new health system to invest additional funds in 
intensive outpatient services such as Assertive Community Treatment which keep individuals out of 
crisis and emergency stabilization, as well as crisis response services which can intervene in 
behavioral health crisis before they escalate.  Even with the $85 million of new investment in 
behavioral health services over the next decade by the New Health System in Virginia and 
Tennessee, it is not expected that all of the behavioral health needs in Southwest Virginia can be 
met.  Expanding on current relationships with the Community Services Boards, the Virginia 
Department of Mental Health, the Southwest Virginia Health Authority and the OneCare 
Collaborative, the new health system will assemble a plan to fill priority gaps in these services 
throughout Southwest Virginia within 12-18 months after close.  With respect to children in crisis, 
the New Health system would propose working with the Virginia Department of Behavioral Health & 
Developmental Services forthcoming System of Care Expansion Center in Southwest Virginia to 
implement services designed specifically for children in crisis with the intent of minimizing 
inappropriate out-of-home placements. 

Even with the New Health System’s large investment, it is not expected that all the substance use 
disorder needs of the region can be met. For this reason, in Virginia the New Health System plans to 
work closely with the Community Service Boards to determine where gaps exist in the continuum of 
SUD care and where to prioritize services in the region’s communities. The New Health System 
expects that its investments will leverage existing capacity and infrastructure to expand existing 
services in the region beyond their current reach and to provide critical missing services.  It is 
expected that the Behavioral Health service-line leader will work closely with the local Community 
Services Boards in Virginia and other existing organizations with whom the New Health System plans 
to explore development of new services and expansion of current services.  Please see Response F-5 
for further detail on the New Health System’s plans for community partnerships for behavioral 
health services.  
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V.M.19. 
 

19. Describe the applicants’ strategy to reduce or restrain pricing for uninsured patients. 

JOINT RESPONSE:  In order to ensure low income patients who are uninsured or under-insured are 
not adversely impacted due to pricing, the NHS has committed to adopt a charity care policy that is 
substantially similar to the existing policies of both Parties and consistent with the Internal Revenue 
Service’s final 501(r) rule. For patients who qualify, the NHS will provide for the full write-off of 
amounts owed for services by patients with incomes at or below two hundred twenty-five percent 
(225%) of the federal poverty level.57  For patients who do not qualify for full write offs, the NHS will 
discount services in compliance with rule 501(r) according to the ability of individuals and families to 
pay and will communicate discounts according to policy prior to service delivery or at the point of 
service to avoid creating any barrier to essential care. Practices will include payment plans that are 
manageable for patients and their families according to their individual circumstances. Ballad Health 
will work to connect people to insurance coverage and state and federal programs for which they 
qualify. 

The NHS will inform the public of its charity care and discounting policies in accordance with all 
applicable laws and shall post such policies on its publicly accessible web site. The activities related to 
charity care will occur immediately upon closing of the merger and will remain in place as long as the 
Certificate of Public Advantage remains in effect. 

The NHS will also commit that neither Uninsured Patients nor Underinsured Patients will be charged 
more than amounts generally billed ("AGB") to individuals who have insurance covering such care in 
case of Emergency Services or other Medically Necessary Services.12

 

Financial assistance eligibility for patients of Ballad Health will be determined by a review of the 
Application for Financial Assistance, documents to support the Application for Financial Assistance (i.e. 
income verification documentation), and verification of assets. The NHS financial assistance 
determinations will be based on National Poverty Guidelines for the applicable year. Ballad Health will 
adhere to the IRS regulatory guidelines set forth in Section 501(r) of the Internal Revenue Code. 

The commitments to patients who qualify for charity and the uninsured or underinsured will be 
implemented on a consistent basis across the Geographic Service Area and will apply to all Ballad 
Health facilities, thus ensuring equitable treatment for all. 

In addition to this charity care policy, the NHS has committed to implementing a program targeted at 
managing high-need high-cost uninsured individuals. (See the template Community Health 

                                                           
57 This is an increase over the amount set forth in revised Commitment 9 made in consultation with the Authority 
and listed on Exhibit G-1A, previously provided to the Commissioner on January 10, 2017 in Response #1.  The 
amount set forth in original revised Commitment 9 (and shown on Exhibit G-1A) established a level at or below 
200% of the federal poverty level, but the Parties have increased the amount to 225% of the federal poverty level 
to enhance this benefit for the region and the significant numbers of low income patients in Southwest Virginia. An 
amended Exhibit G-1A is provided to reflect this increase and the enhancement of our Commitment regarding the 
New Health System's charity care policies. 
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Improvement Plan, Exhibit O-5B.) By connect these individuals to case management and the 
necessary primary and specialty care, their overall utilization of the health system will be reduced as 
will their exposure to unnecessary expenditures. 

Elements of the program will include social needs screening and assessment (transportation, food and 
housing insecurity, high risk behaviors or environments, etc.), connection to primary care preferably 
in a patient-centered medical home model for disease management, connection to health care and 
social resource navigators and community health workers, and connection to medication assistance. 
The NHS will also provide resources for individuals who are ready to receive intervention for 
unhealthy behaviors that contribute to poor health. Findings from previously conducted model 
programs will be used to inform and create the overall plan. Partnerships with regional Federally 
Qualified Health Centers, Rural Health Centers, Health Departments, and charity clinics will be 
essential. 
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V.N.12. 
 

12. What percent of the population of the PSA and SSA will be served by the merged entity?  What is 
the basis for all assumptions made?  

JOINT RESPONSE:  NHS will define the Primary Service Area (PSA) and Secondary Service Area (SSA) 
as the 75% and 90% areas, as outlined in response V.N-1. NHS intends to serve all residents in the 
PSA and SSA with primary, secondary, and tertiary level services. Response V.O-1 currently outlines 
the services provided for each Virginia facility and discusses “essential services” defined by NHS. At 
the minimum, essential services will serve all residents of the PSA and SSA. Certain tertiary and/or 
quaternary level services may be required to partner with other academic medical centers. 
Responses V.D-1, 2, 3, and 4 discuss utilization of tertiary level services and other partners, 
specifically in Virginia.  

NHS does not intend to discriminate based on ability to pay for services. 

The basis for assumptions made for the percent of population does not reflect that of market share. 
However, the Applicants have provided information about the percent of the population of the PSA 
and SSA for inpatient and outpatient services in Authority Response #12.  
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V.P.6. 
 

6. How do the applicants plan to ensure that the resulting merged system will use savings that 
accrue from the merger to develop, as an exhibit to the application states, “best practice 
interventions aimed at the underlying causes of poor health in vulnerable populations”?  

JOINT RESPONSE:  It is well-documented that the population served by MSHA and WHS has long had 
more significant health challenges than the population in the United States generally. The area 
served by the Parties has significantly higher rates of many chronic conditions such as obesity, 
diabetes, heart disease, and cancer.  Behavioral issues prevalent in the community, such as drug 
use, smoking, and poor nutrition, have made these conditions particularly difficult for health care 
providers to address in a meaningful way.  
 
The New Health System commits to implementing programs and strategies which include reducing 
tobacco use, obesity rates, physical inactivity, drug poisoning deaths and neonatal abstinence 
syndrome in the Geographic Service Area, as outlined in the template Community Health 
Improvement Plan, attached as Exhibit O-5B. Suggested short-term and intermediate-term outcome 
metrics are included in the template Community Health Improvement Plan. Because of limitations 
and lags in current federal and state population health data sources, especially at the county level, 
the Parties expect that final metrics and targets will be agreed upon with the Virginia Department of 
Health. In order to make data actionable, new or augmented data collection efforts may be 
necessary. Exhibit O-5A provides an estimate of the year-by-year timing of these reinvestments and 
cost savings.  All of these efforts recognize that ultimately, individual and community health and 
well-being are not primarily driven by health care services, but instead by income, education, family 
and community support, personal choices, genetics and the environment. 
 
Similarly, behavioral health and substance abuse issues are a major health factor in the geographic 
area served by the Parties, and there are currently significant gaps in the continuum of care related 
to these issues. As part of the public benefit associated with the merger, and the $85 million 
commitment, the New Health System is prepared to make major investments in programs and 
partnerships that will help to address these issues. The societal cost associated with mental illness 
and substance abuse is extensive, and, given that the single largest diagnosis related to regional 
inpatient admissions is psychoses, these issues merit priority attention.  Lack of coordinated and 
integrated care increases costs and decreases overall effectiveness of care in this region thereby 
contributing to the overutilization of costly inpatient services. The NHS has the opportunity to use 
resources derived from efficiencies and a regionally integrated delivery model to support the 
development of effective behavioral health and substance abuse resources to provide high-quality, 
well-coordinated, and more proactive care. 
 
The New Health System’s holistic mission to address the underlying causes of poor health in the 
Geographic Service Region will be driven by the Community Health Improvement Framework, as 
more specifically described in the document “Plan for Community Partnership and Collaboration” 
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included in the Ballad Health Alignment Overview.96  The Community Health Improvement 
Framework is centered on prevention of poor health through various levels of patient engagement 
in clinical, personal, and community settings through the structure of an Accountable Care 
Community.  Prevention strategies of the Community Health Improvement Framework range from 
primary strategies to prevent disease, to secondary strategies to slow or stop the progression of 
disease, to tertiary strategies to manage disease effectively and mitigate negative effects.  Through 
the Community Health Improvement Framework, the New Health System will identify and deploy a 
broad range of prevention resources, including human resources, financial resources, health IT 
resources, education/training/communication resources, and best practice intervention 
resources.  The Accountable Care Community will serve as a structure to connect partners across 
sectors throughout the community, with representation from public health, medicine, education, 
advocacy groups, faith communities, and other organizations. 
 
The New Health System expects to work collaboratively with the Authority and the Commonwealth 
to determine which specific interventions will be implemented where. While many evidence based 
programs exist to reduce tobacco use, obesity, drug poisoning, etc., it may not be possible to 
implement these locally without modification due to workforce, transportation or other 
infrastructure constraints.  Combining two strong health systems aligned with other providers along 
the care continuum as well as stakeholders in the community creates a unique opportunity to direct 
resources in a coordinated way and tackle these longstanding, expensive problems that reduce 
quality of life for so many of the state's most vulnerable citizens and communities. 
 
The New Health System also commits to pursuing opportunities to establish Accountable Care 
Communities in partnership with various local, state and federal agencies, payers, service providers 
and community groups who wish to partner in such efforts.  Response K-7b/K-7d outlines models of 
care, including Accountable Care Communities, that the NHS will employ to achieve population 
health. The NHS will support a network of care resources across the region in partnership with 
agencies such as Frontier Health, Community Service Boards, the regional rural health centers and 
Federally Qualified Health Centers, faith-based and social service organizations, and local health 
departments. Together with these partnership networks, the care resources associated with the 
NHS, including primary care networks, emergency department networks, and inpatient behavioral 
health, will position the system to positively impact the development of this continuum of resources 
in an unprecedented way. 
 
Connecting community partners to make health care more accessible is one of the New Health 
System’s strategies to attack a pervasive underlying cause of poor health in Southern Appalachia: 
widespread health inequities.  Health inequity stems from many factors, but the Geographic Service 
Area of the New Health System is plagued more severely than many locations with low educational 
attainment, poverty, and the unique access-to-care challenges that face rural populations.  The 
Parties recognize the important role that health inequity plays in reducing the overall health of the 

                                                           
96 See Exhibit T-32A. 
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region, and the New Health System will use savings accrued from merger-created synergies to 
proactively address disparities by implementing the following specific strategies to achieve and 
maintain health equity: 

• Use data analytics to (i) identify vulnerable patients and vulnerable individuals who do not have 
a regular source of health care and (ii) design strategies to remove barriers to health care for 
those individuals and motivate them to action. 

• Make equitable care a priority throughout the New Health System’s administrative and clinical 
operations through the adoption of the National CLAS standards, not relegate searching for 
health equity solutions to the population health department. 

• Implement a model of care more fully described in Responses K-7b/K-7d to: 
o Develop and deliver education and prevention resources, like immunizations and 

screenings, related to the Community Health Improvement Plan. 
o Develop, deliver, or connect people to family support services including non-health 

care resources. 
o Connect people to primary care and medical home programs and incentivize 

providers to invest time helping to ensure that patients’ social needs are met. 
o Work with payers to develop more cohesive care coordination systems, incentivize 

access to care for vulnerable populations, and reward management of social needs 
in addition to traditional fee-for-service payments. 

 

The New Health System has also committed to adopt a robust charity care policy and build a culture 
of proactive engagement with underserved populations to ensure that inability to access care is not 
a cause of poor health for the region’s residents.97 
 
In addition, a major strategy of the New Health System will be on the development of academic 
research infrastructure and personnel which is needed to attract additional research funding from 
national sources—specifically in the area of translational research.  The NHS intends to allocate 
resources to priority research projects identified by the NHS and academic partners in pursuit of this 
goal.  Translational research projects that are focused on rural health care, population health 
management, health care transformation, and community health improvement will offer important 
insights to inform the NHS’s overall efforts in the region and to create national models.  
 
In consultation with the Authority, the Parties have made revised commitments that address with 
specificity ways in which the New Health System will ensure development and implementation of 
best practices and best-practice interventions to improve health in the region.   
• The New Health System will create, together with the Authority, a joint Task Force comprised of 

four members, two from the New Health System and two from the Southwest Virginia Health 
Authority.  The Task Force will meet at least annually to guide the collaboration between the 
Authority and the New Health System and to track the progress of the New Health System 
toward meeting the commitments of the Cooperative Agreement.  The Task Force will report 

                                                           
97 See Response M-19. 
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such progress to the Authority.  The Task Force shall be chaired by a member of the Authority, 
and the members appointed by the Authority may not have a conflict of interest. 

• The New Health System’s Community Benefit/Population Health board committee will be 
responsible for the oversight of compliance with the cooperative agreement. The New Health 
System will ensure than not less than thirty percent (30%) of the composition of this committee 
will reside in Virginia.  

 
In the initial Application, the Parties proposed a scoring system designed to measure the continuing 
public advantage of the Cooperative Agreement, along with proposed accountability 
mechanisms.  In consultation with the Authority, the Parties have proposed a modified scoring 
mechanism (attached as Exhibit P-7).  The modified scoring mechanism and ongoing evaluation 
mechanism ultimately adopted by the Commonwealth will include a means of evaluating the 
performance of the health system in implementing the annual plan for Community Health 
Improvement and its associated spend.  The plan will be dynamic, and the health system will work 
actively with the state and the Authority to ensure that best practice interventions for improving 
health will have a concerted focus on vulnerable populations. 
 
Other commitments of the New Health System that will ensure quality and enhance the ability to 
implement best practices to improve health include the following: 
• In order to enhance quality of patient care through greater transparency, improve utilization of 

hospital resources, and to ensure the population health of the region is consistent with goals 
established by the Authority, the New Health System will establish annual priorities related to 
quality improvement and publicly report these quality measures in an easy to understand 
manner for use by patients, employers and insurers. Such reporting shall include posting of 
quality measures and actual performance on New Health System’s website accessible to the 
public. The New Health System shall report such data timely so the public can easily evaluate 
the performance of the New Health System as compared to its competitors, and ensure 
consumers retain the option to seek services where the quality is demonstrably the highest.  In 
addition, the New Health System will timely report and include on its web site its performance 
compared to the Medicare quality measures including readmission statistics.  The New Health 
System will give notice to the Authority of the metrics the New Health System is prioritizing, and 
will, in good faith, include input from the Authority in establishing or modifying its priorities. 
Compliance with this commitment will be easily verifiable based on the quality measures and 
information reported.  (Revised Commitment 8) 

• In order to enhance hospital quality, improve cost-efficiency, improve the utilization of hospital-
related services, and to enhance opportunities in research, no later than 48 months after 
closing, the New Health System will adopt a Common Clinical IT Platform as soon as reasonably 
practical after the formation of the New Health System.  The New Health System will make 
access to the IT Platform available on reasonable terms to all physicians in the service area.  This 
fully integrated medical information system will allow for better coordinated care between 
patients and their doctors, hospitals, and post-acute care and outpatient services and facilitate 
the move to value-based contracting.  Subject to confidentiality laws and rules, the New Health 
System will grant reasonable access to the data collected in its Common Clinical IT Platform to 
researchers with credible credentials who have entered into Business Associate Agreements for 
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the purpose of conducting research in partnership with the New Health System.  This 
commitment will involve the investment of up to $150 million over 10 years.  The New Health 
System will propose mileposts for implementation of the IT Platform no later than 3 months 
after closing of the merger or June 30, 2017, whichever is later.  The New Health System will 
report in each annual report its progress toward implementing the Common Clinical IT Platform, 
and after implementation, any material enhancements or changes. The New Health System will 
also include in the annual report the researchers (by individual or by group for those working 
together) who have entered into Business Associate Agreements for purposes of conducting 
research. 

• In order to improve quality for patients, ensure seamless access to needed patient information, 
and to support the efforts of the local physician community to access needed information in 
order to provide high quality patient care, no later than 36 months after closing, the New Health 
System will participate meaningfully in a health information exchange or a cooperative 
arrangement whereby privacy protected health information may be shared with community-
based providers for the purpose of providing seamless patient care.  This investment will include 
up to $6 million over 10 years, and the New Health System will report annually to the 
Commissioner on mileposts toward meeting this commitment. (Revised Commitment 5) 

• In order to enhance quality and decrease the total cost of care, no later than 36 months after 
closing, the New Health System will collaborate in good faith with independent physician groups 
to develop a local, region-wide, clinical services network to share data, best practices and efforts 
to improve outcomes for patients and to deliver such outcomes at the highest possible 
value.  The New Health System will report to the Commissioner on the mileposts toward 
meeting this commitment.  (Revised Commitment 6) 

• In order to enhance quality, improve cost-efficiency and reduce unnecessary utilization of 
hospital services, for all Principal Payers,98 the New Health System will endeavor to include 
provisions for improved quality and other value-based incentives based on priorities agreed 
upon by each payer and the New Health System.  The New Health System will be accountable to 
the Commissioner to through annual reports and if there are payer complaints about non-
compliance. Timing: Immediately upon closing of the merger and ongoing. (Revised 
Commitment 7) 

  

 

 

                                                           
98 See definition contained in Response M-21. 
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V.S.4. 
 

4. Provide copies of all studies of compensation conducted in the normal course of business over the 
last five (5) years. 

MSHA RESPONSE:  The requested information is provided.  

MSHA believes that Exhibit S-4A is proprietary, confidential and competitively sensitive under 
federal antitrust laws. MSHA will submit this Exhibit separately to the Virginia State Health 
Commissioner and the Attorney General for the Commonwealth of Virginia as proprietary 
information that is required to remain confidential under Virginia Code Section 15.2-5384.1.C.1 and 
Virginia’s Rules and Regulations Governing Cooperative Agreements (12VAC5-221-40.D).  

INDEX OF DOCUMENTS: 

• Exhibit S-4A MSHA Compensation Studies- PROPRIETARY 
 

WHS RESPONSE:  The requested information is provided. 

WHS believes that Exhibit S-4B is proprietary, confidential and competitively sensitive under federal 
antitrust laws. WHS will submit this Exhibit separately to the Virginia State Health Commissioner and 
the Attorney General for the Commonwealth of Virginia as proprietary information that is required 
to remain confidential under Virginia Code Section 15.2-5384.1.C.1 and Virginia’s Rules and 
Regulations Governing Cooperative Agreements (12VAC5-221-40.D).  

INDEX OF DOCUMENTS: 

• Exhibit S-4B WHS Compensation Studies - PROPRIETARY 
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V.T.12. 
 

12. Detail how the NHS will handle price setting for uninsured or private pay patients. 

JOINT RESPONSE:  Please see the Response to M-19.   
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SECTION V 

Exhibit Number Description 

G-5A 

MSHA Conflict of Interest Statements *This information will be submitted 
separately to the Virginia State Health Commissioner and the Attorney General for 
the Commonwealth of Virginia as proprietary information required to remain 
confidential under Virginia Code Section 15.2-5384.1.C.1, and Virginia’s Rules and 
Regulations Governing Cooperative Agreements (12VAC5-221-40.D). 

G-5A.1 MSHA Code of Ethics and Business Conduct Policies 

G-5A.2 MSHA Conflict of Interest Policy 

S-4A 

MSHA Compensation Studies 

*This information will be submitted separately to the Virginia State Health
Commissioner and the Attorney General for the Commonwealth of Virginia as 
proprietary information required to remain confidential under Virginia Code 
Section 15.2-5384.1.C.1, and Virginia’s Rules and Regulations Governing 
Cooperative Agreements (12VAC5-221-40.D). 
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Page 1 of 5      CONFLICT OF INTEREST POLICY OF MOUNTAIN STATES HEALTH ALLIANCE  

  BD-000-007 

Policy Manual: Administration/Operational 

Manual Section: Board 

Policy Number: BD-000-007 

Effective Date: March 23, 2015 

Supersedes: February 2012 

Reviewed Date: March 23, 2015 

 

I. TITLE:  CONFLICT OF INTEREST POLICY OF MOUNTAIN STATES HEALTH 
ALLIANCE  

II. PURPOSE: 

To define the process regarding conflict of interest disclosure for Mountain States 
Health Alliance. 

III. SCOPE: 

All team members 

IV. FACILITIES/ENTITIES: 

MSHA Corporate 

Tennessee:    FWCH, IPMC, JCCH, JCMC, SSH, UCMH, WPH, Niswonger Children’s 

Hospital, Kingsport Day Surgery, Princeton Transitional Care, Unicoi County Nursing 
Home 

Virginia:   DCH, JMH, NCH, RCMC, SCCH, Francis Marion Manor Health & Rehabilitaiton, 

Norton Community Physicians Services (NCPS), Community Home Care (CHC) 

BRMMC owned and managed practices 

Home Health/Hospice 

ISHN 

Wilson Pharmacy, Inc. 

Mountain States Pharmacy at Norton Community Hospital 

V. DEFINITIONS: 

A. If The following terms shall have the following meanings when used in this Policy:   

1. “Affiliate” shall mean any organization that controls, is controlled by, or is 

related by common control to this Corporation.   

2. “Board Committee” means any committee that has specific authority to 
take final action relative to the charitable, business or clinical aspects of this 

Corporation delegated to it by the Board or the Bylaws of this Corporation, 
as opposed to committees that are simply advisory.   

3. "Board Member" shall refer to all Directors and Trustees of this Corporation, 
and members of all Board Committees, whether appointed, elected, or ex 
officio, and including, but not limited to, physicians.   



Page 2 of 5      CONFLICT OF INTEREST POLICY OF MOUNTAIN STATES HEALTH ALLIANCE  

  BD-000-007 

4. "Compensation" shall mean any remuneration, whether direct or indirect, 
including any gifts or favors that are substantial in nature.   

5. "Conflicting Interest" shall mean service as a member, shareholder, 
trustee, owner, partner, director, officer, or employee of any organization or 

governmental entity that either:   

a. Competes with this Corporation or any Affiliate, or   

b. Is involved or is likely to become involved in any litigation or 

adversarial proceeding with this Corporation or any Affiliate, or   

c. Is seeking or soliciting funds or other substantial benefits from this 

Corporation   

6. "Financial Interest" shall mean any arrangement or transaction pursuant to 
which an Interest Person has, directly or indirectly, through business, 

investment or family, either:   

a. A present or potential ownership, investment interest or compensation 

arrangement in any entity with which this Corporation or any Affiliate 
has or may have a transaction or arrangement; or a compensation 
arrangement with this Corporation or any entity or individual with 

which this Corporation or any Affiliate has or may have a transaction 
or arrangement. 

VI. POLICY: 

A. Disclosure of Conflicting Interests   

1. Every Person Covered by this Policy shall submit in writing to the Chief 
Executive Officer (CEO) a Conflict of Interest Disclosure Statement listing all 
Financial and Conflicting Interests.   

2. Each Statement will be resubmitted with any necessary changes each year or 
as any additional Conflicting or Financial Interests arise.  The Chairman of 

the Board shall become familiar with all such Disclosure Statements in order 
to guide his conduct should a conflict arise.   

3. The Vice Chairman of the Board shall be familiar with the Disclosure 

Statement filed by the Chairman. 

B. Procedure to be Followed at Meetings   

1. Whenever the Board or Board Committee is considering a transaction of 
arrangement with an organization, entity or individual in which a Person 
Covered by this Policy has a Financial or Conflicting Interest, the following 

shall occur:   

a. The Interested Person must disclose the Financial or Conflicting 

Interest to the Board or Board Committee;   

b. The Board Chair, the Board Committee or the Board shall ask the 
Interested Person to leave the meeting during discussion of the matter 

that gives rise to the potential conflict.  If asked, the Interested Person 
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shall leave the meeting, although he may make a statement or answer 
any questions on the matter before leaving;   

c. The Interested Person will not vote on the matter that gives rise to the 
potential conflict; and   

d. The Board or Board Committee must approve the transaction or 
arrangement by a majority vote of the Board Members present at a 
meeting that has a quorum, not including the vote of the Interested 

Person.   

2. In addition, if an Interested Person has a Financial Interest in a transaction 

or arrangement that might involve personal financial gain or loss for the 
Interested Person, the following should be observed in addition to the 
provisions described above:   

a. If appropriate, the Board or Board Committee may appoint a non-
interest person or committee to investigate alternatives to the 

proposed transaction or arrangement;   

b. In order to approve the transaction, the Board or Board Committee 
must first find, by a majority vote of the Board Members then in office, 

without counting the vote of the Interested Person, that the proposed 
transaction or arrangement is in the Corporation’s best interest and for 

its own benefit; the proposed transaction is fair and reasonable to the 
Corporation; and, after reasonable investigation, the Board or Board 

Committee has determined that the Corporation cannot obtain a more 
advantageous transaction or arrangement with reasonable efforts 
under the circumstances;   

c. The Interested Person will not be present for the discussion or vote 
regarding the transaction or arrangement; and   

d. The transaction or arrangement must be approved by a majority vote 
of the Board Members, not including any Interested Persons. 

C. Minutes of Meetings   

1. Minutes of all Board and Board Committee Meetings shall include the 
following:   

a. The names of the persons who disclosed Conflicting or Financial 
Interest, the nature of the Conflicting or Financial Interests and 
whether the Board determined there was a conflict of interest; and   

b. The names of the persons who were present for discussions and votes 
relating to the transaction or arrangement; the content of these 

discussions, including any alternatives to the proposed transaction or 
arrangement; and a record of the vote. 

D. Dissemination and Acknowledgement of Policy   

1. This policy shall be distributed to all Persons Covered by this Policy.   
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2. Each Person covered by this Policy shall sign an annual statement that the 
person:   

a. Received a copy of the policy;   

b. Has read and understands the policy;   

c. Agrees to comply with the policy;   

d. Understands that the policy applies to the Board and all Board 
Committees; and   

e. Understands that this Corporation and its Affiliates are organized to 
advance charitable purposes and that in order to maintain tax-exempt 

status they must continuously engage primarily in activities which 
accomplish one or more tax-exempt purposes.  

E. Compensation Committee   

1. All medical staff members who receive, directly or indirectly, compensation 
from the Corporation for any services rendered as an employee or as an 

independent contractor, shall not serve as a member of any compensation 
committee established by the Corporation.   

2. No interested person serving on any committee established by the 

Corporation shall vote on any matters pertaining to that person’s 
compensation.   

F. Penalties for Non-Compliance   

1. Failure to comply with this Policy shall constitute grounds for removal from 

office and, in the case of Key Management Personnel, termination of 
employment.   

G. Competitive Bidding   

1. To assure this Corporation, the general public, and outside vendors of 
objective evaluations of outside proposals for the provision of goods and 

services, a competitive bidding process has been established as follows:   

a. Under normal circumstances, this Corporation will obtain competitive 
bids.   

b. The decision to select a vendor for the provision of good and services 
will be based upon a combination of factors (price competitiveness, 

quality, delivery time, service and other valid considerations). 

H. Periodic Reviews   

1. To ensure that the Corporation operates in a manner consistent with its 

charitable purposes and that it does not engage in activities that could 
jeopardize its status as an organization exempt from federal income tax, 

periodic reviews shall be conducted.  The periodic review shall, at a 
minimum, include the following subjects:   
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a. Whether compensation arrangements and benefits are reasonable and 
are the result of arm’s-length bargaining.   

b. Whether acquisitions or other arrangements with providers result in 
inurement or impermissible private benefit.   

c. Whether partnership and joint venture arrangements and 
arrangements with other organizations conform to written policies, are 
properly recorded, reflect reasonable payments for goods and services, 

further the Corporation’s charitable purposes and do not result in 
inurement or impermissible private benefit.   

d. Whether arrangements to provide health care and arrangements with 
other health care providers, employees, and third party payors further 
the Corporation’s charitable purposes and do not result in inurement or 

impermissible private benefit. 

LINKS: 

Board Members’ Confidentiality Agreement   

Conflict of Interest Disclosure Statement   

 

 
 

____________________________________________  ________________________ 
Chair, MSHA Board          Date 
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