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At the time of the JLARC report, there were 
seven medevac services in Virginia that were 
licensed to operate by the Virginia Office of EMS 
(OEMS), with the Virginia State Police having 
established locations in Chesterfield and in 
Abingdon. In addition, there were five agencies 
based outside of Virginia providing service to 
areas within the borders of the Commonwealth, 
with two of those agencies (US Park Police and 
MedStar) based out of the Washington, DC 
area. 

JLARC Report
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JLARC Report
Air Medical Service Map - 1998
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Air Medical Service Operators - 2008
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Air Medical Services Call Volume
• At the time of the JLARC report, it was reported that more 

than 3,700 air medical missions were flown in Virginia in 
1998. In 2008, more than 7,300 air medical missions were 
flown in Virginia. The three VSP Med Flight bases flew 
nearly 1,400 missions in 2008. 
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Air Medical Service –
Public and Commercial

The Virginia State Police and the Fairfax County 
Police Department are the only public service agencies 
in Virginia that provide medevac service, with the US 
Park Police and Maryland State Police representing 
public service agencies based outside of Virginia and 
providing service to Virginia. 

Currently, the Virginia Beach Police Department is in 
the process of certification of their helicopter as an air 
ambulance. The remainder of the state is covered by 
commercial entities, five of which are based outside of 
Virginia.
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Air Medical Services –
Financial Impact

Nationally, air medical transports are approximated 
to cost a patient over $10,000. These costs may not be 
covered by the patients own medical insurance, either in 
full or in part. Additionally, OEMS does not have the 
authority to regulate fees for air medical service. 

Since 1984, OEMS has transferred funds to the 
Department of State Police to supplement Med Flight 
operations, and as the Virginia General Assembly has 
approved increases in the “For Life” funding, funds 
earmarked to VSP for Med Flight has also increased. 
Currently, the Department of State Police receives $1.6 
million from OEMS specifically for Med-Flight operations. 
No other air medical services operator in Virginia 
receives direct operating funds from OEMS. 
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OEMS is the agent that grants the authority for 
an air medical service to provide medical service in 
Virginia, as well as inspects the equipment used to 
provide care, the certifications and training records of 
providers, and EMS training and performance 
improvement records of the agency. 

OEMS does not have the authority to inspect the 
mechanical capability of an air ambulance (rotor 
wing or fixed wing), nor the authority to inspect the 
licenses of pilots or flight mechanics. 

Air Medical Services – Regulation

11

Air Medical Services – Regulation

OEMS does not currently have the authority 
to regulate where Air Medical Service is to be 
provided. 

An air medical service can apply for 
licensure in any service area of their choosing, 
as long as they have the approval of the 
jurisdiction(s) where their base of operation is 
located. This governmental approval process is 
often completed without question by local 
governmental officials. 
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Air Medical Services –
State Medevac Committee

Representatives of the air medical service 
stakeholders in Virginia participate in the regular 
meetings of the State Medevac Committee, a 
subcommittee of the state EMS Advisory Board. 

The committee meets quarterly, and is 
charged with providing expert guidance to 
OEMS and the state EMS Advisory Board 
regarding appropriate standards and 
recommendations to promote safe, high quality  
Medevac system for Virginia. 
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Air Medical Services –
Collaboration & Strategic Planning

Over the past year, the medevac 
stakeholders in Virginia have participated 
in strategic planning sessions to clarify the 
role and expectations of the Committee 
and to develop consensus on the desired 
Medevac system for the Commonwealth.  

14

The planning sessions culminated in the 
development of a Medevac Strategic Plan, including 
a mission, vision, action strategies, and 
implementation steps. The sessions also identified 
four work groups, made up of various medevac 
stakeholders, tasked with addressing each of the four 
action strategies that were agreed upon.

Air Medical Services –
Collaboration & Strategic Planning

15

The four groups:
• Communications
• Regulation
• Safety
• Resource Utilization

Have already begun making many 
improvements to the medevac system, with the 
collective intention of striving for the safest, most 
progressive, and most appropriately utilized air 
medical system in the country. 

Air Medical Services –
Collaboration & Strategic Planning
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Additional Information

Additional information related to the Medevac 
System in Virginia, including local, state, 
federal, and industry produced guidance 
documents can be found on the OEMS website, 
at the link below:

http://www.vdh.virginia.gov/OEMS/Medevac/Index.htm
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Overview of Medevac services in Virginia 
 

 Medevac services were first established in Roanoke, Virginia in 1981, with the creation of 
LifeGuard 10. The 1981 General Assembly directed the Virginia Department of Health and the 
Department of State police to establish a statewide air medical system. Through this process, the 
Virginia State Police’s Med-Flight operations were established, with the Med-Flight I base in 
Chesterfield in 1984, Med-Flight II in Abingdon in 1987, and Med-Flight III in Lynchburg in 2000. 
 
 Item 161 of the 1998 Appropriation Act directed a report of the Joint Legislative Audit and 
Review Commission (JLARC) to perform a study which “shall include, but not be limited to, the 
availability of air medical evacuation services, administrative protocols of service providers, the 
need for statewide alternatives and options, and the mission, operations, coordination, and 
funding of public and private air medevac programs.” The JLARC report, produced in October of 
1999, outlined 15 recommendations for improvements to the medevac system in Virginia. 
 
 At the time of the JLARC report, there were six medevac services in Virginia that were 
licensed to operate by the Virginia Office of EMS (OEMS), with the Virginia State Police having 
established locations in Chesterfield and in Abingdon. In addition, there were five agencies based 
outside of Virginia providing service to areas within the borders of the Commonwealth, with two of 
those agencies (US Park Police and MedStar) based out of the Washington, DC area. 
 
 Today, there are eight licensed medevac services in Virginia, which operate a total of 18 
bases throughout the state. There are also six licensed agencies based outside of Virginia that 
provide service in Virginia, and two out of state agencies that provide service in Virginia, and are 
not licensed by OEMS. In addition, these agencies currently have over 40 helicopters certified as 
air ambulances by OEMS. 
 
 At the time of the JLARC report, it was reported that more than 3,700 air medical 
missions were flown in Virginia in 1998. In 2008, more than 7,300 air medical missions were 
flown in Virginia. The three Med Flight bases flew nearly 1,400 missions in 2008. 
 
 In terms of public service entities, the Virginia State Police and the Fairfax County Police 
Department are the only public service agencies in Virginia that provide medevac service, with 
the US Park Police and Maryland State Police representing public service agencies based 
outside of Virginia and providing service to Virginia. Currently, the Virginia Beach Police 
Department is in the process of certification of their helicopter as an air ambulance. The 
remainder of the state is covered by commercial entities, five of which are based outside of 
Virginia. 
 
 From a financial perspective, air medical transports are approximated to cost a patient 
over $10,000. These costs may not be covered by the patients own medical insurance, either in 
full or in part. Additionally, OEMS does not have the authority to regulate fees for air medical 
service. Since 1984, OEMS has transferred funds to the Department of State Police to 
supplement Med Flight operations, and as the Virginia General Assembly has approved 
increases in the “For Life” funding, funds earmarked to VSP for Med Flight has also increased. 
Currently, the Department of State Police receives $1.6 million from OEMS specifically for Med-
Flight operations. No other air medical services operator in Virginia receives direct operating 
funds from OEMS.  
 
 As was mentioned previously, OEMS is the agent that grants the authority for an air 
medical service to provide medical service in Virginia, as well as permits the vehicles that the 
service uses, and the equipment that service uses to provide care. OEMS does not currently 
have the authority to regulate where that service is to be provided. An air medical service can 
apply for licensure in any service area of their choosing; however Air medical services must have 
governmental approval from the jurisdiction where their base of operations is located.  They do 
not have to have approval of the governments of the localities they will be serving unless required 
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by ordinance. This governmental approval process is often completed without question by local 
governmental officials. 
 
 Representatives of the air medical service stakeholders in Virginia participate in the 
regular meetings of the State Medevac Committee, a subcommittee of the state EMS Advisory 
Board. The committee meets quarterly, and is charged with providing expert guidance to OEMS 
and the state EMS Advisory Board regarding appropriate standards and recommendations to 
promote a safe, high quality Medevac system for Virginia. Over the past year, the medevac 
stakeholders in Virginia have participated in strategic planning sessions to clarify the role and 
expectations of the Committee and to develop consensus on the desired Medevac system for the 
Commonwealth.  The process also was designed to identify and prioritize strategies for 
Committee focused efforts. The planning sessions culminated in the development of a Medevac 
Strategic Plan, including a mission, vision, action strategies, and implementation steps. The 
sessions also identified four work groups, made up of various medevac stakeholders, tasked with 
addressing each of the four action strategies that were agreed upon. The four groups, 
Communications, Regulation, Safety, and Utilization have already begun making many 
improvements to the medevac system, with the collective intention of striving for the safest, most 
progressive, and most appropriately utilized air medical system in the country. 
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Healthy Living and Health Services 
Subcommittee 

Joint Commission on Health Care
September 1, 2009
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Virginia State Police Aviation
Types of Service

• Emergency Medical Transport 
• Patrol Missions
• Photo Missions
• Surveillance Missions
• Rescue Missions
• Search Missions (Day/ Night/FLIR)
• Transport Missions
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Virginia State Police Aviation
Abingdon Base

2008-2009 the Abingdon Base/Aviation Unit 
received:
995 requests for Med-Flight missions with 
574 patients flown.  
Out of these requests, 375 were not flown for 
the following reasons:

due to low weather (223), 
on another Med-Flight mission (80), 
cancelled by requestor (64), 
maintenance problems (8), 
and on police missions (0).  
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Virginia State Police Aviation
Abingdon Base

Out of the missions flown, 223 patients likely 
would have died prior to reaching hospital 
care and 1 died prior to reaching hospital 
care.  The remaining 336 patients would have 
survived without Med-Flight; however this 
number reflects a significant number of 
patients that would have experienced 
permanently disabling injuries if not brought 
to hospital care in the appropriate amount of 
time.  
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Virginia State Police Aviation
Chesterfield Base

2008-2009 the Chesterfield Base/Aviation 
Unit received:
494 requests for Med-Flight missions with 
316 patients flown.  
Out of these requests, 153 were not flown for 
the following reasons:

due to low weather (78), 
on another Med-Flight mission (33), 
cancelled by requestor (39), 
maintenance problems (3), 
and on police missions (0).  
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Virginia State Police Aviation
Chesterfield Base

Out of the missions flown, 65 patients likely 
would have died prior to reaching hospital 
care and 6 died prior to reaching hospital 
care.  The remaining 240 patients would have 
survived without Med-Flight; however this 
number reflects a significant number of 
patients that would have experienced 
permanently disabling injuries if not brought 
to hospital care in the appropriate amount of 
time. 
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Virginia State Police Aviation
Lynchburg Base

2008-2009 the Lynchburg Base/Aviation Unit 
received:
349 requests for Med-Flight missions with 
208 patients flown.  
Out of these requests, 110 were not flown for 
the following reasons:

due to low weather (72), 
on another Med-Flight mission (4), 
cancelled by requestor (34), 
maintenance problems (0), 
and on police missions (0).  
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Virginia State Police Aviation
Lynchburg Base

Out of the missions flown, 55 patients likely 
would have died prior to reaching hospital 
care and 2 died prior to reaching hospital 
care.  The remaining 147 patients would have 
survived without Med-Flight; however this 
number reflects a significant number of 
patients that would have experienced 
permanently disabling injuries if not brought 
to hospital care in the appropriate amount of 
time. 
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Virginia State Police Aviation
Funding

General Funding Costs $6,363,564

Non-General Fund Costs $1,045,375

Total Costs $7,408,939
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Virginia State Police Aviation
Funding

FY09 Aviation General Fund Expenditures

32%

25%
10%

33%

0%

Salaries & Fringes
(1100's)

Purchased Services
(1200's)

Supplies & Materials
(1300's)

Continuous Charges
(1500's)

Equipment (2200's)
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Virginia State Police Aviation
Funding

FY09 Aviation Non-General Fund Expenditures

32%

24%9%

35%

0%

Salaries & Fringes
(1100's)

Purchased Services
(1200's)

Supplies & Materials
(1300's)

Continuous Charges
(1500's)

Equipment (2200's)
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Virginia State Police Aviation
Funding

FY09 Aviation Total Expenditures

32%

25%10%

33%

0%

Salaries & Fringes
(1100's)

Purchased Services
(1200's)

Supplies & Materials
(1300's)

Continuous Charges
(1500's)
Equipment (2200's)
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Virginia State Police Aviation
Private Verses Commercial

Pilot information on private verses commercial. This deals 
with the issue of why we do not charge to pick-up a citizen 
from the highway. 
The Department of State Police cannot charge for aviation 
services because the type of operation under Federal 
Code.  The Aviation Unit conducts all flight operations 
under Code of Federal Regulations Title 14, Subchapter F –
Air Traffic and General Operating Rules, Part 91 – General 
Operating and Flight Rules.  This is commonly referred to 
as a Part 91 Operation.  To charge the public for the 
transportation provided to EMS patients, the Aviation Unit 
would have to be certified under CFR Title 14, Subchapter 
G – Air Carriers and Operators for Compensation or Hire: 
Certification and Operations, Part 135  

14

Virginia State Police Aviation
Private Verses Commercial

Operating Requirements: Commuter and On-Demand 
Operations and Rules Governing Persons On Board Such 
Aircraft.  This is commonly referred to as a Part 135 
Operation.
To become certified under Part 135, there are numerous 
requirements that are overseen by the Federal Aviation 
Administration.  
Pilot certification – Part 135 requires that all pilots must 
hold a minimum of a commercial license and instrument 
ratings for the category and class of all aircraft operated 
under the certificate.  All pilots assigned to the Aviation 
Unit meet this requirement, they hold at a minimum a 
commercial pilot certificate for rotorcraft-helicopter and 
airplane-single engine land, and instrument ratings for 
helicopter and airplane.  

15

Virginia State Police Aviation
Private Verses Commercial

Aircraft maintenance requirements– All of the Aviation Unit 
aircraft are maintained in accordance with the 
manufacturer’s requirements and recommendations. 
Pilot staffing – Pilots under Part 135 are limited to 8 hours 
of flight time during a 24-hour period and must be provided 
at least 10 hours rest period prior to the shift duty days.  
This is normally accomplished by working 12-hour shifts.  
Aviation Unit pilots assigned to EMS duties are scheduled 
for a 24.3 hour shift with the 8-hour rest period not 
compensated unless actually working during that period. 
Pilot training – All new pilots would be required to 
complete aircraft model specific training in all helicopters 
that the Department operates under a Part 135 certificate. 
There are additional FAA requirements. 
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Medical Helicopter Operations in Rural 
Areas

Joint Commission on Health Care
Subcommittee on Healthy Living & Health Services
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Wellmont Health System

Paul Davenport, NREMT-P RN CMTE MBA
Carilion Clinic Patient Transport Services
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Medical Helicopter Operations in Rural Areas

►Objectives
Define the role of medical helicopters
Report on issues facing medical helicopter teams in 
rural areas
Report on the role of medical helicopters in reducing 
morbidity & mortality
Report on safety improvements and initiatives for 
medical helicopters

3

The Role of Medical Helicopters

HEMS (Helicopter EMS) involves the air 
transportation of a person or persons requiring 

specialized medical crew and rapid transport due 
to a medical illness or traumatic injury –the initial 
air medical care can occur on the side of the road 

or in a community hospital.
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Considerations of Medical Helicopters in Rural Areas

► Decreased definitive care/fewer hospital resources in rural areas
► Extended ground transport times w/conventional ground EMS
► Increased numbers of volunteer rescue/fire agencies

Longer notification & response intervals
Decreased numbers of ALS personnel, thus necessitating helicopter 
transport

► Increased chronic illness patterns & need for higher levels of care
► Need for expeditious treatment of acute medical conditions such as 

stroke & heart attacks – evolving aggressive treatment options
► Trauma care

The Golden Hour
► Given the reduction in trained advanced life support EMS personnel AND the 

limitations of health care facilities in the rural setting, response times to the 
initial call for help may be delayed.
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Considerations of Medical Helicopters in Rural Areas

► Flexible & fast facility to provide medical expertise to the remotely 
located patient

► Terrain
► Non-consistent weather reporting across the region, esp. in rural 

areas.
► Limited communications systems
► Rising cost of medical helicopter operations (Urban and Rural).
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Considerations of Medical Helicopters in Rural Areas

► Decreased funding
Clinics and Care Sites
Training funds for EMS personnel
Reimbursement for Medicaid patients

► The community’s expectations of clinical outcomes are not changed 
when living in the rural setting.

8

Morbidity & Mortality –
How HEMS Operations can Reduce M&M

9

Morbidity & Mortality –
The Rural Impact

► A greater number of communities, particularly those in rural areas, 
are finding themselves cut-off from access to emergency care because 
of recent changes in the health care delivery system in this country:

► Emergency departments in community hospitals have declined from 
just over 5,000 in 1992 to approximately 4,600 in 2002, a trend that 
is expected to continue.32 

► The number of the most sophisticated trauma centers has declined in 
the same time period.

► Specialty care and specialists are increasingly housed in urban 
specialty centers and are less available in non-urban settings.

► Overcrowding of hospital emergency departments and the lack of 
critical care and specialty beds often causes hospitals to divert EMS 
patients.

► Due to the above factors, AMS, and especially HEMS, is becoming the 
health care safety net and access point for many non-urban individuals 
and communities.

http://www.fareonline.org/english.pdf
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► In the early 1980’s, the first analytical attempts to determine the life-
saving impact on mortality by HEMS response to injury scenes began 
to appear, largely demonstrating reductions in mortality compared with 
ground systems. 18-20, 38

► Since the ‘80’s, there have been many published medical studies which 
have attempted, through a variety of means, to assess HEMS’ impact 
on trauma mortality and morbidity for both scene and inter-facility 
flights. Overall, these studies have demonstrated the power of HEMS 

to affect improvements in trauma-related mortality and morbidity. 39, 40

http://www.fareonline.org/english.pdf

Morbidity & Mortality –
The Rural Impact

11

Benefits Of HEMS

► Patients severely injured enough to require inter-facility transfer were 
four times more likely to die after the HEMS serving that area was 
discontinued. 46

► HEMS reduced injury mortality by 24% in a multi-center study with 
some 16,000 patients in Boston.47

http://www.fareonline.org/english.pdf
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Role of HEMS in Rural Settings

► In rural and frontier areas, HEMS and fixed wing aircraft play a
particularly important role. 55

► Where the nearest ground ambulance is further, by travel-time, from the scene 
of injury than the nearest HEMS, the air medical service may be the primary 
ambulance for critically ill and injured patients in that area.

► Where the nearest ALS-capable medical facility is further, by travel-time, from 
the scene of the injury than is a HEMS or a fixed wing provider, the air medical 
service may be the primary ALS provider for critically ill or injured patients in 
that area.

► Where blood supplies or availability of other medical supplies or equipment are 
limited or non-existent, jeopardizing the care of the patient, the air medical 
service can bring these resources to the hospital with the patient.

► The air medical service can transport specialized medical staff 
(surgical, emergency medicine, respiratory therapy, pediatric, 
neonatal, obstetric, and specialized nursing staff) to assist with a local 
mass casualty event or to augment the rural/frontier hospital’s staff in 
stabilizing patients needing special care before transport.

http://www.fareonline.org/english.pdf
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Need for Policy Support

► It is essential that public policy and funding sustain AMS as a critical 
part of the medical and emergency preparedness safety net in our
communities. Maintaining the readiness to respond is as essential as 

the actual care delivered by AMS.

http://www.fareonline.org/english.pdf
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Focus on Safety of HEMS Operations

► Aviation safety decisions are separate from medical decisions.
► NTSB Most Wanted List

Improve safety of EMS flights

► NTSB Public Hearing 
February 3-6, 2009
Goal – Learn more about helicopter EMS operations so the NTSB can 
better evaluate the factors that lead to accidents.

► VA State Medevac Committee 
Proactive Approach
► Utilization Review
► Safety & Weather Reporting
► Communications

15

Summary

Defined the role of medical helicopters
Reported on issues facing medical helicopter teams in 
rural areas
Reported on the role of medical helicopters in reducing 
morbidity & mortality
Reported on safety improvements and initiatives for 
medical helicopters
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Purpose of Study

A study of Virginia’s Long-Term Care 
Ombudsman Program (VLTCOP) was 
requested by AARP with cooperation from 
the program’s state office.

Study should examine the role of the Long-Term 
Care Ombudsman Program in Virginia, 
determine whether state and federal mandates 
are being fulfilled, and examine the adequacy of 
program resources to meet current and future 
need for services.
1 to 2 year study

3

History of the 
LTC Ombudsman Program

LTC residents are, by nature, vulnerable to 
neglect, abuse and the erosion of dignity, 
choice, and self-determination through the 
violation of their civil, personal, and privacy 
rights.

These rights include those relating to health 
care, due process, choice and control in daily 
life, transfer and discharge, handling personal 
finances and freedom of association.

Source: National Center for State Long-Term Care Ombudsman Resources.  Training Module 4.
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History of the 
LTC Ombudsman Program

Medicaid and Medicare first provided public money 
for long-term care in 1965.
Resulted in rapid expansion of nursing homes with 
minimal regulation and oversight.

Increased number of cases of abuse, neglect, and 
substandard care

5 LTCOP pilots created in 1972
National LTCOP formally created in 1978 under the 
Older Americans Act (OAA) to serve nursing home 
residents.
In 1981, OAA expanded duties to include ALFs.

Source: “The Long-Term Care Ombudsman Program.” Presentation by Virginia’s State LTC Ombudsman.
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Federal Mandates for the Program
Identify, investigate, and resolve complaints of 
LTC facility residents
Protect the health, safety, welfare and rights of 
residents
Advocate for improvement in long-term care
Provide information and consultation to residents 
and their families
Publicize issues of importance to residents, families 
and the general public
Monitor, analyze and comment on federal, state, 
and local policies affecting residential LTC facilities

Source: CRS Report for Congress.  “Older Americans Act: Long-Term Care Ombudsman Program.” Kirsten J. Colello.  April 17, 
2008.

6

Overview of Virginia’s Long-Term 
Care Ombudsman Program

Mission
“Serve as [advocates] for older persons receiving long-term care 

services…[and to] provide older Virginians and their families the 
information, advocacy, complaint counseling, and assistance in 

resolving care problems.  The program also represents the 
interests of long-term care consumers before state and federal 

government agencies and the General Assembly.”

Source of Mission Statement: Virginia Association of Area Agencies on Aging.  www.vaaaa.org/LTCOP/

Individual 
Advocacy

Systems 
Advocacy
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Overview of Virginia’s Long-Term 
Care Ombudsman Program

Ombudsman Activities
Investigate & resolve complaints
Provide consultation to facilities
Provide information & consultation to individuals
Make regular, non-complaint related facility visits
Provide input to assist regulatory agencies
Develop and work with resident and family councils
Educate community & work with media
Monitor, analyze, and comment on laws, regulations, and 
government policies

In 1983, the Virginia General Assembly expanded 
the scope of the program to include individuals 
receiving community-based long-term care services 
provided by state and private agencies.
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Overview of Virginia’s Long-Term 
Care Ombudsman Program

Headed by the Office of the State LTC Ombudsman
20 local ombudsman offices located in Area 
Agencies on Aging (AAAs) 
31 local ombudsman staff
16 of 31 ombudsmen 
are full-time
109 volunteers

9

Evaluation of Virginia’s
Long-Term Care Ombudsman Program
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Study Research Methods

Literature review
Analysis of state program records and data 
reported to the National Ombudsman 
Reporting System (NORS) Database
Comparative analysis of Virginia’s program 
with other state programs (NORS data)
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Study Research Methods

Survey of Staff & Volunteer Ombudsmen, 
Facility Administrators, and State 
Ombudsman

Online survey (with mail-out option for 
individuals without email accounts)
Survey Topics: organizational structure, staff 
and resource issues, fulfillment of program 
mandates, culture change initiatives, level of 
preparedness for systemic shift toward 
consumer-directed care and the increasing 
elderly population
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Survey Information

25%157583Facility Administrators

28%119404*
ALF/Other**
Administrators

19%38179*
Nursing Home
Administrators

51%4588Volunteer Ombudsmen

74%2331Staff Ombudsmen

Response
Rate (%)

# 
Responded

# 
Surveyed

Group
Surveyed

*For response rates only, 61 unidentified cases were divided among NH and ALF/Other categories according to the category’s 
proportion of the administrator sample.  (51 non-responses due to undeliverable email or opt-out, 10 responses).  
**Includes CCRCs (18) and NH/ALF combined facilities (12).



5

13

Survey Sample Demographics for Staff Ombudsmen, 
Volunteer Ombudsmen, and Facility Administrators

Staff 
Ombudsmen

Volunteer 
Ombudsmen

Facility 
Administrators

Gender
     Male 8.7% 19.5% 28.7%
     Female 91.3% 80.5% 71.3%

Average Age 52 66 50

Education
     Some High School 0.0% 0.0% 0.0%
     HS Diploma/GED 0.0% 2.4% 4.0%
     Some College 8.7% 21.4% 15.9%
     College Degree 43.5% 16.7% 36.4%
     Some Post-Grad. 8.7% 16.7% 14.6%
     Graduate Degree 39.1% 42.9% 29.1%

Type of Position Type of Facility
     Full-Time 60.9% 23.5%      Nursing Home
     Part-Time 39.1% 56.4%      ALF
         Ave. Hours/Week 22.4 5.3 8.1%      NH/ALF Comb.

12.1%       CCRC
Work at AAA in Yes      55.6% 12.2%
another role? No       44.4% 87.8%

14

Key Elements of 
Program That Were Evaluated

Program Funding
Program Placement & Organizational 
Structure
Program Staffing
Fulfillment of Federal & State Mandates
Perceptions of Program by Staff & Volunteer 
Ombudsmen and Facility Administrators 
Degree of Preparedness for Future 
Population and Systemic Changes

15

Program Funding
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Long-Term Care Ombudsman Program Funding by 
Source for Selected States (2008)

Source: National Ombudsman Reporting System, 2008

State Total
Federal 
Funds State Local Federal State Local

Funding Total Funds Funds Total Funds Funds

U.S. $86,363,495 $49,914,563 $29,550,973 $6,897,959 57.8% 34.2% 8.0%

GA $2,967,428 $1,337,593 $1,228,230 $401,605 45.1% 41.4% 13.5%

NC $2,945,785 $2,503,917 $189,300 $252,568 85.0% 6.4% 8.6%

MD $2,507,059 $728,646 $1,523,673 $254,740 29.1% 60.8% 10.2%

WA $2,108,961 $890,516 $921,000 $297,445 42.2% 43.7% 14.1%

WI $1,931,733 $836,533 $1,095,200 43.3% 56.7%

VA $1,902,739 $990,974 $386,845 $524,920 52.1% 20.3% 27.6%

NJ $1,634,017 $834,017 $800,000 51.0% 49.0%

MO $1,043,689 $874,243 $124,125 $45,321 83.8% 11.9% 4.3%

TN $901,051 $732,092 $22,200 $146,759 81.2% 2.5% 16.3%

IA $713,793 $274,687 $439,106 38.5% 61.5%

IN $663,851 $375,248 $164,867 $123,736 56.5% 24.8% 18.6%

Program Expenditures by Source
Percent of

Program Funds by Source
Amount of 
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Federal, State, and Local Funding for 
Local Ombudsman Offices (FY 2009)*

Source: VDA     *Does not include funding for the State Ombudsman Program office.

PSA Federal 
Funding

State   
Funding

Local    
Funding

Total 
Funding

1 $10,251 $8,809 $0 $19,060
2 $10,380 $10,312 $0 $20,692
3 $43,012 $12,611 $0 $55,623
4 $26,133 $9,484 $0 $35,617
5 $41,215 $15,864 $0 $57,079
6 $16,412 $13,118 $24,083 $53,613
7 $37,501 $12,934 $0 $50,435

8A-8E $39,393 $34,424 $374,412 $448,229
9 $13,024 $9,625 $0 $22,649
10 $37,857 $11,569 $44,897 $94,323
11 $27,302 $14,401 $8,191 $49,894
12 $118,635 $12,741 $0 $131,376
13 $12,139 $11,920 $0 $24,059
14 $11,036 $9,554 $0 $20,590
15 $99,017 $21,642 $29,350 $150,009
16 $13,725 $9,993 $0 $23,718

17/ 18/ 21 $35,325 $26,325 $0 $61,650
19 $78,968 $11,168 $0 $90,136
20 $121,679 $23,294 $0 $144,973
22 $9,441 $8,250 $0 $17,691

Total $323,445 $282,645 $480,933 $1,571,416

18

Program Funding

Funding for Virginia’s LTCOP has steadily 
increased over time.
However, funding has not kept up with 
inflation and growing demands on the 
program due to: 

Increasing elderly population
Broadened scope of the program to include 
community-based LTC services
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Program Funding
Percentage of total funds allocated to the State 
Ombudsman Office (relative to the local LTCOPs) 
has decreased over time.

1995: 68% of total funds were allocated to the state 
office.
2008: 21% of total funds were allocated to the state 
office.

Due to an intentional effort by VDA, V4A, and the state office to 
gradually shift funding as more local offices were developed and
to direct additional funds to the local offices.
However, funding for the state office now appears to be too low 
to adequately fulfill all its mandates including supporting the 
work being done at the local level.

The state office provides guidance, information, staff ombudsman
training, systems advocacy, data collection and analysis, etc.

20

Program Placement & 
Organizational Structure

21

Program Placement & 
Organizational Structure

In 1995, the General Assembly transferred 
the LTC Ombudsman Program from Virginia 
Department for the Aging (VDA) to the 
AAAs.
The Virginia Association of Area Agencies on 
Aging (V4A) began operation of the State 
Long-Term Care Ombudsman Program 
under contract with VDA on July 1, 1995.
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VLTCOP Configuration
AoA

VDA

V4A

AAA

State Ombudsman
Office

Local Ombudsman
Offices

AO: Administrative
Oversight

PO: Programmatic
Oversight

AO

PO

PO

AO

AO

Contract

23

Program Placement
Benefits:

Connection and opportunities for collaboration with the 
Aging Network
Logical fit within the family of aging services

Challenges:
Real or perceived conflicts of interest
“Non-fit” of ombudsman program vis-à-vis other AAA 
programs and services due to its broad scope
Bifurcation of local ombudsman’s accountability to the 
state ombudsman program vs. their local AAA
Under the Older Americans Act, the State Ombudsman 
Office is responsible for managing the statewide 
program; however, it lacks administrative control over 
resource allocation & other administrative decisions.

24

Program Staffing
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Program Staffing

Institute of Medicine Recommendations
1 paid designated ombudsman FTE to 2000 
beds
1 full-time staff ombudsman to 40 volunteers 
Each local office should have at least 1 full-time 
paid ombudsman (not FTE).  Additional paid 
program staff may be part-time, but should 
have no duties conflicting with their role as 
ombudsmen.

Source: “The Long-Term Care Ombudsman Program:  Rethinking and Retooling for the Future,” pg. 39.

26

Number of Ombudsmen and LTC Beds per 
Planning & Service Area (FY 2010)

Source: Multiple sources compiled by State Ombudsman Program

PSA Staff 
Ombudsmen

Volunteer 
Ombudsmen Total Beds Beds / Staff 

Ombudsman

Beds / 
Ombudsman 
(staff+volunteer)

State 29 90 66,725            2,300               561
1 1 0 895                 895                  895
2 1 0 1,054              1,054               1,054
3 1 0 2,662              2,662               2,662
4 1 0 1,259              1,259               1,259
5 1 0 4,529              4,529               4,529
6 1 0 3,074              3,074               3,074
7 1 0 2,201              2,201               2,201

8A-8E 6 54 11,318            1,886               189
9 1 0 1,315              1,315               1,315

10 1 21 1,973              1,973               87
11 1 0 3,740              3,740               3,740
12 2 0 2,864              1,432               1,432
13 1 0 1,226              1,226               1,226
14 1 0 1,198              1,198               1,198
15 2 0 9,236              4,618               4,618
16 1 0 1,554              1,554               1,554

17/ 18/ 21 2 0 5,530              2,765               2,765
19 2 0 2,312              1,156               1,156
20 1 15 8,156              8,156               510
22 1 0 629                 629                  629

27

Fulfillment of
Federal Mandates

Individual Advocacy
Community Education
Systems Advocacy
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Individual Advocacy

201 Non-Complaint Related Visits to Nursing Homes
196 Non-Complaint Related Visits to ALFs
13,456 Consultations with Individuals
1,372 Consultations with LTC Facility Staff
1,936 of 2,462 Complaints Investigated Were 
Resolved or Partially Resolved

FY 2008

Source:  Virginia State Annual Ombudsman Report for Federal FY 2008.

29

Percentage of Complaints Resolved 
or Partially Resolved, 1998-2008
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Source:  Virginia State Long-Term Ombudsman Program Records
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Percentage of Complaints for all Facilities 
by Type of Disposition (FY 2008)

Total Disposition

U.S. 2008 268,921 0.3% 6.1% 3.3% 6.9% 8.9% 16.9% 57.6%
MD 4,459 0.3% 5.2% 4.6% 18.6% 8.1% 11.7% 51.8%
IA 2,332 0.0% 22.2% 3.4% 6.2% 4.5% 23.2% 40.7%
TN 2,035 0.3% 2.1% 1.1% 8.8% 2.2% 14.5% 71.1%
VA 2,437 0.2% 9.6% 1.9% 5.4% 3.3% 21.9% 57.9%
WA 5,868 0.1% 8.6% 4.9% 12.7% 13.1% 16.0% 44.9%
IN 1,727 1.0% 5.7% 5.0% 5.3% 15.0% 23.7% 44.5%
GA 5,082 0.1% 5.4% 7.3% 1.0% 5.1% 16.0% 65.2%
WI 2,845 0.4% 6.1% 2.6% 8.2% 10.2% 25.3% 47.3%
NJ 7,471 0.1% 3.2% 1.8% 1.5% 0.8% 13.7% 79.0%
MO 5,991 0.0% 9.4% 5.9% 1.4% 5.1% 11.8% 66.5%
NC 3,398 0.1% 2.7% 5.2% 6.0% 11.6% 8.5% 66.1%

Requires
government
policy,
regulatory
change or
legislation
to resolve

Not resolved
to the
satisfaction
of resident 
or
complainant

Withdrawn
by
resident
or
complainant

Referred
to other
agency
for
resolution

No action
needed
or
appropriate

Partially
resolved
but some
problem
remained

Resolved
to
satisfaction
of
resident or
complainant

Source: National Ombudsman Reporting System, 2008

Total
complaints
for cases
closed
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Percentage of Nursing Homes and ALFs Visited At 
Least Quarterly for Selected States (2008)

*Numbers are for facilities visited not in response to a complaint.
*Percentages are based on local numbers reported and may slightly under-represent the actual number of facilities 
visited for some states.

Source:  National Ombudsman Reporting System, 2008

# LTC beds 
per paid 

program staff

# Certified 
Volunteer 

Ombudsmen

% Nursing 
homes 

visited at 
least 

quarterly*

% ALFs 
visited at 

least 
quarterly*

U.S. 2,200 8,732            80% 46%

Georgia 1,169 5                   96% 61%

Maryland 1,212 89% 33%

North Carolina 2,310 1,134            100% 100%

Virginia 2,410 87                 73% 34%

Washington 2,438 249               81% 62%

Wisconsin 2,732 100               70% 8%

Indiana 3,674 33                 36% 12%

New Jersey 4,052 168               43% 36%

Missouri 4,260 270               77% 41%

Tennessee 4,299 168               86% 60%

Iowa 6,442 1%

32

Community Education

207 Community Education Events
36 Interviews or Discussions with Media
5 Press Releases
Dissemination of information via the 
program’s website

FY 2008

Source:  Virginia State Annual Ombudsman Report for Federal FY 2008.
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Survey Responses for Question:

How effective is VLTCOP in meeting the mandate of 
community education?
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Systems Advocacy
Culture Change Initiatives

Culture Change Coalition received $12,000 grant 
from the Virginia Center on Aging to hold 2008 
statewide conference and follow up on training 
sessions for LTC facility administrators
Culture Change Coalition

The Office of the State Ombudsman has played a key 
role in the development and expansion of the coalition 
and continues to serve as a lead agency.

Source:  Virginia State Annual Ombudsman Report for Federal FY 2008.

35

Survey Responses for Question:
Which of the following statements most 

accurately describes your facility

36

Culture Change
Facility Administrator responses for the following questions:
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Fulfillment of State Mandate
The program has very limited involvement with 
complaint handling in home/community-based care 
situations due to lack of resources for additional 
staff, training, and marketing of ombudsman 
services.
As a result, little to no systemic advocacy in this 
area.
Evaluation of the effectiveness of ombudsmen’s 
work with individuals receiving LTC services in 
their home is not possible due to the small volume 
of home care complaints referred to the program.

38

Staff Ombudsman Responses to the Question:
How well does your local LTCOP meet the needs of residents/people receiving 

in-home care (1=not at all; 5=exceptionally well)
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Facility Administrator & 
Ombudsman Perceptions 

of Program
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Administrator Survey Responses for Question:

How often do you interact 
with a LTC Ombudsman?

41

Administrator Survey Responses for Question:

How well do you think your local LTCOP promotes 
awareness of its services to residents in your facility?

42

Administrator Survey Responses for Question:

How well do you think your local LTCOP meets the 
needs of residents in your facility?
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Survey Responses for Question:

Overall, Virginia’s LTCOP is effective
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Preparedness for 
Future Population and 

Systemic Changes

45

Projected Percent of VA PSA Populations Aged 60+, 65+ and 
85+ for 2010, 2020, 2030 and Projected Percent Growth of 

Populations Aged 65+ from 2000-2030

Sources: Virginia Employment Commission.  Growth projections from:  U.S. Census Bureau, Population Division, Interim State Population Projections, 2005.  

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17* 19 20 22

2010 % 60+ 23 24 27 18 23 21 20 15 23 19 22 27 25 22 17 14 19 19 15 24

% 65+ 16 17 20 12 16 15 14 9 16 13 16 19 18 16 12 9 14 13 11 18

% 85+ 2 2 3 2 3 2 2 1 2 2 2 3 3 2 2 1 2 2 1 2

2020 % 60+ 27 30 28 20 27 24 24 19 25 22 25 28 25 22 17 14 19 19 15 24

% 65+ 20 22 21 15 20 18 17 13 17 16 22 19 18 16 12 9 14 13 11 18

% 85+ 3 3 3 2 3 3 2 1 1 2 2 3 3 2 2 1 2 2 1 2

2030 % 60+ 29 33 30 21 28 25 25 20 27 23 26 32 31 25 24 21 26 23 22 27

% 65+ 23 27 24 16 23 20 19 15 21 18 20 26 25 20 18 16 21 18 17 22

% 85+ 3 4 3 2 3 3 2 2 2 2 3 4 5 3 2 2 3 3 3 3

Total Virginia 65+ Growth 2000-2030:  121%
Total Virginia Growth (All Ages) 2000-2030:  31%

2000-2030 (%)
65+ Growth 44 92 54 60 80 73 66137 151 168 51 89 60

Planning and Service Area (PSA)

153 427 182 55112 93 52
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80%

152%

119%

151%

123%

Projected Growth in Population Aged 
65 years or older, 2000 - 2030

Total Virginia growth (all ages)
2000-2030: 31%

Source: U.S. Census Bureau, Population Division, Interim State Population Projections, 2005.
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Survey Responses for the Question:
How prepared is VLTCOP for the increasing number of individuals 
needing LTC services due to the aging of the “baby boomers?”
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Addressing the Growing Elderly Population 
& the Shift Toward Community-Based LTC

Adequate provision of ombudsman services in the 
future will require:

Increasing staff and volunteer ombudsmen
Additional training for staff and volunteer ombudsmen 
on the complex issues involved in providing LTC services 
in the home and community
A public information campaign to educate individuals 
about broadened scope of the program
Reformatting the data collection system to include non-
facility data
Increasing funding for the program
Maintaining services and support for the elderly in LTC 
facilities
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Conclusion
Overall, Virginia’s LTC Ombudsman Program is 
performing well.

Performs a vital role in protecting the rights and safety 
of older residents and in improving the overall quality of 
care in LTC facilities
Meets federally mandated requirements
Is considered to be an effective program by LTC facility 
administrators and staff and volunteer ombudsmen
Is a strong and effective advocate for LTC culture 
change and other system-wide efforts to improve the 
provision of long-term care to the elderly

50

Conclusion
However, the current level of resources allocated to the 
state office and the local offices appears to be inadequate 
to meet projected future demands on the program that will 
result from the growth in the elderly population and the 
state mandate to provide ombudsman services for 
individuals receiving community-based care.
The placement and organizational structure of the program 
needs to be reexamined to determine whether the level of 
authority that the Office of the State Ombudsman Program 
has over local ombudsman offices is appropriate.
The allocation within the program needs to be reexamined 
to ensure that the distribution corresponds with current 
programmatic needs.

51

Policy Options

Option 1: Take no action.

Option 2: Request by letter of the JCHC 
Chairman that VDA examine the need for 
additional state funding for the Office of the 
State Ombudsman and the local 
ombudsman offices.
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Policy Options

Option 3: Introduce a budget amendment 
(language and funding) during the 2012 
Session to increase the general funds 
appropriated for the LTC Ombudsman 
Program.

Option 4: Request by letter of the JCHC 
Chairman that VDA study whether the state 
ombudsman office should have greater 
administrative control over resource 
allocation & other administrative decisions.

53

Public Comments
Written public comments on the proposed options 
may be submitted to JCHC by close of business on 
September 29, 2009.  Comments may be 
submitted via:

E-mail:      sreid@jchc.virginia.gov
Facsimile: 804/786-5538 or 
Mail to:     Joint Commission on Health Care

P.O. Box 1322 
Richmond, Virginia  23218  

Comments will be summarized and presented 
during the JCHC meeting on October 7th.



Virginia Planning and Service Areas (PSAs) 

PSA #1 
Counties of: Lee, Wise, Scott   
Cities of: Norton 

PSA #2 
Counties of: Dickenson, 
Buchanan, Tazewell, Russell 

PSA #3 
Counties of: Washington, 
Smyth, Wythe, Bland, 
Grayson, Carroll  
Cities of: Galax, Bristol 

PSA #4 
Counties of: Giles, Floyd, 
Pulaski, Montgomery  
Cities of: Radford 

PSA #5 
Counties of: Roanoke, Craig, 
Botetourt, Allegany  
Cities of: Salem, Roanoke, 
Clifton Forge, Covington 

PSA #6 
Counties of: Rockingham, 
Rockbridge, Augusta, 
Highland, Bath  
Cities of: Buena Vista, 
Lexington, Staunton, 
Waynesboro, Harrisonburg 

PSA #7 
Counties of: Page, 
Shenandoah, Warren, Clarke, 
Frederick  
Cities of: Winchester 

PSA #8 
Counties of: Arlington, Fairfax, 
Loudoun, Prince William  
Cities of: Alexandria, Fairfax, 
Falls Church, Manassas, 
Manassas Park 

PSA #9 
Counties of: Orange, Madison, 
Culpeper, Rappahannock, 
Fauquier 

PSA #10 
Counties of: Albemarie, 
Fluvanna, Greene, Louisa, 
Nelson  
Cities of: Charlotesville 

PSA #11 
Counties of: Bedford, Amherst, 
Campbell, Appomattox  
Cities of: Bedford, Lynchburg 

PSA #12 
Counties of: Patrick, Henry, 
Franklin, Pittsylvania  
Cities of: Martinsville, Danville 

PSA #13 
Counties of: Halifax, 
Mecklenburg, Brunswick  
Cities of: South Boston 

PSA #14 
Counties of: Nottoway, Prince 
Edward, Charlotte, Lunenburg, 
Cumberland, Buckingham, 
Amelia 

PSA #15 
Counties of: Charles City, 
Chesterfield, Goochland, 
Hanover, Henrico, New Kent, 
Powhatan  
Cities of: Richmond 

PSA #16 
Counties of: Caroline, 
Spotsylvania, Stafford, King 
George  
Cities of: Fredericksburg 

PSA #17,18 & 21 
Counties of: Westmoreland, 
Northumberland, Richmond, 
Lancaster, Essex, Middlesex, 
Mathews, King & Queen, King 
William, Gloucester, James City, 
York  
Cities of: Williamsburg, 
Newport News, Hampton, 
Poquoson 

PSA #19 
Counties of: Dinwiddie, Sussex, 
Greenville, Surry, Prince George 
Cities of: Petersburg, Hopewell, 
Emporia, Colonial Heights 

PSA #20 
Counties of: Southampton, Isle 
of Wight 
Cities of: Franklin, Suffolk, 
Portsmouth, Chesapeake, 
Virginia Beach, Norfolk 
 
PSA #22 - Counties of: 
Accomack, Northampton 




