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Virginia Department of Health Professions David E. Brown, D.C. 

Patient Care Disciplinary Case Processing Times: Director

Quarterly Performance Measurement, Q3 2012 - Q3 2016

Clearance Rate - the number of closed cases as 
a percentage of the number of received cases.  A 
100% clearance rate means that the agency is 
closing the same number of cases as it receives each 
quarter. DHP's goal is to maintain a 100% clearance 
rate of allegations of misconduct through the end of 
FY 2016.  The current quarter's clearance rate is 
101%, with 1,003 patient care cases received and 
1,014 closed.

Age of Pending Caseload - the percent of 
open patient care cases over 250 business days old. 
This measure tracks the backlog of patient care 
cases older than 250 business days to aid 
management in providing specific closure targets. 
The goal is to maintain the percentage of open 
patient care cases older than 250 business days at 
no more than 20% through the end of FY 2016.  The 
current quarter shows 17% patient care cases 
pending over 250 business days with 2,382 patient 
care cases pending and 415 pending over 250 
business days.

Time to Disposition - the percent of patient care 
cases closed within 250 business days for cases 
received within the preceding eight quarters. This moving 
eight-quarter window approach captures the vast 
majority of cases closed in a given quarter and 
effectively removes any undue influence of the oldest 
cases on the measure. The goal is to resolve 90% of 
patient care cases within 250 business days through the 
end of FY 2016.  The current quarter shows 84% percent 
of patient care cases being resolved within 250 business 
days with 992 cases closed and 830 closed within 250 
business days.

“To ensure safe and competent patient care by licensing health professionals, enforcing standards of practice, and providing information to health care practitioners and the public.” 
DHP Mission Statement

In order to uphold its mission relating to discipline, DHP continually assesses and reports on performance. Extensive trend information is provided on the DHP website, in biennial reports, and, 
most recently, on Virginia Performs through Key Performance Measures (KPMs). KPMs offer a concise, balanced, and data-based way to measure disciplinary case processing.  These three 
measures, taken together, enable staff to identify and focus on areas of greatest importance in managing the disciplinary caseload; Clearance Rate, Age of Pending Caseload and Time to 
Disposition uphold the objectives of the DHP mission statement.  The following pages show the KPMs by board, listed in order by caseload volume; volume is defined as the number of cases 
received during the previous 4 quarters.  In addition, readers should be aware that vertical scales on the line charts change, both across boards and measures, in order to accommodate varying 
degrees of data fluctuation.  
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Note:  Vertical scales on line charts change, both across boards and measures, in order to accommodate varying degrees of data fluctuation.  

Virginia Department of Health Professions - Patient Care Disciplinary Case Processing Times, by Board

Age of Pending Caseload Percent Closed in 250 Business Days
(percent of cases pending over one year)

CNA - In Q3 2016, the clearance 
rate was 103%, the Pending 
Caseload older than 250 business 
days was 2% and the percent closed 
within 250 business days was 95%.
Q3 2016 Caseloads:
Received=149, Closed=154
Pending over 250 days=6
Closed within 250 days=145

Nurses - In Q3 2016, the 
clearance rate was 95%, the Pending 
Caseload older than 250 business 
days was 8% and the percent closed 
within 250 business days was 81%.
Q3 2016 Caseloads:
Received=348, Closed=331
Pending over 250 days=62
Closed within 250 days=267

Clearance Rate

Nursing - In Q3 2016, the 
clearance rate was 98%, the Pending 
Caseload older than 250 business 
days was 6% and the percent closed 
within 250 business days was 85%.
Q3 2016 Caseloads:
Received=497, Closed=485
Pending over 250 days=68
Closed within 250 days=412
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Note:  Vertical scales on line charts change, both across boards and measures, in order to accommodate varying degrees of data fluctuation.  

Pharmacy - In Q3 2016, the 
clearance rate was 117%, the 
Pending Caseload older than 250 
business days was 38% and the 
percent closed within 250 business 
days was 77%.
Q3 2016 Caseloads:
Received=30, Closed=35
Pending over 250 days=58
Closed within 250 days=27

Virginia Department of Health Professions - Patient Care Disciplinary Case Processing Times, by Board

Age of Pending Caseload Percent Closed in 250 Business Days
(percent of cases pending over one year)

Dentistry - In Q3 2016, the 
clearance rate was 89%, the Pending 
Caseload older than 250 business 
days was 31% and the percent 
closed within 250 business days was 
84%.
Q3 2016 Caseloads:
Received=74, Closed=66
Pending over 250 days=60
Closed within 250 days=52

Clearance Rate

Medicine - In Q3 2016, the 
clearance rate was 100%, the 
Pending Caseload older than 250 
business days was 20% and the 
percent closed within 250 business 
days was 94%.
Q3 2016 Caseloads:
Received=298, Closed=297
Pending over 250 days=99
Closed within 250 days=270
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Note:  Vertical scales on line charts change, both across boards and measures, in order to accommodate varying degrees of data fluctuation.  

Social Work - In Q3 2016, the 
clearance rate was 180%, the 
Pending Caseload older than 250 
business days was 47% and the 
percent closed within 250 business 
days was 35%.
Q3 2016 Caseloads:
Received=10, Closed=18
Pending over 250 days=43
Closed within 250 days=6

Virginia Department of Health Professions - Patient Care Disciplinary Case Processing Times, by Board

Age of Pending Caseload Percent Closed in 250 Business Days
(percent of cases pending over one year)

Counseling - In Q3 2016, the 
clearance rate was 129%, the 
Pending Caseload older than  250 
business days was 32% and the 
percent closed within 250 business 
days was 31%.
Q3 2016 Caseloads:
Received=14, Closed=18
Pending over 250 days=22
Closed within 250 days=5

Clearance Rate

Veterinary Medicine - In Q3 
2016, the clearance rate was 100%, 
the Pending Caseload older 250 
business days was 18% and the 
percent closed within 250 business 
days was 69%.
Q3 2016 Caseloads:
Received=37, Closed=37
Pending over 250 days=24
Closed within 250 days=24
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Note:  Vertical scales on line charts change, both across boards and measures, in order to accommodate varying degrees of data fluctuation.  

Virginia Department of Health Professions - Patient Care Disciplinary Case Processing Times, by Board

Age of Pending Caseload Percent Closed in 250 Business Days
(percent of cases pending over one year)

Optometry - In Q3 2016, the 
clearance rate was 60%, the Pending 
Caseload older than 250 business 
days was 37% and the percent 
closed within 250 business days was 
100%.
Q3 2016 Caseloads:
Received=5, Closed=3
Pending over 250 days=7
Closed within 250 days=3

Long-Term Care -  In Q3 2016, 
the clearance rate was 170%, the 
Pending Caseload older than 250 
business days was 18% and the 
percent closed within 250 business 
days was 71%.
Q3 2016 Caseloads:
Received=10, Closed=17
Pending over 250 days=7
Closed within 250 days=12

Clearance Rate

Psychology - In Q3 2016, the 
clearance rate was 163%, the 
Pending Caseload older than 250 
business days was 37% and the 
percent closed within 250 business 
days was 29%.
Q3 2016 Caseloads:
Received=16, Closed=26
Pending over 250 days=22
Closed within 250 days=7
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Note:  Vertical scales on line charts change, both across boards and measures, in order to accommodate varying degrees of data fluctuation.  

Virginia Department of Health Professions - Patient Care Disciplinary Case Processing Times, by Board

Age of Pending Caseload Percent Closed in 250 Business Days
(percent of cases pending over one year)

Audiology - In Q3 2016, the 
clearance rate was 100% the 
Pending Caseload older than 250 
business days was 0% and the 
percent closed within 250 business 
days was 100%.
Q3 2016 Caseloads:
Received=1, Closed=1
Pending over 250 days=0
Closed within 250 days=1

Funeral - In Q3 2016, the 
clearance rate was 300%, the 
Pending Caseload older than 250 
business days was 0% and the 
percent closed within 250 business 
days was 100%.
Q3 2016 Caseloads:
Received=2, Closed=6
Pending over 250 days=0
Closed within 250 days=6

Clearance Rate

Physical Therapy - In Q3 2016, 
the clearance rate was 56%, the 
Pending Caseload older than 250 
business days was 20% and the 
percent closed within 250 business 
days was 100%.
Q3 2016 Caseloads:
Received=9, Closed=5
Pending over 250 days=5
Closed within 250 days=5
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EXECUTIVE SUMMARY 
The Board of Health Professions (BHP), part of the Virginia Department of Health Professions 
(DHP), engaged with MPA graduate students in the L. Douglas Wilder School of Government 
and Public Affairs at Virginia Commonwealth University (VCU) to conduct an “environmental 
scan” of existing evidence pertaining to the use and provisions of telehealth in Virginia. 
Accordingly, this report examines which entities within Virginia are effectuating the use of 
telehealth—defined simply as the use of technology to provide health care over long 
distances—and provides a general synopsis of the opportunities and risks posed by its 
implementation.   
 
The results of this study are intended to assist DHP and its health regulatory boards with their 
ongoing consideration of whether to support efforts to expand the use of telehealth in Virginia.  
With respect to the multitude of resources and references that already exist regarding 
telehealth, this report is unique in its objective review of the current status of telehealth use, of 
commonly-cited benefits and challenges to its implementation, and of how Virginia compares 
to other states in regards to its openness and use of telehealth in its provision of health care.  
 
The study approaches the process of an environmental scan by utilizing a four lens approach 
that starts at the national level, and progressively focuses on the specific activities of the 13 
health regulatory boards.  The results of this research provide a succinct yet comprehensive 
evaluation of the matter of telehealth- a brief overview of its history, a synopsis of its most 
common definitions and features, a balanced look at current commentary regarding its use, 
nationally published references for telehealth standards of care, and current legal and 
regulatory frameworks guiding its use.  
 
Findings of the report reveal Virginia is a national leader in telehealth efforts, with the Boards 
of Medicine and Nursing having the most involvement at the state level.  Virginia’s membership 
in a multi-state licensing compact is currently limited to the Nurse Licensure Compact, but 
research shows that others of the health regulatory boards—namely Medicine, Psychology, and 
possibly Physical Therapy—are actively considering compacts for their respective professions. 
Overall, the Virginia health regulatory boards are at varying stages of telehealth utilization. 
 
The report concludes by providing recommendations regarding the use of telehealth within 
Virginia:  (1) balance the inherent values conflict between the desire to use telehealth to 
expand access to care while simultaneously ensuring that the care provided comports with 
board-approved standards of care; (2) be aware that the rapid advancement of telehealth 
poses a significant challenge to the standard business models of health care; specifically, health 
providers and their licensing boards may have to re-think how they deliver and regulate health 
care to keep up with changing customer expectations; (3) consider ways to streamline 
deliberate processes for obtaining state licensure as a way to enable wider use of telehealth 
between states; and (4) recognize that Virginia has, within its borders, substantial resources at 
its disposal for use in advancing the use of telehealth.  
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INTRODUCTION 
Changes in telecommunications technology have created new methods of delivering health 
care services to patients and make it easier than ever before to connect health care providers 
with patients in remote and underserved areas (Darkins & Cary, 2000). However, the new 
ability to project expertise and provide health care services over vast distances is circumscribed 
by the licensing regulations which exist to ensure health care providers are well-trained and 
qualified to practice in their field. In the U.S., the licensing of health care providers is a 
responsibility of state governments.  As such, a license to practice medicine in one state is 
bound for use only in that state, unless there is some other agreement, such as a multi-state 
compact, that will allow a provider to practice across state lines. Ironically, the regulatory 
structure built to ensure the quality of healthcare hampers efforts to improve access to care.   
 
This report provides a review of the regulatory environment as it relates to telehealth and the 
role that multi-state licensing could play in augmenting its adoption. The report describes the 
problem and the current regulatory environment. It explores how telehealth is defined in 
statute across the Mid-Atlantic region, discusses the evolution of the current licensing 
regulatory structure, and considers the impact of historical developments on the health care 
provider population in Virginia. The report then explores how states have responded to the 
issue, with particular focus on Virginia and the specific references to telehealth that exist as of 
the publication of this report. An examination of states’ responses to telehealth, as often 
guided by the national organization representing each individual profession, generates practical 
models that DHP and its constituent health regulatory boards might consider. The report 
concludes with the range of commentary surrounding the matter of telehealth, observations on 
trends in telehealth for Virginia, and recommendations for how Virginia might respond to the 
current situation.  
 

Statement of Problem 
 
The Department of Health Professions (DHP) ensures safe and competent patient care by 
licensing health professionals, enforcing standards of practice, and providing relevant 
information to health care practitioners and the public.  Under the purview of the department 
are 13 health regulatory boards that together govern the standards of practice for over 370,000 
Virginia healthcare providers from 80 professions. In addition to the 13 boards, DHP also 
oversees the Board of Health Professions (BHP) which, in accordance with its statutory 
authority granted by § 54.1-2507 through § 54.1-2510, Code of Virginia, advises the Governor, 
General Assembly, Secretary of Health and Human Resources and DHP Director on key issues 
pertaining to the regulation of health professions. 
 
In accordance with its statutory responsibilities, BHP produced a study in 1998 at the request of 
the then-Virginia Secretary of Health and Human Resources intended to promote the use of 
new technology to benefit consumers and create opportunities for health care providers to 
extend their practice (DHP, “Report on Practice,” 1998, p.1).  The resulting publication, Report 
on Practice of Telehealth Across State Lines and State Regulation, provides an overview of 
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telehealth, a discussion regarding the locus of practice for its use (as cited in the report to be 
where the patience is located), a listing of the benefits and risks of telehealth, and alternatives 
for the implementation of telehealth care (p. 1-10).  
 
With respect to the passage of time and significant advancements in technology since the 
publication of the 1998 report, BHP announced at its August 6, 2015 Board Meeting an effort to 
undergo a “comprehensive review of the literature and insights into current best practices in 
the regulation of telehealth” (DHP, “Draft Minutes,” 2015, p. 3).  Specifically, BHP announced 
that the research effort would be initiated as a capstone project by graduate students with 
Virginia Commonwealth University’s L. Douglas Wilder School of Government and Public Affairs 
(VCU).  BHP requested that the VCU students conduct an “environmental scan” of telehealth 
practice and oversight and detail relevant recommended policies, model legislation, and other 
formal guidance developed to date. 
 
To direct the VCU team, BHP identified the following three questions to guide the research: 

1. How is telehealth practice defined and governed by federal and state statutes, 
regulations, or state professional licensing guidance?  

2. Which professions provide telehealth care? 

3. What conflicting commentary exists on this topic? 
 
Accordingly, this report serves as a reference for BHP and the 13 health regulatory boards 
under the authority of DHP.  

 

Connection to Public Sector Values  
 
In 2009, the Network of Schools of Public Policy, Affairs, and Administration (NASPAA) adopted 
a set of accreditation standards that emphasize public service values (Molina, 2012). Amongst 
the public service values identified by NASPAA are several that relate directly to the mission of 
DHP and BHP. Those values include: accountability, incorruptibility, innovativeness, 
responsiveness, social justice, and transparency. This report supports those values by providing 
a high-level review of the topic of telehealth practice in Virginia.  
 
The development of telehealth provides the health professions opportunities to innovate and 
to respond to patient needs and concerns about access to health care in underserved areas. As 
BHP supports telehealth, it demonstrates the public service values of innovation, 
responsiveness, and social justice. However, telehealth technologies also bring change to the 
industry of health care. Since the health profession board members are practicing professionals 
within the health care industry, the persistent concern that board members may act in their 
personal interest in opposition to the wider public interest (Gross, 1984) has taken on a new 
urgency.  An example of this is as evidenced by a recent Supreme Court ruling against the North 
Carolina Board of Dental Examiners for violation of anti-trust laws by preventing the provision 
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of teeth whitening services by non-dentists (Fraser, 2015). This means that in this era, 
maintaining the values of accountability, incorruptibility, and transparency is particularly 
important.  
  
In his influential book, Administrative Behavior, the Nobel Prize winning economist Herbert 
Simon described the concept of bounded rationality. Simon acknowledged that decision-makers 
act with incomplete knowledge of all of the variables that may influence the outcome of their 
decisions. Since decision-makers cannot have perfect knowledge of all variables, they cannot 
make fully rational decisions. Instead, they accept conscious and unconscious premises which 
serve to limit the choices that must be considered. These premises may be formal such as laws 
or organizational structures or they may be informal like an assessment of political possibilities 
or unconscious biases. The public service values identified by NASPAA are examples of premises 
that may assist in decision making. The acceptance of premises allows the decision-maker to 
make a rational choice within a manageable framework.  
 
Simon’s theory also highlights the power and influence that those accepted premises have over 
the decision-making process. The people who set the premises that guide the decisions of 
others hold the power to determine the decisions that are made. That idea is why it is 
important for BHP to consider recommendations derived from public service values as premises 
in their decision-making related to telehealth practice.  

BACKGROUND 

Overview of the Department of Health Professions (DHP) 
 
DHP is the state agency responsible for supporting Virginia’s 13 health regulatory boards. It 
shares with those Boards the mission “to ensure safe and competent patient care by licensing 
health professionals, enforcing standards of practice, and providing information to health care 
practitioners and the public” (COV § 54.1-100). 
 
Chapter 25 of Title 54.1, Code of Virginia, establishes the powers and duties of DHP to include 
licensing health professionals, receiving complaints against health professionals, investigating 
those complaints and reporting violations of criminal law, and monitoring the Commonwealth’s 
population of health professionals. DHP and its constituent boards are funded through the 
collection of licensing fees. Chapter 25 also creates the Board of Health Professions (BHP), as 
comprised of members from each of the 13 health regulatory boards and five board members 
appointed by the Governor from the Commonwealth at large (§ 54.1-2507). BHP is tasked with 
evaluating the need for coordination amongst the 13 health regulatory boards and assisting 
with the resolution of conflicts between the various boards (§ 54.1-2510). In particular, BHP is 
asked to promote the development of standards of competency for the various health 
professions, review discipline and enforcement decisions, determine which professions should 
be regulated, and consider issues related to the scope of practice.  
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Table 1 provides a detailed list of the health regulatory boards overseen and supported by DHP.  
As this table shows, there are a vast number of medical professions organized into boards of 
varying size.  Because all 13 boards fall under the single umbrella agency of DHP, fees charged 
to licensees are lower due to efficiencies realized by centralized administrative tasks.  

TABLE 1 : COMMONWEALTH OF VIRGINIA HEALTH REGULATORY BOARDS 

Name of Board Component Professions 

AUDIOLOGY AND SPEECH - 
LANGUAGE PATHOLOGY 

Audiologists  School Speech-Language Pathologists 

Speech-Language Pathologists 

COUNSELING 

Professional Counselors Marriage and Family Therapists 

Substance Abuse Counselors Substance Abuse Treatment 
Practitioners Rehabilitation Counselors 

DENTISTRY 
Dentists (DDS, DMD) Dental Assistants II 

Dental Hygienists (RDH) Oral/Maxillofacial Surgeons 

FUNERAL DIRECTORS & 
EMBALMERS 

Funeral Service Licensees Funeral Directors 

Embalmers 
Surface transportation & removal 
services 

MEDICINE 

Medical Doctors (MDs) Radiological Technologists-Limited 

Osteopathic Physicians (ODs) Respiratory Therapists 

Podiatrists (DPMs) Occupational Therapists 

Chiropractors (DCs) Athletic Trainers 

Physician Assistants Midwives 

Acupuncturists Polysomnographic Technologists 

Radiological Technologists   

NURSING 

Registered Nurses (RNs) Certified Nurse Aides 

Licensed Practical Nurses (LPNs) Massage Therapists 

Licensed Nurse Practitioners Medication Aides (Assisted living 
facilities) 
  Clinical Nurse Specialists 

LONG-TERM CARE 
ADMINISTRATORS 

Nursing Home Administrators 

Assisted Living Facility Administrators 

OPTOMETRY Optometrists   

PHARMACY Pharmacists  Pharmacy Technicians 

PHYSICAL THERAPY Physical Therapists  Physical Therapists Assistants 

PSYCHOLOGY 

Clinical Psychologists Sex Offender Treatment Providers 

School Psychologists School Psychologists –Limited 

Applied Psychologists   

SOCIAL WORK Social Workers  Clinical Social Workers 

VETERINARY MEDICINE 
Veterinarians Equine dental technicians 

Veterinary technicians   

DHP COMPOSITE BOARD Board of Health Professions   

Source:  Virginia Department of Health Professions (“Agency Brochure” 2015) 
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Table 2 shows the total number of licensees for each board as of the first quarter of state fiscal 

year 2016 (July 1, 2015 to September 30, 2015).  As shown, the Board of Nursing oversees the 

highest number of licensees at 57 percent of the total number of licensees, while the Boards of 

Optometry and Long Term Care Administrators have the fewest, at approximately one-half of 

one percent of the total, each. 

TABLE 2:  TOTAL NUMBER OF LICENSEES BY BOARD  

Board 
Total 

Licensees1 

Percentage 
of 

Licensees 
out of 
Total  

Audiology/Speech Pathology 4,944 1.3% 

Counseling 7,249 1.9% 

Dentistry 13,999 3.7% 

Funeral Directing 2,540 0.7% 

Long Term Care Administrators 2,115 0.6% 

Medicine 65,337 17.1% 

Nursing/Nurse Aid 218,696 57.3% 

Optometry 1,931 0.5% 

Pharmacy 36,365 9.5% 

Physical Therapy 10,908 2.9% 

Psychology 4,028 1.1% 

Social Work 6,544 1.7% 

Veterinary Medicine  7,304 1.9% 

TOTALS 381,960 100% 
1 Total Licensees registered by the Department of Health Professions for the first quarter of FY16 (DHP, “Count of 
Licenses,” 2015) 

Development of Telehealth 
Telehealth seems as though it is a recent and revolutionary development in the health care 
field; however, people have been communicating health information over distance for a long 
time. In fact, some commentators cite early forms of telehealth as medieval lepers wearing 
bells to warn others of their approach and ships during the era of the bubonic plague flying 
flags to indicate that the crew was infected and under quarantine (Darkins & Cary, 2000).  
Even though communicating health information over distance is not a new development, 
recent advancements in telecommunication technologies allow for a much richer experience.  
 
The telephone changed the health care landscape by allowing people to communicate in real 
time with their medical providers across much further distances than previously possible. The 
telephone is limited, however, as it can only provide verbal information along with audible 
clues of a patient’s health, such as if the patient coughs or sounds to be in emotional distress. 
New technologies allow for a more dimensional media experience which now permits the 
patient and provider to exchange nearly as much information as they could if they met in 
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person. Providers may now interact in real-time with patients both audibly and visually through 
such advances as teleconferencing.  
 
This development means that for many services, the patient and provider may no longer need 
to be within physical proximity of one another. This new ability was first exploited by 
organizations and industries to provide medical services to remote populations; for instance, 
employees on an oil platform in the Gulf of Mexico used telecommunications technology 
provided by their company to speak with physicians located back on land (Darkins & Cary, 
2000).  
 
From the earliest adoption of the technology, telehealth held a clear potential to provide health 
care services to remote areas. This was seen as a potential panacea for the existing access to 
care issues that were experienced by people in remote and/or underserved areas. However, 
the full promise of telehealth to correct access to care issues has yet to be realized because the 
new technologies raise intractable questions regarding the licensing of providers across state 
borders and a host of legal and liability issues (Darkins & Cary, 2000). 
 
In Virginia, telehealth has seen strong use in two areas: rural health and in the provision of 
services to inmates with the Virginia Department of Corrections (DOC). Both the University of 
Virginia (UVA) and Virginia Commonwealth University (VCU) act as leaders in these efforts with 
UVA focusing on rural health efforts, and VCU facilitating services for inmates in partnership 
with DOC (Virginia Board of Dentistry Meeting Minutes, 2015). Later sections of this report will 
provide a profession-by-profession account of activities related to telehealth in Virginia. 
 

Definition of Telehealth 
The terms telehealth and telemedicine are often used interchangeably to refer to the provision 
of health care services through the use of advanced telecommunications technologies (Lustig, 
2012). However, this does cause some semantic confusion. While the two terms are 
interchangeable in most contexts, when considered profession-by-profession, there is a clear 
difference in use of the two words. For instance, when pharmacists discuss their telehealth 
efforts, they may refer to telepharmacy, or dentists may refer to teledentistry. Applying the 
term telemedicine to the efforts of other health professions may be misleading since there 
appears to be a professional preference to specify the area of health care by adding the prefix 
“tele-“ to the name of the profession. Since this report provides a high-level review of all such 
activities in Virginia, the term “telehealth” is used throughout.  
 
However, statutory definitions of telehealth frequently use the word telemedicine in the 
interchangeable sense. When used in that context, it does appear to have applications across 
the spectrum of health care professions. For example, the definition of telehealth adopted by 
the Virginia General Assembly in accordance with § 38.2-3418.16 B., Code of Virginia, refers to 
it as telemedicine: 
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As used in this section, "telemedicine services," as it pertains to the delivery of 
health care services, means the use of electronic 
technology or media, including interactive audio or 
video, for the purpose of diagnosing or treating a 
patient or consulting with other health care providers 
regarding a patient's diagnosis or treatment. 
"Telemedicine services" does not include an audio-only 
telephone, electronic mail message, facsimile 
transmission, or online questionnaire. 

 
The statutory definition of telemedicine used in Virginia 
reflects common elements found in other definitions of 
telehealth:  
 

 Communication is facilitated electronically using 
telecommunications technology 

 Information exchange is assumed to be interactive and 
immediate 

 Purpose of the communication is to treat a patient or 
consult with a colleague regarding a patient 

 Earlier and less interactive technologies may be excluded 
 
The definition provided by the Code of Virginia focuses on 
interactive technologies. However, definitions of telehealth 
may also include language to encompass “store and forward” 
technologies that allow providers to share patient 
information electronically in an asynchronous format. 
 
Table 3 lists the statutory definitions for telehealth in each of 
the states served by the Mid-Atlantic Telehealth Research 
Center (MATRC). The states served by MATRC provide a 
convenient regional lens for comparing Virginia’s definition of 
telehealth with those used by other states.  As Table 3 shows, 
statutory definitions of telehealth/telemedicine can be 
interpreted as interchangeable at times, but can also mean 
something very different at others.  For example, Kentucky’s 
definition of telehealth consultation closely matches Virginia’s 
definition of telemedicine. Meanwhile, Delaware’s recent 
telemedicine parity legislation designates telemedicine as a 
“form of telehealth:”  
 

The Mid-Atlantic Telehealth 

Resource Center (MATRC)  

MATRC is funded by the U.S. 

Department of Health and Human 

Service's Health Resources and 

Services Administration (HRSA) 

Office for the Advancement of 

Telehealth, part of the Office of 

Rural Health Policy. MATRC provides 

technical assistance and other 

resources to the following states: 

  Delaware 

  District of Columbia 

  Kentucky 

  Maryland 

  New Jersey (Central & South) 

  North Carolina 

  Pennsylvania 

  Virginia 

  West Virginia 

MATRC is one of 14 national 

federally-funded telehealth 

resource centers. Its mission is “to 

advance the adoption and 

utilization of telehealth within the 

MATRC region; and to work 

collaboratively with the other 

federally funded Telehealth 

Resource Centers to accomplish the 

same nationally.” 

For more information, please visit:  

www.matrc.org 

Source: MATRC, 2015 
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 Title 18, Chapter 33, Section 3370, Delaware Code: 
(5) “Telemedicine” means a form of telehealth which is the delivery of clinical 
health care services by means of real time two-way audio, visual, or other 
telecommunications or electronic communications, including the application of 
secure video conferencing or store and forward transfer technology to provide or 
support healthcare delivery, which facilitate the assessment, diagnosis, 
consultation, treatment, education, care management and self-management of a 
patient’s health care by a health care provider practicing within his or her scope 
of practice as would be practiced in-person with a patient, and legally allowed to 
practice in the state, while such patient is at an originating site and the health 
care provider is at a distant site. 
 

Identifying the correct definition of telehealth or telemedicine may seem to be a purely 
academic pursuit, but it has important implications in the regulatory world. Comparing 
Delaware’s definition of telemedicine with Virginia’s definition helps to draw out those 
implications.  
 
For example, by asserting that telemedicine is a form of telehealth in their definition, Delaware 
may be creating the opportunity to address the unique needs of other professions in statute as 
separate additional forms of telehealth. They may craft separate definitions for teledentistry or 
telenursing. Virginia appears to use telemedicine as a catch-all term with applications across 
the health professions. For instance, § 54.1-2957, Code of Virginia, discusses telehealth and 
nurse practitioners this way: “Collaboration and consultation among nurse practitioners and 
patient care team physicians may be provided through telemedicine as described in § 38.2-
3418.16.” It refers to the telemedicine definition from § 38.2-3418.16 rather than crafting a 
separate definition for telenursing.  
 
Another important difference relates to the types of technologies used that make a practice 
more likely to be considered telemedicine. The definition provided by the Code of Virginia 
focuses on interactive technologies. However, Delaware’s definition of telemedicine also 
includes language to encompass “store and forward” technologies that allow providers to share 
patient information electronically in an asynchronous format. Virginia’s definition excludes 
audio-only technologies. Delaware’s definition embraces two-way audio as a form of 
telehealth.  
 
Virginia and Delaware are using their statutory definitions of “telemedicine” to designate which 
technologies fall under their telehealth regulations. This means that forms of telehealth 
practice may develop in one state that cannot develop in the other state due to the statutory 
limitations written into the state’s definition. 
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TABLE 3: STATUTORY DEFINITIONS OF TELEHEALTH:  A REVIEW OF THE NINE STATES SERVED BY THE MID-
ATLANTIC TELEHEALTH RESOURCE CENTER  

State Telehealth/Telemedicine Definition Code Citation 

Delaware “Telemedicine” means a form of telehealth which is the 
delivery of clinical health care services by means of real time 
two-way audio, visual, or other telecommunications or 
electronic communications, including the application of secure 
video conferencing or store and forward transfer technology to 
provide or support healthcare delivery, which facilitate the 
assessment, diagnosis, consultation, treatment, education, care 
management and self-management of a patient’s health care 
by a health care provider practicing within his or her scope of 
practice as would be practiced in-person with a patient, and 
legally allowed to practice in the state, while such patient is at 
an originating site and the health care provider is at a distant 
site. 

Delaware Code: 
Title 18, Chapter 
33, Section 3370 

Kentucky (15) "Telehealth consultation" means a medical or health 
consultation, for purposes of patient diagnosis or treatment, 
that requires the use of advanced telecommunications 
technology, including, but not limited to: (a) Compressed digital 
interactive video, audio, or data transmission; (b) Clinical data 
transmission via computer imaging for teleradiology or 
telepathology; and (c) Other technology that facilitates access 
to health care services or medical specialty expertise. 

Kentucky Code: 
205.510 Definitions 
for medical 
assistance law 

Maryland (8) "Telemedicine" means the practice of medicine from a 
distance in which intervention and treatment decisions and 
recommendations are based on clinical data, documents, and 
information transmitted through telecommunications systems. 

Maryland Code 
(10.32.05.02) 

New Jersey None found n/a 

North 
Carolina 

As used in this subsection, "telemedicine" is the use of two-way 
real-time interactive audio and video between places of lesser 
and greater medical capability or expertise to provide and 
support health care when distance separates participants who 
are in different geographical locations. A recipient is referred by 
one provider to receive the services of another provider via 
telemedicine. 

North Carolina 
General Statutes: § 
122C-263 

Pennsylvania "Telemedicine."  The use of telecommunication and 
information technology in order to provide clinical health care 
at a distance. 

Pennsylvania 
Unconsolidated 
Statutes: 2014 Act 
198, Section 2  
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State Telehealth/Telemedicine Definition Code Citation 

Virginia B. As used in this section, "telemedicine services," as it 
pertains to the delivery of health care services, means the use 
of electronic technology or media, including interactive audio 
or video, for the purpose of diagnosing or treating a patient or 
consulting with other health care providers regarding a 
patient's diagnosis or treatment. "Telemedicine services" does 
not include an audio-only telephone, electronic mail message, 
facsimile transmission, or online questionnaire. 

Code of Virginia § 
38.2-3418.16. 
Coverage for 
telemedicine 
services. 

Washington, 
D.C. 

None found n/a 

West Virginia As used in this section, the term "practice of telemedicine" 
means the use of electronic information and communication 
technologies to provide health care when distance separates 
participants and includes one or both of the following: (1) The 
diagnosis of a patient within this state by a physician located 
outside this state as a result of the transmission of individual 
patient data, specimens or other material by electronic or 
other means from within this state to the physician or his or 
her agent; or (2) the rendering of treatment to a patient 
within this state by a physician located outside this state as a 
result of transmission of individual patient data, specimens or 
other material by electronic or other means from within this 
state to the physician or his or her agent. 

West Virginia Code 
§30-3-13. 
Unauthorized 
practice of medicine 
and surgery or 
podiatry; criminal 
penalties; 
limitations. 

 

Historical Perspectives 

Health Profession Licenses Issued on a State-by-State Basis 
The structure of DHP and its component health regulatory boards has evolved over the course 
of more than a century to accommodate the unique health professional licensing practices of 
the United States. In America, the ability to set the scope of practice, establish professional 
occupational standards, and provide licenses to health professionals falls under the purview of 
state governments, rather than the federal government. State licensing authorities may only 
issue licenses to health practitioners within the geographical borders of the state and may not 
provide practicing privileges in another state (Wakefield, 2010).  

This state-by-state issuance of licenses appears to have several purposes. Of most import is the 
purpose of licensure to ensure that providers are well trained, competent, and capable of 
providing health care services. This protects patients and the public from impaired or 
incompetent practitioners. Health profession licensing is also concerned with defining the 
scope of practice of the various health professions. As noted earlier, the Code of Virginia tasks 
BHP with considering issues related to scope of practice, as this is what defines the services that 
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may be provided by each licensed profession. For instance, a psychologist is able to prescribe 
medications based on their scope of practice while the scope of practice for a social worker 
may not allow them to authorize prescriptions. The ability to set scope of practice has a direct 
economic impact on practitioners because it sets out what service they may or may not offer to 
patients.  
 
For example, even if licensing standards and requirements for a specific profession were 
identical between Virginia and Pennsylvania, a provider licensed in Virginia would not be able 
to practice in Pennsylvania. The authority of the Virginia license does not extend beyond the 
Virginia state line, so the provider would need to acquire a Pennsylvania license to practice 
their profession in that state. As such, state licensing of health professions serves to not only 
insulate the health care market among individual professions within a state, but also insulates a 
state’s health care market from competition posed by providers in other states.   

The proliferation of telehealth has challenged the traditional model of state-issued licensure.  
The historical model worked well when the only setting in which health services could be 
provided required the patient and the health care provider to be in physical proximity to one 
another.  As such, a provider who wished to practice in more than one state needed only to 
maintain a handful of licenses—one for each state in close proximity to their main practice. 
However, now that telecommunications technology makes it possible for patients and 
providers to interact across vast distances, that same provider may wish to use the new 
technology to offer services to patients at a much further distance. Providers have new 
incentives to seek licenses in multiple states. To do so, the provider must go through the 
process of obtaining individual licensure in each of the states they wish to offer telehealth 
services in, or forego offering those telehealth services in those states.   

The Internet Changes the Relationship between Patients and Providers  
The telecommunications advances that facilitate telehealth have also resulted in changes in the 
relationship between patients and providers. Traditionally, there was an information 
asymmetry between the patient and the provider in which the patient had limited access to 
health information and treatment outcomes. This led to the traditional model in which patients 
accepted their providers recommendation with little question. The internet gives patients the 
ability to research their diagnoses and treatment. That patient access to information quickly 
altered the relationship between patients and providers (Ford, 2000). Patients now approach 
their health care with more of a consumer attitude in which they weigh costs and options and 
choose their treatment with the assistance of their provider rather than adhere to previous, 
more paternalistic models (Darkins & Cary, 2000).  

METHODOLOGY  
The primary methodological approach of this report is that of an environmental scan of the 
current information and legal provisions pertaining to telehealth. An environmental scan is a 
broad analysis of the current business environment with the purpose of identifying information 
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and interconnections between that information that will be useful for future planning and 
decision-making (Morrison, 1992). This report represents an attempt to recognize and define 
premises that may influence future decisions. To produce this environmental scan, the research 
team focused on reviewing the existing literature, resources, best practices, and models 
available to health professional boards related to telehealth, and such closely-related topics as 
licensure portability, multi-state licensing, and licensure compacts.   

The intent of this report is to support the decision-making process of Virginia’s health 
regulatory boards as they consider how to use telehealth to improve access to healthcare in the 
Commonwealth.  Specifically, by providing an environmental scan of the policies and practices 
related to telehealth in Virginia, this report reveals premises that may influence the Boards’ 
decisions. It considers the purposes and history of health professional licensing, the evolution 
of and definition of telehealth practices, best practices and model legislation proposed by 
several national organizations to ease licensing restrictions, and surveys the efforts of Virginia’s 
health regulatory boards to facilitate access through telehealth. Finally, it identifies several 
recommendations that support the public service values identified above.  
 
There is a vast amount of literature and commentary on telehealth and its uses. The topic has 
been considered from many different perspectives. Some sources consider telehealth from a 
practical perspective – does this improve access and health outcomes? Other sources may 
consider the economics of telehealth, the policy ramifications, or the legal implications. 
Telehealth has also been examined on a profession-by-profession basis with distinct bodies of 
literature for different fields of health care. Given the breadth of existing research and 
commentary on the topic and the broad mandate of the environmental scan method, the chief 
research challenge was the question of how to limit the research task so that it would be useful 
to BHP.     

 

Four Research Lenses: Federal, Mid-Atlantic Region, Virginia, 

and Board-by-Board 
The research team chose to employ four lenses to help direct the research; first starting from a 
wide-angle, national-level perspective, narrowing in gradually to a local Virginia-specific lens: 

 The first lens is a high level review of the commentary and best practices suggested by 
national-level organizations. For this lens, the research team focused on model legislation 
and policy recommendations published by organizations with a national agenda. Since 
questions of multi-state licensing seem to be a prominent feature of the national level 
commentary, the research focused on that issue. The national-level commentary reflects a 
comprehensive scan of state level activities and serves to capture trends and activities for 
the country as a whole.   

 The second lens is a regional scan that focuses on the states served by the Mid-Atlantic 
Telehealth Resource Center. This research concentrates on how the different states define 
telehealth and treat it in statute. For this lens, the research team searched the statutes of 
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each state included in the Mid-Atlantic Telehealth Research Center’s catchment area for 
definitions of telehealth or telemedicine. Those definitions were then compared to analyze 
for trends, similarities, and differences.   

 The third lens considers Virginia specifically and looks at information pertaining to how 
Virginia considers telehealth in statute.  For this lens, the research reviews provisions in the 
Code of Virginia regarding telehealth/telemedicine and details the impact of those 
provisions on the use of telehealth within the Commonwealth.  

 The fourth lens is a board-by-board approach. For this lens, the researchers catalogued the 
telehealth efforts of each of the 13 health regulatory boards in Virginia. The findings for this 
lens were collected by: (1) reviewing all published guidance documents for each board to 
discern their applicability to the matter of telehealth; (2) reviewing the publically-available 
meeting minutes for each of the 13 health regulatory boards for any references to 
“telehealth” or “telemedicine” occurring between January 1, 2015 and November 15, 2015; 
(3) researching the existence and/or development of multi-state compacts involving the 
profession(s) served by each board; and (4) reviewing publically-available information 
published by each board’s national affiliate professional organization for references to 
telehealth efforts. This comprehensive review was intended to capture all telehealth efforts 
already undertaken, underway, or potentially on the horizon for each of the 13 boards.  

 

Research Limitations 
Each lens provides focus for the research but has inherent limitations that exclude information. 
For instance: 
 

 At the national level, the Affordable Care Act (ACA) was not considered in depth in the 
national-level guides to telehealth that were considered in the research, therefore it is not 
discussed in detail in this report.  

 

 By selecting the regional lens, the researchers excluded looking in detail at the practices of 
states outside of the region. This means that the practices of any states seen as leaders on 
the matter of telehealth that are not within the Mid-Atlantic regions are not considered in 
this report.  

 

 The Virginia-level lens focuses strictly on how telehealth is treated in statute and does not 
consider broader topics. For example, another approach to reviewing telehealth in Virginia 
could provide an account of the specific telehealth technologies currently being employed 
in the state.  

 

 The board-by-board lens is useful for comparing activity amongst the boards in Virginia, but 
it fails to provide insights on how the board activity in Virginia compares with that of other 
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states. As an example, this report does not consider how the telehealth activities pursued 
by Virginia’s Board of Nursing compare with Maryland’s Board of Nursing.  
 

Given the breadth of the research topic and the limitations of the selected lenses, the findings 
of this report should be viewed as an informative general analysis on a broad and complex 
topic.  

FINDINGS 

How Telehealth Practice is Defined and Governed  

At the Federal Level  

No Federal Authority Regarding Licensure 

As stated previously, the federal government plays no role in the licensing of health 
professionals as this responsibility falls to the states. The state authority to regulate these 
industries is granted under the police powers established by the Tenth Amendment to the U.S. 
Constitution, while the ability of each state to administer licenses is limited by the Commerce 
Clause of the Constitution which prohibits the states from erecting barriers against interstate 
trade (Wakefield 2010).  However, while the federal government cannot directly impact the 
licensure process, Congress did create the National Practitioner Data Bank (NPDB) to track 
state-specific enforcement actions. The NPDB is an electronic information repository of medical 
malpractice payments and “certain adverse actions related to health care practitioners, entities, 
providers, and suppliers” (National Practitioner Data Bank, 2015).  The NPDB tracks actions as 
specified by federal law, and requires the organizations authorized to access the data to use it 
to make decisions regarding licensing, credentialing, privileging, or employment. 
 
The fact that the federal government does not currently have the legal authority to issue a 
national license could be construed as a barrier as this creates the need for providers to hold 
multiple licenses in order to practice across state lines. Both the United States Department of 
Health and Human Services’ Health Resources and Services Administration (HRSA) and the 
Federal Communications Commission identify national licensure as a potential solution to the 
difficulties of multi-state licensing (Wakefield, 2010). As such, until national licensure becomes 
a valid option, if ever, the challenge is to continue to find methods of facilitating the provision 
of telehealth services across state lines. 
 

Research Question 1:  How is telehealth practice defined and governed by federal and state statutes, 
regulations, or state professional licensing guidance? 
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How the Federal Government Can Affect the Use of Telehealth 

Despite the federal government’s limited role in the licensing of the health professions, it can 
still support state-level efforts to advance the use of telehealth. For instance, HRSA provides 
grants, guidance documents, and operational assistance to states for the expansion of 
telehealth programs. In Virginia, examples of this support are seen in several recent grants 
(HRSA Data Warehouse, 2015): 

 2014-2015: $400,000 grant to City of Charlottesville for Evidence-Based Tele-emergency 
Network Grant Program 

 2012-2015: grant to Essex County for $249,771 for Rural Health: Telehealth Network Grant 
Program (H2A) 

 2014-2015 $325,000 grant: 2013 $27,048 to the City of Charlottesville for Telehealth 
Resource Center Grant Program (G22) 

 
Another Virginia-specific example of federal efforts to facilitate the 
use of telehealth is the Memorandum of Understanding between the 
Center for Medicare & Medicaid Services (CMS) and the 
Commonwealth of Virginia (Department of Medical Assistance 
Services, DMAS) (Commonwealth Coordinated Care, 2014). These 
two governmental agencies have forged a federal-state partnership 

to implement the “Commonwealth Coordinated Care program,” a three-way contract with 
participating plans to provide integrated benefits in targeted geographic areas. This 
memorandum identifies telehealth services as an “innovative, cost effective means to decrease 
hospital admissions, reduce emergency department visits, address disparities in care, increase 
access, and increase timely interventions…[in order] to promote community living and improve 
access to behavioral health services” (p. 72). This effort specifically encourages the use of 
telehealth “to promote community living and improve access to behavioral health services” (p. 
72).  The program also establishes that participating plans are allowed to use and reimburse for 
telehealth services, serving as an example of how the federal government can assist states with 
their efforts to advance telehealth use.   
 
HRSA also provides guidance regarding nationwide efforts and recommendations for 
implementing telehealth. As an example, HRSA provides nationally-suggested model legislation 
and policy efforts that states should consider regarding the use of telehealth; highlights of this 
list are as follows (Wakefield, 2010), see Table 8 for additional detail: 
 

 American Telemedicine Association (ATA):  Suggested model legislation that amends states’ 
professional licensing requirements to make those for telehealth-provided practices the 
same as for in-person practice, as well as the allowance for out-of-state consultations 
without the need for additional state licensure.  

See Appendix A for a 

listing of Virginia-

specific telehealth 

resources  

62



 American Bar Association (ABA):  Suggested policy of mutual licensure recognition between 
states; specifically the adoption by states of uniform definition of telemedical practice, 
requisite procedures for telemedical licensure, requirement for the practitioner to agree to 
the jurisdiction of the patient’s home state for malpractice actions, and continued role of 
state medical boards in physician licensure and discipline. 

 Federal Communications Commission (FCC):  Suggested national collaboration on an 
interstate agreement regarding “e-care” licensing policies (as facilitated by such entities as 
the National Governors Association, the National Conference on State Legislatures or the 
Federation of State Medical Boards).  

 Federation of State Medical Boards (FSMB):  Promotion of its Interstate Medical Licensure 
Compact as “another pathway for licensure that does not otherwise change a state’s 
existing Medical Practice Act.”  

 National Council of State Boards of Nursing (NCSBN):  Promotion of the Nurse Licensure 
Compact (NLC), through which registered nurses (RNs) and licensed practical/vocational 
nurses (LPN/VN) have a multistate licensure privilege in each of NLC member state. 

 National Governors Association (NGA):  Recommendation for states to “consider ways to 
accommodate e-health…while still maintaining state-based jurisdiction and authorities; 
specifically look for ways that states can streamline their licensure application processes.” 

  

At the State Level 
The licensing of health professionals is administered at the state level; thus the state provisions 
governing licensure and the use of telehealth have a greater impact than those at the federal 
level because they form the functional regulatory structure in which these programs operate.   
Within Virginia, legal provisions regarding telehealth can be found within the Code of Virginia. 

Code of Virginia  

Table 4 provides a listing of the references within the Code of Virginia that pertain to 
telehealth/telemedicine and a brief description of the section’s impact on the use of these 
services within the Commonwealth. The law to which is attributed the greatest enhancement of 
the use of telehealth services in Virginia is that which amended § 38.2-3418.16 to mandate 
reimbursement of expenses for the use of telehealth. The amendments, sponsored by then-
Senator Wampler and signed by Governor McDonnell as Chapter 222 of the 2010 Acts of 
Assembly, are attributed with causing “an exponential increase in the utilization of 
telemedicine across the state” (Desai & Rheuban).  Another Code section of note is the enabling 
statute for the Office of Telework Promotion and Broadband Assistance, within the Office of the 
Virginia Secretary of Technology, whose invested interest in the advancement of 
telecommunications makes them a unique partner in the telehealth effort. 
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TABLE 4: CODE OF VIRGINIA SECTIONS PERTAINING TO TELEMEDICINE OR TELEHEALTH 
Code 
Section 

Title Description 

§ 2.2-
225.1 

Office of 
Telework 
Promotion & 
Broadband 
Assistance 

Establishes the office within the office of the Secretary of Technology to 
increase the use of telework, broadband access—to include advocating for 
and facilitating the development and deployment of telemedicine in order 
to “bolster the usage and demand for broadband level 
telecommunications” (COV, B.5.) 

§ 38.2-
3418.16  

Coverage for   
telemedicine 
services 

Considered by the American Telemedicine Association as “telemedicine 
parity law;” with full parity defined as “classified as comparable coverage 
and reimbursement for telemedicine-provided services to that of in-
person services.” (ATA, “2015 State Telemedicine Legislation Tracking” 
2015, p. 6) 

§ 54.1-
2901 

Provider-to-
Provider 
consultations 

“Any legally qualified out-of-state or foreign practitioner from meeting in 
consultation with legally licensed practitioners in this Commonwealth; The 
rendering of medical advice or information through telecommunications 
from a physician licensed to practice medicine in Virginia or an adjoining 
state, or from a licensed nurse practitioner, to emergency medical 
personnel acting in an emergency situation” (Thomas & Capistrant, 2015, 
p. 78) 

§ 54.1- 
2957 

Licensure 
and practice 
of nurse 
practitioners 

Authorizes the use of telemedicine for providing 
collaboration/consultation among nurse practitioners and patient care 
team physicians (in accordance with 38.2-3418.16) 

§ 54.1-
3303 

State 
Internet 
Prescribing 
Policies 

Permits a pharmacy in Virginia to dispense a controlled substance 
pursuant to a prescription issued by an out-of-state prescriber provided 
the prescription complies with Virginia’s requirements (COV) 

Source:  Code of Virginia, various citations 
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Professions that Provide Telehealth Care 

The 13 health regulatory boards under the purview of DHP are at varied stages of involvement 
with telehealth initiatives. The Boards of Medicine and Nursing are the most advanced in terms 
of their efforts to promote and engage with telehealth, followed 
by burgeoning efforts evidenced by the Boards of Counseling, 
Dentistry, Optometry, Physical Therapy, Psychology, and Social 
Work.  As of the publish date of this report, no specific activity 
regarding telehealth was found for the Boards of Audiology and 
Speech-Language Pathology, Funeral Directors and Embalmers, 
Long-Term Care Administrators, Pharmacy, and Veterinary 
Medicine.   
 
When considering the advancement of telehealth efforts by 
particular boards, it is important to note that some represent 
professions that lend themselves more easily to telehealth usage 
than others.  For example, the large number of constituencies 
licensed by the Boards of Nursing and Medicine increase the 
likelihood that practitioners in those fields will express interest in 
telehealth initiatives; these fields also contain health care 
specialties that adapt well to distance application.  Conversely, the 
Boards of Funeral Directors and Embalmers and Long-Term Care 
Administrators, the two boards with the least amount of telehealth involvement—even at the 
national level—represent practitioners whose trade does not often involve distance 
application, and therefore may not benefit from telehealth involvement. 
 
As indicated by Table 5, this report examined four factors of “telehealth effort” to gauge each 
Boards’ progress on the matter of advancing the use of telehealth. The first two factors, 
issuance of guidance documents and membership in a multi-state licensing compact, reveal 
concrete actions taken by a Board that have a marked impact on the ability of their licensees to 
practice telehealth.  The last two factors, mention of telehealth/telemedicine in 2015 board 
meeting minutes and telehealth efforts underway by associated professional organizations, 
reflect board telehealth efforts currently under development, or board efforts that have the 
potential to develop in the near future.  
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TABLE 5: STATUS OF TELEHEALTH-EFFORTS BY VIRGINIA HEALTH REGULATORY BOARDS* 

  

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

Membership in 
Multi-State 

Licensing Compact 

Telehealth 
References in 2015 

Board Meeting 
Minutes  

Telehealth Efforts 
Underway by 

Associated 
Professional 

Organizations 

Audiology and Speech-
Language Pathology 

X X X    

Counseling O O X    

Dentistry O X       

Funeral Directors and 
Embalmers 

X X X X 

Long-Term Care 
Administrators 

X X X X 

Medicine    O       

Nursing             

Optometry X X    O 

Pharmacy X X X    

Physical Therapy    O       

Psychology X O       

Social Work O X X O 

Veterinary Medicine X X X O 

 *See Appendices B-N for Board-specific telehealth efforts  

 
 

X = None found         O = Related Effort/Under Development   = Verified 
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 Guidance Documents:   The most specific telehealth-related action 
taken by any of 13 health regulatory boards is the issuance of a 
telehealth-specific guidance document.  To date, three Virginia 
boards have issued such documents:  Medicine (adopted in February 
2015), Nursing (based on the Board of Medicine’s guidance 
document and adopted July 2015), and Physical Therapy (also based 
on the Board of Medicine’s guidance document and adopted 
November 2015).  The Boards of Counseling and Social Work have 
issued related guidance documents, respectively titled Guidance on 
Technology-Assisted Counseling and Technology-Assisted Supervision, 

adopted in 2008, and Guidance on Technology-Assisted Therapy and the Use of Social 
Media, adopted in 2013.  Given the increasing use of telehealth, the potential it has to alter 
how each profession operates, and that many of these efforts are recent, it is anticipated 
that the number of official Board documents regarding telehealth will continue to grow.   
 

 Membership in a Multi-State Licensing Compact: On the issue of multi-state licensing, most 
boards address licensure portability, however only four have considered participating in a 
multi-state licensing compact. The Board of Nursing is the first and only of the Virginia 
health regulatory boards to participate in a multi-state licensing compact; the 
Commonwealth’s membership in the Nurse Licensure Compact (NLC) dates back to January 
2005.  The Board of Medicine is deliberating on whether to participate in the emerging 
Federation of State Medical Boards’ (FSMB) Interstate Medical Licensure Compact; the 
dialogue is ongoing and has yet to reach a resolution (Opher, 2015, p.3).  The Board of 
Psychology is considering participating in the Psychology Interjurisdictional Compact 
(“PSYPACT”); a new national initiative awaiting adoption by at least seven states during 
their 2016 legislature sessions to become effective.  Finally, the Board of Physical Therapy is 
tracking the progress of the Physical Therapy Licensure Compact under development by the 
Federation of State Boards of Physical Therapy (FSBPT); according to the FSBPT, a proposed 
compact will be released to states for their consideration within the next 18 months (FSBPT, 
2015). For each of the multi-state licensing compacts referenced, stipulations regarding 
locale of care specify that the legal provisions regarding a patient’s care are those of the 
state within which they are located at the time the care is given.  
 

 Telehealth references in 2015 Board Meeting Minutes:  Any references to “telehealth” 
and/or “telemedicine” were documented for 2015 meeting minutes of the regulatory 
health boards (January 1, 2015 through November 15, 2015).  Of note are mentions by the 
Boards of Dentistry, Optometry, and Psychology, boards that have not issued telehealth-
specific guidance documents nor are considering memberships in multi-state licensing 
compacts, but are in the process developing positions on the matter of telehealth. These 
efforts appear to be quickly materializing and merit continued monitoring over the next 
several months to stay abreast of their development.  
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 Telehealth efforts underway by associated professional organizations:  Virginia health 
regulatory boards engaged in telehealth efforts, or undergoing consideration of 
engagement, are aligned with their affiliated national organization with similar efforts 
underway. However, there are three boards for which national efforts are underway and no 
actions appear to have been initiated within Virginia: 
Audiology and Speech-Language Pathology, 
Pharmacy, and Veterinary Medicine. As the national 
efforts taken by these boards’ affiliated organizations 
are relatively new, similar efforts at the Virginia level 
may be forthcoming.  

 
There are two Boards for which there appears to be no telehealth efforts either on the 
national or state level:  Funeral Directors and Embalmers and Long-Term Care 
Administrators. Again, this may be due to the nature of these professions that makes 
telehealth an ineffectual practice. 

 
Assessing the activity in Virginia, it is clear that certain professions are very engaged in the 
development of and adaptation to telehealth, while other boards appear to have a less 
proactive engagement of telehealth. A key finding is that there is significant variation in 
telehealth efforts within Virginia health regulatory boards.  
 

Conflicting Commentary on Telehealth 

 

The literature regarding telehealth is comprised mostly of articles that applaud the benefits of 
its use.  However, the threads of concern that do exist regarding the use of telehealth revolve 
around the following issues: 

 Fair compensation for health care providers:  Definitions and billing/reimbursement 
processes for telehealth care vary widely, making practitioners wary to take-on telehealth 
practice out of fear that they will not be fairly compensated (Laff, 2014).  According to a 
member of the American Academy of Family Practitioners’ Board of Directors, “one of the 
biggest issues [regarding telehealth care] is payment because of the constrained rules that 

exist in the current payment systems” (Hinkle, 2014).  
 
A June 2014 survey of health care personnel found that 55 percent of those 
responding, representing 46 of the 50 states, do not bill for telehealth 
services (Antioniotti, Drude & Rowe, 2014, p. 540).  The top two reasons 
given were “major payers do not pay,” and “no Medicaid reimbursement.” 
Respondents also cited significant uncertainty on the processes for billing for 
telehealth services, selecting such topics as “Review of 

Research Question 3:  What conflicting commentary exists on this topic? 
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Medicare/Medicaid/private payers,” and “Billing and Coding” as areas in which they wanted 
additional information (Antioniotti, et al., 2014, p. 542).  Overall, the survey provided the 
following observation regarding a current barrier to the expansion and use of telehealth:   

There are significant learning needs for the telemedicine community to better 
understand the billing and coding processes for telehealth services, how to approach 
legislators and influence public policy, how to approach and talk with private payers, and 
how to effect change in secular, specific reimbursement arenas such as certain health 
professions, certain services, and certain service delivery sites. (Antioniotti, et al., 2014, 
p. 543) 

 Capital expenses for telehealth technology and staff:   
Practitioners who wish to engage or expand telehealth care provision 
need to have the resources to purchase and maintain the necessary 
technology, as well as to hire, train, and retain staff able to use it.  
The availability of staff may be of a concern going forward, as the 
current Virginia licensed workforce has a median age around 50, with 
more than one-third physicians and Registered Nurses age 55 or 
older (Healthcare Workforce Data Center, “Virginia’s Physician 
Workforce: 2014,” 2015; and “Virginia’s Registered Nurse Workforce: 
2014,” 2015).  The need for new and skilled staff could be a 
particularly significant barrier for smaller practices, as they may not 

be able to produce the volume of practice required to realize efficiencies provided by 
telehealth (Laff, 2014). 
 

A significant barrier also remains in the continued unequal access to broadband internet.  
This inequality makes it difficult to reach one of the prime target recipient groups for 
telehealth: those living in rural areas (Hinkle, 2014).  According to the Virginia Office of 
Telework Promotion and Broadband Assistance, nearly one-third of Virginia cities and 
counties still have more than a quarter of their residents without coverage (Virginia Office 
of Telework, 2014). Without the technological backbone to support the provision of 
telehealth care, the rules and regulations pertaining to its use are futile. 

 Establishing a consistent definition of telehealth/telemedicine and ensuring standards of 
care:   As detailed in Table 3 of this report, even states within the same Mid-Atlantic region 
have a wide variation in statutory definitions of telehealth/telemedicine. Without a 
consistent understanding of the term, the ability to ensure adequate reimbursement for 
services provided becomes even more uncertain. In addition, practitioners debate how the 
definition of telehealth should establish a sufficient physician-patient relationship; a key 
component of ensuring compliance with standards of care.  While some practitioners feel 
that the necessary relationship can be adequately established via technology, others feel 
that “nothing can take place of the physical exam in an exam room” (Porter, 2015).   
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 Patient receptivity:  While advocates of telehealth are quick 
to tout its benefits and cite its ability to expand access to 
care, very little is said about whether the patient population 
is open and eager to receive electronic means of care.  A 
2015 study of Montana residents found that 43 percent of 
respondents were “unequivocally averse” to telemedicine, even though it would negate the 
inconvenience of in-person health care visits (Call, Erickson, Daily, Hicken, Rupper, Yorgason 
& Bair, 2015).  Some of the reasons given for patients’ reluctance to use telehealth care 
include perceived vulnerability in confidentiality, security, and privacy, and a general 
discomfort with being treated by a practitioner hundreds of miles away (Menachemi, Burke, 
& Ayers, 2004). The study indicates that significant advocacy is needed for those promoting 
the use of telehealth to overcome its questionable perception and reception by the general 
public (Call, et al., 2015, p. 649).   

Overall, conflicting commentary on the matter of telehealth can be pared into concerns by the 
three main stakeholder groups involved in its use (Menachemi, et al., 2004): 

 Patients: concerns over security and privacy, unfamiliarity with technology, and needing to 
adapt to a new way of interacting with healthcare providers; 

 Practitioners:  legal concerns regarding telehealth practice—specifically related to licensure 
requirements and varying definitions of telehealth, concerns regarding quality of care and 
service, uncertainty over billing processes; and  

 Administrators/insurers: uncertainties over cost effectiveness, reimbursement, and legal 
matters. 

To address these concerns sufficiently to enable greater use of telehealth, all parties involved—
to include legislators and regulators—must work together to better define “telehealth” and the 
necessary standards of care and processes for its use.  Otherwise, its growth will be hampered 

by resistance from one or more of these integral stakeholders 
(McConnochie, 2015).    

RECOMMENDATIONS 
The American Telemedicine Association ranks Virginia as one of only 
five states receiving an “A” rating for its “accommodation of 
telemedicine adoption” (Thomas & Capistrant, 2015, p. 1).  This fact 
should be on the forefront of any discussions to expand telehealth 
usage considered by DHP and its 13 health regulatory boards, and 
kept in mind when reviewing the below recommendations. These 
four recommendations represent the themes evident in both the 
environmental scan and the literature review.  
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1. Seek the Right Balance:  Access to Care vs. Standards of Care 
There is a values conflict between the motivation to improve access to care by facilitating multi-
state licensing and the equally powerful motivation to ensure that patients continue to be 
protected by the standards of care set by the health regulatory boards. The more open a state 
is to multi-state licensing, the less control its boards are able to exert because they do not have 
authority to set the standards of care adopted by other states. For example, under the Nurse 
Licensure Compact, while participants must meet the licensure requirements of their home 
state, Article III, Section e. of the Compact states that they are held accountable to the Nurse 
Practice Act of the state where the patient is located or where practice occurs.  The Interstate 
Medical Licensure Compact and the “PSYPACT” have similar requirements (Nurse Licensure 
Compact, 2015). However, a state’s unwillingness to participate in efforts to facilitate multi-
state licensing to preserve control over the standards of care serves limits that state’s ability to 
utilize telehealth as a way to expand access to care.  

2. Consider Telehealth’s Role in the Increasing Perception of 

Health Care as a Commodity  
The rapid advances in telecommunications technology and the solutions it provides for 
delivering health care are radically altering the health professions (Darkins & Cary, 2000). Since 
telecommunications easily overcome the geographical distance between the provider and the 
patient, they call into question the continued relevance and validity of state-based licensing 
(Wakefield 2010).  
 
The literature reveals that national licensing is being touted as a possible alternative to the 
current state-based licensing structure (Wakefield, 2010). In their report, the Federal 
Communications Commission suggested giving states 18 months to develop policies on the 
issue and if that did not occur, they suggested federal intervention. That sentiment is echoed in 
HRSA’s report to Congress which included two methods of national licensure in its list of best 
practices (Wakefield, 2010). However, this appears to be a suggestion designed as a negative 
incentive to promote coordination amongst the states on the issue.  
 
Health regulatory boards should heed the warning implicit in the suggestions of national 
licensure as an alternative. The prevalence of commentary on national licensure in the 
literature suggests that political, market, and sociological forces could align to make national 
licensure a reality before the states are able to provide an adequate alternative based on the 
current licensing structure.  
 
There also appears to be a significant movement underway that challenges the traditional 
autonomous authority of state medical boards. Due to health care becoming an increasingly 
large share of the market, greater attention is being paid to the professions’ scopes of practice 
and their impact on restricting what services can be provided by non-licensed professionals.  
Such weakening of health boards’ traditional autonomy to enforce scope of practice regulations 
is evidenced by a recent court case regarding teeth whitening in North Carolina.  
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In the case, the North Carolina Board of Dental Examiners v. Federal Trade Commission (FTC), 
the Supreme Court found the Board in violation of anti-trust laws due to its actions to try and 
exclude non-dentists from providing teeth whitening services (Fraser, 2015).  This case has a 
direct impact on how all state health regulatory boards define their scopes of practice.  As such, 
the Virginia Office of the Attorney General has formed a taskforce to determine future guidance 
for Virginia’s health regulatory boards in light of the Supreme Court’s ruling.  Going forward, it 
is conceivable that the FTC’s response to this situation in North Carolina will set a precedent 
where health regulatory boards may encounter similar federal resistance if they use scope of 
practice arguments too aggressively. Since easing restrictions on multi-state licensing may bring 
additional providers into the health care marketplace, boards may be tempted to use scope of 
practice regulations to protect their profession from the increased market competition.  As is 
evidenced by this case, the delineations of scopes of practice and their limitations on what 
services non-licensed persons can provide is drawing criticism for restricting trade without 
appreciable benefits. 

3. Streamline State Licensing Processes 
Providers in those professions without the option of a multi-state licensing compact must go 
through a separate licensure application and maintenance process for each state in which they 
wish to provide care.  For most states, these processes can be onerous and time-consuming.  As 
cited by a member of the Board of Directors of the American Academy of Family Practitioners, 
“Under the current system, physicians who wish to practice in more than one state have to 
navigate a fairly burdensome process that involves paperwork, fees and three to six months of 
waiting” (Lee, 2014). Even the National Governor’s Association recommends that states look for 
ways to streamline their licensure application processes (Wakefield, 2010).  
 
Virginia could facilitate greater multistate licensing by improving the experience of applying for 
a license. The various boards’ websites can be confusing to navigate with instructions that refer 
applicants to dense policy documents and require submission of paper rather than electronic 
forms. This appears to be the case in other states as well. For instance, Maryland’s Board of 
Examiners for Psychologists suggests copying and pasting information from one form to 
another rather than designing an application that only requires entering the information once 
(Maryland Application for Licensure, 2015). For Virginia’s advancement, DHP should consider an 
effort to improve and simply its licensing processes. However, it is noted that such 
enhancements require resources that are often in short-supply for state health boards.  
Budgetary constraints, political realities, and technological barriers may be to blame for less-
than-optimal licensing processes.  Due to these understandable constraints, multi-state 
licensing compacts become an even more appealing option. 
 

4. Utilize Inter-Board Collaboration and Nationally-Recognized 

Best Practices to Guide Telehealth Efforts in Virginia 
One of Virginia’s best resources may in fact be itself.  Within the state’s boundaries, resources 
abound that provide tips, guidance, legal insight, recommendations, and templates for the 
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boards’ consideration. In addition, health regulatory boards 
interested in exploring ways to augment their professions’ use of 
telehealth may benefit from reviewing the actions taken by other 

Boards; such as those that have utilized the Boards of Medicine’s telehealth guidance 
document as a reference. 
 
Of note, while there are only three multi-state licensure compacts in existence for Virginia 
practitioners to consider (including PSYPACT, awaiting enaction during states’ 2016 legislative 
sessions; does not consider the Physical Therapy Licensure Compact still under development), 
as of September 30, 2015, more than 60 percent of current licensees under the purview of DHP 
fall within the professions that are, or may soon be, eligible for membership in one of these 
three compacts. As set-out in Table 6 and depicted in Chart 1, nearly 180,000 of the 382,000 
current licensees within DHP are in professions that qualify for membership in accordance with 
the stipulations of the three compacts.   

TABLE 6:  CURRENT DHP LICENSEES ELIGIBLE OR POTENTIALLY ELIGIBLE FOR MEMBERSHIP IN A MULTI-STATE 

LICENSING COMPACT 

 Board 

Total Licensees1 

Through Q1 FY 2016 July 
1, 2015- Sept 30, 2015 

Licensees Eligible or 
Potentially Eligible for 
Compact Membership  

 Medicine2 65,337 39,888  

 Nursing3 164,128 135,720  

 Psychology4 4,028 3,232  

 Not Eligible 148,467 -  

 TOTALS 381,960 178,840  
1 Source: Virginia Department of Health Professions (“Count of Current Licenses,” 2015) 

2Eligible physicians as defined in accordance with the Model Language for the Interstate Medical Licensure 
Compact proposed by the Federation of State Medical Boards (Interstate Medical Licensure Compact, 2015).  

3Eligible nurses as defined in accordance with Article II j. of the Nurse Licensure Compact Model Language, 
approved May 4, 2015 (NLC, 2015).  

4 Eligible psychologists as defined in accordance with the proposed Model Language for the Psychology 
Interjurisdictional Compact (PSYPACT), Updated August 2015 (Psychology Interjurisdictional Compact, 2015). 
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CHART 1: CURRENT DHP LICENSEES ELIGIBLE OR POTENTIALLY ELIGIBLE FOR MEMBERSHIP IN A MULTI-STATE 

LICENSING COMPACT  

 
Source:  Virginia Department of Health Professions (“Count of Current Licenses,” 2015) 

Outside of Virginia, there are a variety of alternative licensure models of state cooperation that 
would allow a health professional to practice across state lines electronically. The most 
prominent models are summarized in Table 7 below: 

TABLE 7: ALTERNATIVE LICENSURE MODELS 
Model Explanation 

Consulting 
Exceptions 

Physicians can practice medicine in another state at the request of and in consultation with a 
referring physician in that state. The scope of these exceptions varies from state-to-state; 
some states only permit a specific number of consulting exceptions per year. 

Endorsement When state boards grant licenses to health professionals in other states with equivalent 
standards (note: some states may require additional qualifications or documentation). 
Health professionals must apply for a license by endorsement from each state in which they 
seek to practice. Endorsements allow states to retain their traditional power to set and 
enforce standards. 

Reciprocity Requires the authorities of each state to negotiate and enter into agreements to recognize 
licenses issued by the other state(s) without a further review of individual credentials. A 
license valid in one state would give privileges to practice in all other states with which the 
home state has agreements. 

Mutual 
Recognition 

A system in which the licensing authorities voluntarily enter into an agreement to legally 
accept the policies and processes (licensure) of a licensee’s home state; requires a 
harmonization of standards for licensure and professional conduct among all participant 
states. The Nurse Licensure Compact is based on this model. 
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Model Explanation 

Registration A health professional licensed in one state registers to practice part-time in another state, 
agreeing to operate under the legal authority and jurisdiction of the other state. They do not 
need to meet entrance requirements imposed upon those licensed in the host state but they 
are held accountable for breaches in professional conduct in any state in which they are 
registered.  

Limited 
Licensure 

A health professional with a full and unrestricted license in at least one state can obtain a 
limited license in another state for the delivery of specific health services under particular 
circumstances. This model limits the scope rather than the time period of practice. The 
Federation of State Medical Boards’ “Model Act to Regulate the Practice of Medicine Across 
State Lines” follows this model. 

National 
Licensure 

A license would be issued based on a universal standard for the practice of healthcare in the 
U.S. If administered at the national level, questions might be raised about states’ revenue 
loss, the legal authority of states, logistics about how data would be collected and processed, 
and how enforcement of licensure standards and discipline would be administered. If 
administered at the state level, these questions might be alleviated. States would have to 
agree on a common set of standards and criteria ranging from qualifications to discipline. 

Federal 
Licensure 

Health professionals would be issued one license by the federal government, valid 
throughout the U.S. Licensure would be based on federally-established and administered 
standards that would preempt state licensure laws. However, given the difficulties 
associated with central administration and enforcement, the states might play a role in 
implementation. 

Source: Health Licensing Board Report to Congress Requested by Senate Report 111-66 (Wakefield, 2010) 

In addition, there are multiple templates and model policy documents available for states’ use 

in considering furthering implementation of telehealth.  Some of the most widely-accepted are 

listed in Table 8, below: 

TABLE 8: MODEL LEGISLATION AND POLICY SUGGESTIONS FROM NATIONAL ORGANIZATIONS 
Organization Suggested Model Legislation or Policy Suggestion 

American 
Telemedicine 
Association 

The state’s health professional licensing boards shall modify, as necessary, requirements 
for telemedicine-provided practices to be the same as for in-person practices. A 
professional should be able to consult with an out-of-state peer professional, such as a 
sub-specialist, without the need for an additional state license. 
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Organization Suggested Model Legislation or Policy Suggestion 

American Bar 
Association 

Institute a system of mutual licensure recognition whereby a physician with a current, 
valid and unencumbered license in any state could file a single application which would 
permit the physician to practice telemedicine in some or all other states subject to 
continuing compliance with those states’ licensure fees, discipline, and other applicable 
laws and regulations, and adherence to professional standards of medical care. Such 
legislation should specify a uniform definition of telemedical practice (e.g., that the 
physician does not set up an office, appoint a place for meeting patients, or routinely 
receive calls within the state), the requisite procedures for telemedical licensure, a 
requirement that the telemedicine provider must agree to the jurisdiction of the 
patient’s home state for malpractice actions, and the continuing role of state medical 
boards in physician licensure and discipline. 

Federal 
Communications 
Commission 

The nation’s governors and state legislatures could collaborate through such groups as 
the National Governors Association, the National Conference of State Legislatures and 
the Federation of State Medical Boards to craft an interstate agreement. If states fail to 
develop reasonable e-care licensing policies, Congress should consider intervening to 
ensure that Medicare and Medicaid beneficiaries are not denied the benefits of e-care. 

Federation of 
State Medical 
Boards- 
Interstate 
Medical 
Licensure 
Compact 

To strengthen access to health care, and in recognition of the advances in the delivery of 
health care, the member states of the Interstate Medical Licensure Compact have allied 
in common purpose to develop a comprehensive process that complements the existing 
licensing  and regulatory authority of state medical boards, provides a streamlined 
process that allows physicians to become licensed in multiple states, thereby enhancing 
the portability of a medical license and ensuring the safety of patients. The Compact 
creates another pathway for licensure and does not otherwise change a state's existing 
Medical Practice Act. The Compact also adopts the prevailing standard for licensure and 
affirms that the practice of medicine occurs where the patient is located at the time of 
the physician-patient encounter, and therefore, requires the physician to be under the 
jurisdiction of the state medical board where the patient is located. State medical boards 
that participate in the Compact retain the jurisdiction to impose an adverse action 
against a license to practice medicine in that state issued to a physician through the 
procedures in the Compact. 

National Council 
of State Boards 
of Nursing 

A multistate license to practice registered or licensed practical/vocational nursing issued 
by a home state to a resident in that state will be recognized by each party state as 
authorizing a nurse to practice as a registered nurse (RN) or as a LPN/VN, under a 
multistate licensure privilege, in each party state. 

National 
Governor's 
Association 

States should streamline  the  licensure  application  and  credentials  verification  
processes  to  allow  providers  to  more  easily  apply  for  a license in multiple states. 
The current system for most health professionals is burdensome and time consuming, 
thereby discouraging practitioners from seeking the multiple licenses required to delivery 
e-health services, including in times of emergency. As a second and more long-term 
effort, the State Alliance is encouraging states to consider ways to accommodate e-
health (including telemedicine and telepharmacy) practice while still maintaining state-
based jurisdiction and authorities 

Source: Health Licensing Board Report to Congress Requested by Senate Report 111-66 (Wakefield, 2010) 
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CONCLUSION 
Telehealth has ushered in an era of change in the health professions. The ability to quickly 
connect a health care provider with a distant patient in another building, town, state, country 
or continent presents a challenge to the regulations and business practices that have sufficed to 
provide health care services for generations. One of the core premises that guided the 
evolution of the current state of the profession was that the patient and the provider needed to 
be in physical proximity to one another, but now, the capabilities of telehealth invalidate that 
premise. These technological changes call into question the relevance of many of the 
regulations that govern the health professions.  
 
While an era of change is certainly challenging to navigate, change also provides opportunities 
to reconsider old practices and beliefs. Change allows for innovation and improvement. There is 
evidence that Virginia’s health professions are embracing the opportunities provided by this era 
of change. Most of the health regulatory boards in the Commonwealth are working to adapt to 
telehealth. Virginia participates in one multi-state compact, has numerous projects across 
several disciplines dedicated to telehealth, and is recognized as a national leader in its efforts to 
embrace and adapt to telehealth.  
 
However, this remains an unsettled time. The state-by-state licensing structure is threatened by 
suggestions that a national license would make more sense in this era. New business models 
built around telehealth technologies challenge traditional models. There is a race to see 
whether local and state-based organizations will develop adequate policies and practices to 
facilitate the use of telehealth before political and market pressures lead to a national solution.  
 
The evidence shows that Virginia is adapting well thus far, but there is a great deal of work left 
to do. This report provides a brief survey of the current environment. There is important work 
that should be done to consider the economic impact of telehealth. There are also demographic 
and sociological changes that should be considered as a generation of children that have been 
connected to the internet from infancy come of age. Legal issues persist as well. To navigate 
these changes, this report suggests considering public service values such as accountability, 
incorruptibility, innovativeness, responsiveness, social justice, and transparency as decision 
making premises for the health professional boards.  
 
Even though there is a community of people diligently working on this issue in Virginia, many 
health professional boards have only started to think about how telehealth impacts their 
profession. If Virginia intends to remain a leader and continue to adapt well to the changes that 
telehealth brings to the health professions, there need to be sustained efforts to continue to 
research the topic. The ability of the health professional boards to anticipate how telehealth 
will alter their practice will determine whether they are able to facilitate change, or have cause 
to fear it.  
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APPENDICES 
APPENDIX A 

Entities Specific to Virginia with Government Ties Supporting Telehealth 

Entity Contribution to Telehealth in Virginia 

Mid-Atlantic 
Telehealth Resource 
Center (MATRC) 

Provides technical assistance and other resources to advance the adoption and 
utilization of telehealth within the MATRC region; works collaboratively with the other 
federally funded Telehealth Resource Centers to accomplish the same nationally. 
http://www.matrc.org/    

Star Telehealth / 
Southside Telehealth 
Training Academy 
and Resource Center  

A training program for health care providers and students seeking to use 
advanced telemedicine and telehealth systems to improve access to quality healthcare 
for rural and medically-underserved populations. Operated by the New College 
Institute in partnership with the University of Virginia Center for Telehealth at UVA 
Health System. Partially-funded by the Virginia Health Workforce Development 
Authority (VHWDA) by grant T55HP20285 from the Health Resources and Services 
Administration, HRSA (Siegle 2014). 

University of Virginia 
Center for Telehealth 

An HRSA-designated and funded Telehealth Resource Center (TRC) that provides 
assistance, education and information to those actively providing or interested in 
providing medical care at a distance. Assists in expanding the availability of health care 
to underserved populations; generally free of charge. Funded by the HRSA Office for 
the Advancement of Telehealth, part of the Office of Rural Health Policy. 

Virginia 
Commonwealth 
University (VCU) 
Telemedicine Center 

“Offers long-distance clinical health care, as well as patient and professional health-
related education. Patients unable to receive treatment at our Richmond hospitals can 
access our medical care in a cost-efficient manner through telemedicine technology.”  
Partners with the Virginia Department of Corrections (DOC) to provide telehealth 
services to 30 DOC facilities and services an additional seven public health centers and 
systems (“Telemedicine Center” 2015). 

VDH, Office of 
Minority Health and 
Health Equity, 
Division of Primary 
Care and Rural 
Health, State Office of 
Rural Health 

Stated position in support of telehealth initiatives (VDH, 2015): Virginia's State Office 
of Rural Health has actively sought and received grant funding to implement and 
expand telehealth; views telehealth as part of a model of care that has far reaching 
implications. 
(https://www.vdh.virginia.gov/omhhe/primarycare/ruralhealth/telehealth.htm) 
 

Virginia Rural Health 
Association 

A 501(c)3 nonprofit organization working to improve the health of rural Virginians 
through education, advocacy, and fostering cooperative partnerships. Promotes the 
use of telehealth as a cost efficiency and tool to provide better health care to rural 
populations (Virginia Rural Health Association, 2015).  

Virginia Telehealth 
Network (VTN) 

A 501(c)(3) nonprofit public charity whose mission is to devote “its resources to 
advancing the adoption, implementation and integration of telehealth and related 
technologies into models of healthcare statewide, and promotes the integration of 
health systems to support the delivery of care for all Virginians” (“About VTN,” 2015).  
Currently operates under the auspices of VDH and strives for seamless interoperability 
between telehealth providers, their services and remote sites.  
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APPENDIX E 
APPENDIX F 

APPENDIX F 

APPENDIX B 

Virginia Board of Audiology and Speech-Language Pathology 
Involvement with Telehealth 

as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
None found  n/a 

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of 
a multi-state licensing compact for professionals licensed 
by this Board 

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found n/a 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 

 National Council of State Boards (NCSB) of Examiners 
for Speech-Language Pathology and Audiology:  

o Listing of states with Telepractice Regulations  
o NCSB Position Statement on Telepractice 

(revised March 2015) 

 

 American Academy of Audiology:  October 15, 2015:   
o Current Practices in Tele-audiology 
o Tele-audiology Toolkit 

 http://www.ncsb.info/tele
practice    

 http://www.ncsb.info/posi
tion-statements#ncsbpsot  

 http://www.audiology.org
/practice_management/re
sources/current-practices-
tele-audiology 

 http://www.audiology.org
/practice_management/re
sources/tele-audiology-
toolkit  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX C 

Virginia Board of Counseling Involvement with Telehealth 
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

O 

Related Guidance Document:  115-1.4  Adopted 8/8/08:  
Guidance on Technology-Assisted Counseling and 
Technology-Assisted Supervision; excerpts: 

 Counseling may be continued using technology-
assisted means after it is initiated in a traditional 
setting (p.1) 

 When working with a client who is not in Virginia, 
counselors are advised to check the regulations of 
the state board in which the client is located (p.1) 

 The Board of Counseling governs the practice of 
counseling in Virginia.  Counselors who are working 
with a client who is not in Virginia are advised to 
check the regulations of the state board in which a 
supervisee is located. It is important to be mindful 
that certain states may regulate or prohibit 
supervision by an individual who is unlicensed by 
that state. (p.3) 

http://www.dhp.virginia.gov/
counseling/counseling_guidel
ines.htm  

Membership 
in Multi-State 

Licensing 
Compact 

O 
Possible national effort developing: On 8/17/15, the 
American Association of State Counseling Boards 
(AASCB) proposed a five-year effort to increase 
portability of counseling licensure across state lines. 

No mention of the Virginia Board of Counseling pursuing 
involvement in this potential compact effort. 

http://www.aascb.org/aws/
AASCB/pt/sd/news_article/1
10786/_PARENT/layout_det
ails/false 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found n/a 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 
 American  Counseling Association: Code of Ethics: 

(2014):  Section H:  "Distance Counseling, 
Technology, and Social Media " (p. 17-18) 

 National Board for Certified Counselors:  Policy 
Regarding the Provision of Distance Professional 
Services   

http://www.counseling.org/R
esources/aca-code-of-
ethics.pdf  

http://www.nbcc.org/Assets/
Ethics/NBCCPolicyRegardingP
racticeofDistanceCounselingB
oard.pdf  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX D 

Virginia Board of Dentistry Involvement with Telehealth 
as of November 15, 2015 

Effort 
X O  

Explanation 
Information 

Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

O 
 10/16/15: Regulatory-Legislative Committee Draft Meeting 

Minutes:  Discussion of “the need for a policy which requires 
licensure in Virginia establishes the doctor-patient relationship 
and addresses the security of patient information.” Board 
voted to consider a revised version of the Board of Medicine’s 
Guidance Document 85-12 at its December 2015 meeting (p.5) 

 http://www.dhp.vi
rginia.gov/dentistr
y/minutes/2015/Re
gLeg10162015_Dra
ft.pdf  

Membership 
in Multi-State 

Licensing 
Compact 

X 
 Nothing found regarding the existence or development of a 

multi-state licensing compact for professionals licensed by this 
Board 

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 

 8/14/15:  Open Forum on Policy Strategies to Address 
Teledentistry Meeting Minutes: Received input from 
stakeholders regarding views on the need for policies on the 
use of teledentistry in Virginia 

 9/18/15: Board Business Meeting Draft Meeting Minutes:  
Discussion regarding the Open Forum on Teledentistry held on 
8/14/15, noted considerations for any potential teledentistry 
provisions in Virginia: (1) Consideration of the hands-on nature 
of dentistry; (2) requiring state licensure; (3) cyber security 
and the use of smart phones; and (4) using teledentistry to 
address the supervision of dental hygienists. Matter referred 
to the Board’s Regulatory-Legislative Committee. (p. 4) 

 10/16/15: (see first row, above) 

 http://www.dhp.vir
ginia.gov/dentistry
/minutes/2015/Op
enForum08142015.
pdf  

 http://www.dhp.vir
ginia.gov/dentistry
/minutes/2015/Bus
Mtg09182015_DRA
FT.pdf  

 http://www.dhp.vi
rginia.gov/dentistr
y/minutes/2015/Re
gLeg10162015_Dra
ft.pdf  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 

 Recent legislative effort:  SB647; 2014 General Assembly 
Session (left in the House Appropriations Committee); defined 
teledentistry (“the delivery of dental services through the use 
of interactive audio, video or other electronic media used for 
the purpose of diagnosis, consultation or treatment”) and 
directed the Department of Medical Assistance Services 
(DMAS) to enter into a Memorandum of Agreement with the 
Virginia Dental Association for a two-year teledentistry pilot 
program. Other stakeholders responsible for developing 
metrics for the plan included the Virginia Dental Hygienists’ 
Association and the Virginia Oral Health Coalition.  

 “Teledentistry:  A Systematic Review of Clinical Outcomes, 
Utilization and Costs,” course offered by the American Dental 
Hygienists’ Association through 4/30/17 

 https://lis.virginia.g
ov/cgibin/legp604.
exe?151+ful+SB647
ES1  

 https://adha.cdew
orld.com/courses/
20099-
Teledentistry:A_Sys
tematic_Review_of
_Clinical_Outcome
s-
Utilization_and_Co
sts  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX E 

Virginia Board of Funeral Directors and Embalmers Involvement with 
Telehealth  

as of November 15, 2015 

Effort X O  Explanation 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
None found 

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of a multi-
state licensing compact for professionals licensed by this Board 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

X 
None found 

Note: Searched for references to telehealth on the following 
organizations’ websites: 

 National Funeral Directors Association 

 International Cemetery, Cremation and Funeral 
Association 

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX F 

Virginia Board of Long-Term Care Administrators Involvement with 
Telehealth  

as of November 15, 2015 

Effort X O  Explanation 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
None found 

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of a multi-
state licensing compact for professionals licensed by this Board 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

X 
None found 

Note: Searched for references to telehealth on the following 
organizations’ websites: 

 National Association of Long-Term Care Administrator  

 American College of Health Care Administrators 

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX G 

Virginia Board of Medicine Involvement with Telehealth 
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 
Board-Issued 

Guidance 
Document 
Regarding 
Telehealth 

 
Guidance Document 85-12, adopted 2/19/15  https://www.dhp.virginia.gov/medicine/     

Membership 
in Multi-State 

Licensing 
Compact 

O 

Interstate Medical Licensure Compact under 
development by the Federation of State Medical 
Boards (FSMB): 

2/19/15: Full Board Meeting Minutes: adopted 
motion to consider the Compact; issue referred to 
the Legislative Committee 

5/15/15: Legislative Committee Minutes: concerns 
with the Compact: 1) requirements regarding 
complaints that conflict with Virginia’s existing law, 
2) the creation of a new license, 3) impact on the 
rulemaking process, and 4) the timing of the 
request. Matter tabled until the next meeting 
(1/15/16) to consider a roadmap for participation in 
the Compact, "including model legislation and 
implications of participation" (p. 3).  

http://www.dhp.virginia.gov/medicine/medi
cine_calendar.htm  

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 

1/28/15:  Work Group of the Ad Hoc Committee on 
Telemedicine: passed recommended guidance for 
the full Board’s consideration 

2/19/15: Full Board Meeting:  Formally adopted the 
Telemedicine Guidance document 

No other references found in the meeting minutes 
for Board of Medicine Advisory Boards 

http://www.dhp.virginia.gov/medicine/medi
cine_calendar.htm  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 

American Medical Association (AMA) guiding 
principles on the provision of telemedicine services 

Federation of State Medical Boards (FSMB): Model 
Policy for the Appropriate Use of Telemedicine 
Technologies in the Practice of Medicine  

Medical Society of Virginia: Guidance document: 
"Telemedicine: How to get started"  

http://www.ama-
assn.org/ama/pub/news/news/2014/2014-
06-11-policy-coverage-reimbursement-for-
telemedicine.page 

http://www.fsmb.org/Media/Default/PDF/F
SMB/Advocacy/FSMB_Telemedicine_Policy.
pdf 

http://www.msv.org/MainMenuCategories/
MemberCenter/MSVPublications/VirginiaMe
dicalNews/2015/June-2015/Telemedicine-
How-to-get-started--.aspx     

 X = None found  O = Related Effort/Under Development  = Verified 

89



APPENDIX H 

Virginia Board of Nursing Involvement with Telehealth 
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

 
 Guidance Document 90-64: Virginia Board of Medicine & 

Virginia Board of Nursing Telemedicine for Nurse 
Practitioners; Adopted by the Board of Medicine 2/19/15; 
adopted by the Board of Nursing 7/14/15 

 Note:  Related Guidance Document: Guidance on the Use of 
Social Media:  Adopted 5/15/12   

 https://www.dhp.vir
ginia.gov/nursing/nu
rsing_guidelines.htm  

Membership 
in Multi-State 

Licensing 
Compact 

 

 Nurse Licensure Compact (NLC):   
o Virginia became a participating state on 1/1/05 pursuant 

to §54.1-3030, et. seq., Code of Virginia  

o The NLC authorizes Licensed Practical Nurses and 
Registered Nurses to practice in other compact states 
without the necessity of obtaining an additional license; 
license in his/her primary state of residence grants “multi-
state privilege” to practice in other compact states 

o Other states currently participating in the NLC:  Arizona, 
Arkansas, Colorado, Delaware, Idaho, Iowa, Kentucky, 
Maine, Maryland, Mississippi, Missouri, Montana, 
Nebraska, New Hampshire, New Mexico, North Carolina, 
North Dakota, Rhode Island, South Carolina, South Dakota, 
Tennessee, Texas, Utah, and Wisconsin 

 https://www.dhp.vir
ginia.gov/nursing/nu
rsing_compact.htm    

 https://www.ncsbn.
org/nurse-licensure-
compact.htm    

 https://www.ncsbn.
org/NLC_Implement
ation_2015.pdf  

  

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 
 6/10/15: Committee of the Joint Boards of Nursing and 

Medicine Meeting Minutes: Adopted Board of Medicine 
Telehealth Guidance Document 85-12 (p.2) 

 http://www.dhp.virg
inia.gov/nursing/nur
sing_calendar.htm  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 
 Report on State-based Licensure and Telehealth (2014) 

 
 National Council of State Boards of Nursing Position Paper on 

Telehealth Nursing Practice 

 https://www.ncsbn.
org/6568.htm 

 https://www.ncsbn.
org/3847.htm  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX I 

Virginia Board of Optometry Involvement with Telehealth 
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 

None found 

Note: Potential future action indicated by Draft Board Meeting 
Minutes from 7/17/15:  “Board Chair Dr. Droter requested that 
the topic of telemedicine….be addressed as [a] future issu[e].  Ms. 
Yeatts [Staff Sr Policy Analyst] reported that the Board of 
Medicine has a guidance document on telemedicine. Ms. Knachel 
[Board Executive Director] stated that the guidance document 
will be forwarded to the board members”  (p. 2) 

 

http://www.dhp.virgi
nia.gov/Optometry/m
inutes/2015/FB07172
015_draft.pdf  

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of a 
multi-state licensing compact for professionals licensed by this 
Board  

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 

Draft Board Meeting Minutes from 7/17/15:   

 Board Chair Dr. Droter requested that the topic of 
telemedicine….be addressed as [a] future issu[e].  Ms. Yeatts 
[Staff Sr Policy Analyst] reported that the Board of Medicine 
has a guidance document on telemedicine. Ms. Knachel 
[Board ED] stated that the guidance document will be 
forwarded to the board members”  (p. 2) 

 

 In reference to the Supreme Court decision involving the 
North Carolina Board of Dentistry and its ensuing potential 
impact on scope of practice determinations by Virginia 
Medical Boards: "Virginia Office of the Attorney General has 
created a task force and is looking into what advice to 
provide to the agencies across the Commonwealth. The 
guidance for DHP is not yet developed and legal advice 
related to this issue from any other entity is not applicable to 
the Board at this time.” (p.4) 

http://www.dhp.virgi
nia.gov/Optometry/m
inutes/2015/FB07172
015_draft.pdf  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

O 
Association of Regulation of Boards of Optometry:  "developing 
guidance around social media and telehealth" -Letter from the 
President, Summer 2015 Greensheet  

http://www.arbo.org/
greensheets/Greensh
eet_Summer2015.pdf  

 

 

 

X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX J 

Virginia Board of Pharmacy Involvement with Telehealth  
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
None found 

Note:  Reference § 54.1-3303, Code of Virginia regarding 
conditions for prescribing a Schedule VI controlled substance to a 
patient via telemedicine services as defined in § 38.2-3418.16 

http://law.lis.virginia.
gov/vacode/title54.1
/chapter33/section5
4.1-3303/ 

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of a multi-
state licensing compact for professionals licensed by this Board 

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found n/a 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

  
 

National Association of Boards of Pharmacy (NABP):  Model State 
Pharmacy Act and Model Rules:  August 2015.  Includes guidance 
on the practice of Telepharmacy within and between state lines  

 

Note: Searched for references to telehealth on the following 
organizations’ websites: 

 American Society for Pharmacology and Experimental 
Therapeutics (ASPET) 

 American Society for Clinical Pharmacology and Therapeutics 

http://www.nabp.ne
t/publications/model
-act/    

 

  

X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX K 

Virginia Board of Physical Therapy Involvement with Telehealth  
as of November 20, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

 
 Guidance on Telehealth, Guidance Document 112-21: 

adopted 11/20/15 
 http://www.dhp.vir

ginia.gov/PhysicalTh
erapy/physther_gui
delines.htm  

Membership 
in Multi-State 

Licensing 
Compact 

O 
 Physical Therapy Licensure Compact under 

development by the Federation of State Boards of 
Physical Therapy (FSBPT). Status:  the effort is in the 
final stage of the Drafting Phase and within the next 
18 months, a proposed compact will be released to 
states for consideration. 

 https://www.fsbpt.o
rg/FreeResources/P
hysicalTherapyLicen
sureCompact.aspx  

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 
 9/24/15: Draft Meeting Minutes for the Ad Hoc 

Committee- Telehealth:  proposed guidance document 
to be presented at next full Board meeting (document 
since adopted; see first row, above) 

 http://www.dhp.vir
ginia.gov/PhysicalTh
erapy/physther_cale
ndar.htm  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

  
 

 FSBPT:  Telehealth in Physical Therapy:  Policy 
Recommendations for Appropriate Regulation (dated 
11/12/14) 

 

 American Physical Therapy Association (APTA): 
Telehealth- Definitions and Guidelines BOD G03-06-
09-19 [Retitled: Telehealth; Amended BOD G03-03-07-
12; Initial BOD 11-01-28-70] [Guideline]  

 https://www.fsbpt.o
rg/Portals/0/docum
ents/news-
events/TelehealthIn
PhysicalTherapy.pdf  
 

 http://www.apta.or
g/uploadedFiles/AP
TAorg/About_Us/Po
licies/Practice/Teleh
ealthDefinitionsGuid
elines.pdf  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX L 

Virginia Board of Psychology Involvement with Telehealth  
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
 None found   n/a 

Membership 
in Multi-State 

Licensing 
Compact 

O 

 In February 2015, the Association of State and Provincial 
Psychology Boards (ASPPB) created the Psychology 
Interjurisdictional Compact ("PSYPACT").  The purpose of 
the PSYPACT is to "facilitate telehealth and temporary in-
person, face-to-face practice of psychology across 
jurisdictional boundaries.  

 At the 6/16/15 Regulatory Committee Meeting, the 
PSYPACT was discussed; group consensus was to conduct 
additional research and report back to the Committee 

 https://asppb.site-
ym.com/page/microsite
hp  

 
  

 http://www.dhp.virgini
a.gov/Psychology/psych
ology_calendar.htm  

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

 

 6/16/15: Regulatory Committee Meeting Draft Meeting 
Minutes: Discussion regarding the PSYPACT, its risks and 
benefits, and whether the Virginia Board of Psychology 
should become involved; decision made for members and 
staff to gather information and report back to the Board 
on the stance of other boards and associations regarding 
social media, texting and telepsychology (p. 2.) 

 8/25/15: Board meeting Draft Meeting Minutes:   
o Report on the above-referenced discussion from the 

6/16/15 Regulatory Committee Meeting 

o Discussion of provision by psychologists working 
with Telemental Health through the VA Health 
Administration and their licensing purview under the 
Federal Supremacy Clause; no specific action taken 

 http://www.dhp.virgini
a.gov/Psychology/psych
ology_calendar.htm  

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

 

 American Psychological Association (APA):  Guidelines for 
the Practice of Telepsychology  

 Association of State and Provincial Psychology Boards 
(ASPPB):  Telepsychology Task Force Principles/Standards 

 American Psychologists Association:  Code of Ethics: 
applies to activities across a variety of contexts, such as in 
person, postal, telephone, Internet, and other electronic 
transmissions (p. 2) 

 http://www.apa.org/pr
actice/guidelines/teleps
ychology.aspx  

 http://c.ymcdn.com/sit
es/www.asppb.net/res
ource/resmgr/PSYPACT
_Docs/ASPPB_TELEPSYC
H_PRINCIPLES.pdf  

 http://www.apa.org/et
hics/code/  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX M 

Virginia Board of Social Work Involvement with Telehealth  
as of November 15, 2015 

Effort 
X O  

Explanation Information Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

O 
None found 

Note:  Related Guidance Document:  140-3 (issued 
10/23/13): Guidance on Technology-Assisted Therapy 
and the Use of Social Media  

https://www.dhp.virginia
.gov/social/social_guideli
nes.htm  

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of 
a multi-state licensing compact for professionals licensed 
by this Board 

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found n/a 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

O 
Association of Social Work Boards (ASWB):  Model 
Regulatory Standards for Technology and Social Work 
Practice 

https://www.aswb.org/w
p-
content/uploads/2015/0
3/ASWB-Model-
Regulatory-Standards-
for-Technology-and-
Social-Work-Practice.pdf  

 X = None found  O = Related Effort/Under Development  = Verified 
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APPENDIX N 

Virginia Board of Veterinary Medicine Involvement with Telehealth  
as of November 15, 2015 

Effort 
X O  

Explanation 
Information 

Source 

Board-Issued 
Guidance 
Document 
Regarding 
Telehealth 

X 
None found n/a 

Membership 
in Multi-State 

Licensing 
Compact 

X 
Nothing found regarding the existence or development of a 
multi-state licensing compact for professionals licensed by this 
Board 

n/a 

Telehealth 
References in 
2015 Board 

Meeting 
Minutes  

X 
None found n/a 

Telehealth 
Efforts 

Underway by 
Associated 

Professional 
Organizations 

O 

 American Association of Veterinary State Boards (AAVSB): 
Veterinary Medicine Practice Act Model with Comments 
created 2001, Latest revisions in 2014; excerpt follows: 
"Rather than attempting to define “telepractice” or create 
a limited license to address sporadic practice, it is 
recommended that legislatures address these 
technologically driven practice issues through a temporary 
practice approach. This temporary practice language is 
intended to address sporadic practice within the state 
irrespective of whether it is electronically rendered or 
rendered in Person" (p.43) 

 American Veterinary Medical Association (AVMA):  While 
the AMVA does not have an official stance on telehealth, 
see article posted 10/14/15: "AMVA panel to scrutinize 
telemedicine,” excerpt follows: “The practice of 
telemedicine remains an unresolved issue in veterinary 
medicine. In fact, the practice of exchanging medical 
information via electronic communications to improve 
patients’ health status will only become more prevalent” 

 file:///C:/Users/And
rea/Downloads/PA
M%20Final%20_%20
2014%20Revisions%
20(1).pdf  

 
 
 
 
 

 https://www.avma.
org/News/JAVMANe
ws/Pages/151101c.a
spx  

 X = None found  O = Related Effort/Under Development  = Verified 
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                 VIRGINIA BOARD OF HEALTH PROFESSIONS 
VIRGINIA DEPARTMENTOF HEALTH PROFESSIONS 

 
DRAFT STUDY WORKPLAN  

 
Evaluation of Chiropractor Competencies to Conduct Physical Examinations for   

Commercial Driver Licensure and Learner’s Permit Applicants 
 

May 5, 2016 
 

Background and Authority 
 
The Board of Health Professions has been requested by the Director of the Department to 
conduct a review to determine whether chiropractors’ education and training enables 
performance of commercial driver’s license and learner’s permit physical examinations as 
provided in federal regulation. The request is pursuant to a letter to the Director from 
Delegate Robert and a result the introduction of House Bill 1098 in 2016 and similar 
proposal in 2015 (see Attachment).   
 
The Board of Health Professions is authorized by the General Assembly with a variety of 
powers and duties specified in §§54.1-2500, 54.1-2409.2, 54.1- 2410 et seq., 54.1-2729 and 
54.1-2730 et seq. of the Code of Virginia. Of greatest relevance here is §54.1-2510 (1), (7), 
and (12) enable the Board to evaluate the need for coordination among health regulatory 
boards, to advise on matters relating to the regulation or deregulation of health care 
professions and occupations, and to examine scope of practice conflicts involving 
professions and advise on the nature and degree of such conflicts.   
  
Methods 

In keeping with constitutional principles, Virginia statutes, and nationally recognized 
research standards, the Board has developed a standard methodology to address key issues 
of relevance in gauging the need for regulation of individual health professions. The 
specifics are fully described in the Board’s Policies and Procedures for the Evaluation of 
the Need to Regulate Health Occupations and Professions, available from the Board’s 
website:  http://www.dhp.virginia.gov/bhp/bhp_guidelines.htm)  under Guidance 
Document 75-2 Appropriate Criteria in Determining the Need for Regulation of Any Health Care 
Occupation or Professions, revised February 1998.  The Policies and Procedures’ seven 
evaluative criteria apply most directly to determining whether a profession should be 
regulated and to what degree.  But, they also provide a standard conceptual framework with 
proscribed questions and research methods that have been employed for over two decades 
to objectively address key policy issues related to health professional regulation The seven 
Criteria typically used in sunrise review studies are, (1) Risk of Harm to the Consumer, (2) 
Specialized Skills and Training, (3) Autonomous Practice, (4) Scope of Practice, (4) 
Economic Costs, (5) Alternatives to Regulation, and (6) Lease Restrictive Regulation. 
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Chiropractors are already licensed by the Virginia Board of Medicine.  Thus, only the 
criteria directly relevant to determinations of competency to perform physical examinations 
as proscribed by the U.S. Department of Transportation’s Federal Motor Carrier 
Administration (FMCSA) apply in the current review.  The following questions are 
recommended to guide the study: 
 

Risk of Harm to the Consumer and Specialized Skills and Training 
 

 
 What are the competencies required of medical examiners certified through the U.S. 

Department of Transportation’s Federal Motor Carrier Safety Administration 
(FMCSA)?  
 Which health professions are currently eligible for this national certification in 

Virginia and elsewhere? 
 Which training programs are acceptable? How are they accredited?  
 What are the competencies (knowledge, skills, and abilities) assessed by the 

national FMCSA Medical Examiner Certification Test? 
 What are the continuing competency requirements for maintaining a listing on 

the National Registry of Certified Medical Examiners? 
 What constitutes grounds for removal from the Registry list? 
 

 What specifically constitutes physical examinations pursuant to FMCSA 
requirements? 
 

 Is there evidence of harm to the consumer related to FMCSA qualifying physical 
examinations performed by Chiropractors? If any, 
 How is the evidence documented (e.g., FMCSA action, Board discipline, 

malpractice cases, criminal cases, other administrative disciplinary actions)?  
 Characterize the type of harm (physical, emotional, mental, social, or financial). 
 How does this compare with other health professions, generally?  

 
 Does a potential for fraud exist because of the inability of the public to make 

informed choice in selecting a competent practitioner? 
 

 Do Virginia’s Chiropractor licensure requirements differ substantively from other 
states1 that allow Chiropractors to perform FMCSA commercial driver license 
physical examinations? If so, what are the differences attributed to? 
 Requisite education, training or educational program acceptance? 
 Examination(s)? 
 Continuing competency requirements to maintain licensure? 
 Grounds for Board disciplinary action? 

 
 
 

1 D.C., Kentucky, Maryland, North Carolina, Pennsylvania, and West Virginia are examples of surrounding 
jurisdictions that permit Chiropractors to perform CDL physicals. 
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Scope of Practice 
 
 Do Chiropractors who are on the FMCSA National Registry of Medical Examiners 

from other states perform commercial driver physical examinations differently than the 
other professions so authorized?  
 Doctors of Medicine 
 Doctors of Osteopathy 
 Physician Assistants 
 Advanced Practice Nurses  

 
 
Economic Costs 
 
 If the data are available, what are the typical fees for performing FMCSA physical 

examinations in Virginia? In adjoining states? Nationally? 
 Is there evidence that expanding the scope of practice of Chiropractors to include these 

examinations?  
 Increase the cost for services?  
 Increase salaries for those employed by health delivery organizations? 
 Restrict other professions in providing care? 
 Other deleterious economic effects? 

 If data are available, address issues related to supply and demand and distribution of 
resources including discussion of insurance reimbursement. 
 

 
The following steps are recommended for this review 

 
1. Conduct a comprehensive review of the pertinent policy and professional literature. 
 
2. Review and summarize available relevant empirical data as may be available from 

pertinent research studies, malpractice insurance carriers, and other sources. 
 
3. Review relevant federal and state laws, regulations and governmental policies. 

 
4. Review other states’ relevant experiences with scope and practice 
 
5. Develop a report of research findings, to date, and solicit public comment on reports 

and other insights through hearing and written comment period. 
 
6. Publish second draft of the report with summary of public comments. 
 
7. Develop final report with recommendations, including proposed legislative 

language as deemed appropriate by the Committee. 
 
8. Present final report and recommendations to the full Board for review and approval. 
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9. Forward to the Director and Secretary for review and comment. 
 
10. Prepare the final report for reply to Delegate Orrock as well as publication and 

electronic posting and dissemination to interested parties. 
 
 
Timetable and Resources 
 
This study will be conducted with existing staff and within the budget for FY2016-17 and 
according to the following tentative timetable: 
 
DATES 
 
May 5, 2016 Draft Workplan reviewed by Regulatory Research Committee 
 
June 6, 2016   Staff update and 1st draft of Report reviewed by Committee 
 
June 28, 2016 Public Hearing  
 
August 16, 2016  Review of Comments by Committee and Recommendation 

Determination for consideration by the full Board. 
 
September 30, 2016 Board Report to the Director and Secretary for review and comment  
  
November 1, 2016  Final Report to Delegate Orrock 
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Appendices 
 

• Letter from Delegate Orrock 
• HB 1098 
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