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Preface 
In Virginia, a nurse practitioner (NP) licensed in a category other than certified registered nurse anesthetist shall 
be authorized to render care in collaboration and consultation with a licensed patient care team physician as 
part of a patient care team.  Pursuant to 18 VAC 90-30-120, all NPs must practice in accordance with a written 
or electronic practice agreement.   The collaboration requirement has been raised as a barrier to care, 
particularly for NPs who desire to work in rural areas and with underserved populations where there are 
shortages of physicians who could serve as collaborators.  During the 2016 Session, the Virginia General 
Assembly passed SB 369 authorizing the Center for Telehealth of the University of Virginia (UVA), together with 
the Virginia Telehealth Network (VTN), to establish a telehealth pilot program.   This pilot program is intended to 
assess whether the use of telehealth technology-enabled patient care teams could help to mitigate these 
barriers and ultimately expand access and improve coordination and quality of health care services among 
these underserved areas and populations.  

Staff support for the pilot was provided by Kathy H. Wibberly, PhD (UVA) and Mara Servaites (VTN).   This report 
was made possible through the efforts of the following two graduate students who analyzed the survey data, 
conducted interviews and background research and developed a set of draft recommendations: 
 

 Joanna Lynn McClain, B.S. Public Health and Human Development/Family Sciences (Oregon State 
University, 2017).  Master of Public Health, Department of Public Health Sciences, School of Medicine 
(University of Virginia, 2020) 
 

 Sean Kyle Morris, B.S. Biochemistry, GISc Certificate (University of Mary Washington, 2018).  Master 
of Public Health, Department of Public Health Sciences, School of Medicine (University of Virginia, 
2020) 

 

Additionally, program staff would like to acknowledge the invaluable guidance and direction provided to the 
students by the following members of the Data Subcommittee for this pilot program: 

 Rebecca Bates, Adams Compassionate Healthcare Network 

 Beth O’Connor, Virginia Rural Health Association 

 Cynthia Romero, Eastern Virginia Medical School 

 Carolyn Rutledge, ODU School of Nursing 
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Executive Summary 
 
Background.  In Virginia, a nurse practitioner (NP) licensed in a category other than certified registered nurse 
anesthetist shall be authorized to render care in collaboration and consultation with a licensed patient care team 
physician as part of a patient care team.  Pursuant to 18 VAC 90-30-120, all licensed NPs must practice in 
accordance with a written or electronic practice agreement.   The collaboration requirement has been raised as 
a barrier to care, particularly for NPs who desire to work in rural areas and with underserved populations where 
there are shortages of physicians who could serve as collaborators.  During the 2016 Session, the Virginia 
General Assembly passed SB 369 authorizing the Center for Telehealth of the University of Virginia (UVA), 
together with the Virginia Telehealth Network (VTN), to establish a telehealth pilot program.   This pilot program 
was intended to assess whether the use of telehealth technology-enabled patient care teams could help to 
mitigate these barriers and ultimately expand access and improve coordination and quality of health care 
services among these underserved areas and populations.   The pilot program was to include the following six 
core components:  
 
1. The Center for Telehealth shall consult all appropriate stakeholders in establishing the pilot program, 

including but not limited to the Medical Society of Virginia, the Virginia Council of Nurse Practitioners, the 
Virginia Academy of Family Physicians, the Virginia Chapter of the American Academy of Pediatrics, the 
Virginia Hospital and Healthcare Association, the Virginia Community Healthcare Association, and public 
and private institutions of higher education located in the Commonwealth that award medical degrees. 

2. The pilot shall include one or more patient care team physicians and one or more licensed nurse 
practitioners who presently practice in or who relocate to rural or medically underserved areas of the 
Commonwealth 

3. The pilot shall provide technology, training and protocols to participating patient care teams to assist such 
teams in the delivery of telemedicine services in accordance with the goals of the pilot program 

4. The pilot shall include a process for assisting nurse practitioners who seek to participate in the pilot 
program with identifying and developing a written or electronic practice agreement with a patient care 
team physician who will provide the required leadership of the patient care team through the use of 
telemedicine 

5. The pilot shall develop and maintain a list of physicians who are ready to serve as patient care team 
physicians and making such a list available to nurse practitioners seeking physicians to serve as a patient 
care team physician in order to participate in the pilot program and makes such a list available on the UVA 
Center for Telehealth, Virginia Telehealth Network and Department of Health Professions websites 

6. The pilot shall evaluate the success of patient care teams in improving access to care and coordination of 
care through evaluation of established clinical evidence. 

 

The Center for Telehealth provided a report to the Governor and General Assembly on the progress of the 

pilot program in October 2017.   Key conclusions drawn from the pilot included:  

 The barriers to establishing and maintaining collaborative agreements between NPs and physicians 
are very real, and have a limiting impact on NP’s ability to provide patient care in Virginia.   

 Access to technology and training are important, but not always sufficient to drive utilization of 
telehealth.  A more intensive personal investment of time must be factored in to help end users to 
map their vision and overcome a variety of individual and organizational barriers. 

 Access to, and use of telehealth technology, makes the collaborative relationships easier between 
NPs and collaborating physicians and also contributes to the quality of patient care.  However, it does 
not mitigate the challenge of connecting NPs in need of a collaborating physician with available 
collaborating physicians when such a relationship does not already exist.  
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Since that time, House Bill 793 was signed into law by Governor Northam.  The new legislation allows 
nurse practitioners (NPs) who have the equivalent of five years of full-time practice to apply to practice 
autonomously.   It is anticipated that this legislative change will help to mitigate barriers to providing care for 
many NPs currently in practice.  However, barriers still remain for newer NPs who have not yet had the 
equivalent of five years of full-time practice.  Additionally, the legislative change does not address barriers 
related to two of the three requirements of independent practice:   

 the ability to identify and consult and collaborate with other health care providers based on the 
clinical conditions of the patient to whom health care is provided, and  

 the ability to identify referral sources in order to establish a plan for referral of complex medical 
cases and emergencies to physicians or other appropriate health care providers.    

General Fund dollars were appropriated to support the pilot program for an additional two-year period in the 
amount of $190,000 for FY2019 and $190,000 for FY2020.  In an effort to gain a better understanding of 
what actions would need to be taken to address the remaining barriers, two online surveys were designed 
by the Virginia Telehealth Network (VTN).  The link to the first survey (Nurse Practitioners Survey) was sent 
out by the VCNP to all 1,700 plus of its members as well as included in the Board of Nursing newsletter.  
The survey focused on barriers to engaging in both collaborations and telehealth.   The second survey 
(Physician Survey) was drafted by VTN, then edited and distributed by the Medical Society of Virginia 
(MSV) and the Psychiatric Society of Virginia (PSV) to their physician members. The link to the Physician 
Survey was also included in the Board of Medicine newsletter.  This survey focused on physicians’ 
perceived barriers to collaboration and willingness to engage in telehealth collaborations.  This report 
provides an overview of the key findings from the two surveys and offers four recommendations pertaining 
to how the General Fund dollars appropriated to support the pilot program could be used to address the 
identified barriers.  Additionally, two recommendations that are outside the purview of the Center for 
Telehealth of the University of Virginia (UVA) or the Virginia Telehealth Network (VTN) are also offered as 
points for consideration for the Joint Commission. 
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Telehealth Technology-Enabled Patient Care Teams:  
A Pilot Program to Expand Access and Improve Coordination and Quality of Health Care services 

in Rural and Underserved Areas of Virginia 
 
During the 2016 Session, the General Assembly passed SB 369 (Appendix A) authorizing the 
establishment of a telehealth pilot program to expand access to and improve coordination and quality of 
health care service in rural and medically underserved areas of the Commonwealth.   
 
Introduction.  Pursuant to 18 VAC 90-30-120, in Virginia, a nurse practitioner licensed in a category other 
than certified registered nurse anesthetist is authorized to render care in collaboration and consultation with 
a licensed patient care team physician as part of a patient care team and must practice in accordance with 
a written or electronic practice agreement that includes provisions for: 

 The periodic review of patient charts or electronic patient records by a patient care team physician 
and may include provisions for visits to the site where health care is delivered in the manner and at 
the frequency determined by the patient care team; 

 Appropriate physician input in complex clinical cases and patient emergencies and for referrals; 
and  

 The nurse practitioner's authority for signatures, certifications, stamps, verifications, affidavits, and 
endorsements provided it is:  

o In accordance with the specialty license of the nurse practitioner and within the scope of 
practice of the patient care team physician;  

o Permitted by § 54.1-2957.02 or applicable sections of the Code of Virginia; and  
o Not in conflict with federal law or regulation.  

 
The practice agreement shall be maintained by the nurse practitioner.  For nurse practitioners (NPs) 
providing care to patients within a hospital or health care system, the practice agreement may be included 
as part of documents delineating the nurse practitioner's clinical privileges or the electronic or written 
delineation of duties and responsibilities.   
 
This requirement has been raised as a barrier to care, particularly for nurse practitioners who desire to work 
in rural areas and with underserved populations where there are shortages of physicians who could serve 
as a collaborating patient care team physician.   This pilot program has been proposed with the intent of 
assessing whether the use of telehealth technology-enabled patient care teams could help to mitigate these 
barriers and ultimately expand access and improve coordination and quality of health care services among 
these underserved areas and populations.   The pilot program was to include the following six core 
components:  
 
1. The Center for Telehealth shall consult all appropriate stakeholders in establishing the pilot program, 

including but not limited to the Medical Society of Virginia, the Virginia Council of Nurse Practitioners, 
the Virginia Academy of Family Physicians, the Virginia Chapter of the American Academy of 
Pediatrics, the Virginia Hospital and Healthcare Association, the Virginia Community Healthcare 
Association, and public and private institutions of higher education located in the Commonwealth that 
award medical degrees. 

2. The pilot shall include one or more patient care team physicians and one or more licensed nurse 
practitioners who presently practice in or who relocate to rural or medically underserved areas of the 
Commonwealth 
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3. The pilot shall provide technology, training and protocols to participating patient care teams to assist 
such teams in the delivery of telemedicine services in accordance with the goals of the pilot program 

4. The pilot shall include a process for assisting nurse practitioners who seek to participate in the pilot 
program with identifying and developing a written or electronic practice agreement with a patient care 
team physician who will provide the required leadership of the patient care team through the use of 
telemedicine 

5. The pilot shall develop and maintain a list of physicians who are ready to serve as patient care team 
physicians and making such a list available to nurse practitioners seeking physicians to serve as a 
patient care team physician in order to participate in the pilot program and makes such a list available 
on the UVA Center for Telehealth, Virginia Telehealth Network and Department of Health Professions 
websites 

6. The pilot shall evaluate the success of patient care teams in improving access to care and coordination 
of care through evaluation of established clinical evidence. 

 
The Center for Telehealth at the University of Virginia was also required to report to the Governor and the 
General Assembly on the results of the pilot program by October 15, 2017.   Kathy H. Wibberly, PhD (UVA) 
and Mara Servaites (VTN) provided staff support for the pilot.   
 

The October 2017 Report provided an update on the following implementation activities, challenges and 
successes from the pilot program:   
 A Steering Committee and Advisory Committee (with a Data Subcommittee) was established to provide 

guidance and direction for the development of this pilot program.    
 Seven sites were selected to participate in the pilot.  These sites included Federally Qualified Health 

Centers (FQHCs), free clinics, nurse managed clinics and hospital based clinics.    
 Of the seven pilot sites, one had to drop out due to the departure of the NP from the clinic and another 

had to drop out due to internal administrative/management issues.  
 Of the five remaining pilot sites, all were provided with technology, training and protocols.  Deploying 

the technology and training was relatively easy.  However, managing the people and processes 
surrounding the technology was more challenging. 

 For some pilot site participants, the lack of technology and training was the only barrier.  Once they had 
the technology and the training, they immediately began using the technology to enhance access and 
quality of care to their patients. 

 For other pilot sites, having the technology and training were insufficient to drive utilization, as there 
were other barriers that needed to be overcome.  These barriers varied, but included things like fear of 
change, skepticism from Board Members, and lack of understanding of how the technology could be 
used to enhance access and quality of care.   Additionally, one of the sites had a psychiatric NP 
wanting to provide mental health services, but went the full year without being able to find a patient 
care team collaborating physician (psychiatrist).  Another active site made the decision to transition 
from a Nurse Managed Clinic to become an affiliate of an FQHC as a way to mitigate its challenges 
with having to find a collaborating physician.   

 In spite of these challenges, the first year of the pilot also had a number of successes that were 
enabled by telehealth technologies.  These included the ability of our participating pilot sites to:  

o Increase its reach by expanding to a new satellite clinic, using the technology to connect the 
satellite clinic to practitioners in their original clinic location. 
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o Using the technology to engage in “hot-spotting” for its most at-risk patients to reduce 
complications from uncontrolled chronic disease and reduce visits to the Emergency 
Department.   

o Using the technology to deliver diabetes self-management education to its patients. 
o Increasing clinical output of the collaborating physician who saw patients at one clinic while 

traveling to two other facilities staffed by NPs.  The technology enabled the physician to 
connect to the NPs without having to travel, allowing the physician to resume seeing patients 
at the clinic, expanding access to service.  

 
Conclusions drawn from the first round of implementation of the pilot are as follows: 

 The barriers to establishing and maintaining collaborative agreements between NPs and physicians 
are very real, and have a limiting impact on NP’s ability to provide patient care in Virginia.   

 Access to technology and training are important, but not always sufficient to drive utilization of 
telehealth.  A more intensive personal investment of time must be factored in to help end users to 
map their vision and overcome a variety of individual and organizational barriers. 

 Access to, and use of telehealth technology, makes the collaborative relationships easier between 
NPs and collaborating physicians and also contributes to the quality of patient care.  However, it does 
not mitigate the challenge of connecting NPs in need of a collaborating physician with available 
collaborating physicians when such a relationship does not already exist.  

 
 
Updates.  In April 2018, Governor Northam signed House Bill 793 (Appendix B) into law.  The law went 
into effect July 1, 2018 and required regulations to be promulgated by the Department of Health 
Professions by January 1, 2019.  The new legislation allows nurse practitioners (NPs) who have the 
equivalent of five years of full-time practice to apply to practice autonomously. The application must be sent 
to the joint boards of Nursing and Medicine. Once approved, nurse practitioners must: 

 
“(a) only practice within the scope of his clinical and professional training and limits of his 
knowledge and experience and consistent with the applicable standards of care, (b) consult and 
collaborate with other health care providers based on the clinical conditions of the patient to whom 
health care is provided, and (c) establish a plan for referral of complex medical cases and 
emergencies to physicians or other appropriate health care providers.”  

Nurse practitioners are able to apply for independent practice authority retroactively, meaning there are 
now NPs who are practicing autonomously in the state of Virginia. According to the government relations 
chair for the Virginia Council of Nurse Practitioners (VCNP), approximately half of NPs in the state had met 
this five-year requirement at the time the bill passed. Virginia now joins twenty-two (22) states and the 
District of Columbia in allowing nurse practitioners full practice autonomy.  The data on how many NPs 
have applied for autonomous practice is not yet available. The Joint Boards of Nursing and Medicine will 
provide a report to the House Committee on Health, Welfare and Institutions, Senate Committee on 
Education and Health and Joint Commission on Healthcare by November 1, 2021.    

It is anticipated that the legislative change described above will help to mitigate barriers to providing care 
for many NPs currently in practice.  However, barriers still remain for newer NPs who have not yet had the 
equivalent of five years of full-time practice.  Additionally, the legislative change does not address barriers 
related to two of the three requirements of independent practice:   
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 the ability to identify and consult and collaborate with other health care providers based on the 
clinical conditions of the patient to whom health care is provided, and  

 the ability to identify referral sources in order to establish a plan for referral of complex medical 
cases and emergencies to physicians or other appropriate health care providers.    

General Fund dollars were appropriated to support the pilot program for an additional two-year period in the 
amount of $190,000 for FY2019 and $190,000 for FY2020.  During FY2019, two online surveys designed 
by the Virginia Telehealth Network (VTN) were distributed by external partners in the fall of 2018 in an effort 
to gain a better understanding of what actions would need to be taken to address the remaining challenges.   

The link to the first survey (Nurse Practitioners Survey) was sent out by the VCNP to all 1,700 plus of its 
members as well as included in the Board of Nursing newsletter.  The survey focused on barriers to 
engaging in both collaborations and telehealth and had 195 total respondents.  A profile of the 
demographics of respondents are shown in the table below.  Family medicine was the dominant specialty 
with the NPs in this survey.  The geographic demographics of NPs in the surveys were relatively similar to 
that of the physicians.  
 

 

The second survey (Physician Survey) was drafted by VTN, then edited and distributed by the Medical 
Society of Virginia (MSV) and the Psychiatric Society of Virginia (PSV) to their physician members. The link 
to the Physician Survey was also included in the Board of Medicine newsletter.  This survey focused on 
physicians’ perceived barriers to collaboration and willingness to engage in telehealth collaborations and 
had 98 total respondents.  According to the MSV, the number of respondents were comparable to other 
surveys administered by the MSV and the demographic profile of the respondents corresponded with the 
profile of their membership.  The majority of physicians that responded to the survey were in private 
practice, in suburban or urban locations.  
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Key Survey Findings. 

Rural Nurse Practitioners in Primary Care are Most Susceptible to Practice Limitations.  One 
hundred and ninety-five NPs responded to the question “Since obtaining your NP License, has there been 
a time where you felt limited in your ability to work with patients because you were unable to find a 
collaborating physician?” One hundred and thirty seven NPs responded no (71%), while 56 responded yes 
(29%).  Rural NPs who answered were the most likely to have felt limited, with 28 responding no and 20 
responding yes (42%).  Additionally, NPs who worked in public health and private, NP run clinic settings 
were also most susceptible to feeling limitations.   

 

There did not appear to be a difference in the tenure of NPs who did or did not feel limited, as the average 
for those who did feel limited at some point was 15 +/- 8 years, and for those who did not was 14 +/- 10 
years. These results indicate that the challenge of finding a collaborator does not improve with length of 
time in practice.  The discussion and recommendations to follow focus on the population that felt most 
limited in their ability to work with patients, as it is their issues that will need to be addressed in order to 
successfully meet the legislative intent of expanding access and improving coordination and quality of 
health care services among underserved areas and populations.  

Financial, Liability, and Interprofessional Respect/Trust Represent the Greatest Barriers.  The 56 NP 
Survey respondents who identified that they had felt limited in their ability to work because of lack of 
physician collaborators, were then asked “What were your greatest barriers/challenges to finding a 
collaborating physician.” Respondents could select more than one option and the chart below shows the 
breakdown by geographic (urban, rural, suburban) location of practice.  The dominant themes were 
physician reimbursement, physician concerns about liability, and issues related to interprofessional 
respect/trust (e.g., confidence and scope of practice).  As an interesting side note, while financial concerns 
are cited as a major barrier by NPs, of the 42 collaborating physicians in the Physician Survey, 33 of them 
reported that they were not being compensated for their collaboration. 
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Traditional telehealth concerns represent only part of the challenge.   The 49 Physician Survey 
respondents who identified that they were not currently providing telehealth services were then asked about 
their perceived barriers to engaging in telehealth.  Respondents could select more than one option and 
findings are found in the chart below.  The major concerns with telehealth were a lack of adequate 
reimbursement (43%) and legal concerns (35%).  Additional concerns that were brought up by physicians 
included workload/time concerns (35%) and technology concerns (72%). It should be noted that these 
options were available in the physician survey, but not the NP Survey, so a comparison in regards to the 
last two options cannot be made.  The main reason for selecting “other” was that telehealth was not 
applicable to their service line (i.e. surgery). 
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Additionally, the Physician Survey showed that the ability to do telehealth collaborations did not appear to 
make a physician more or less likely to engage in collaborations. Those who were not interested in 
collaborations were less likely to engage in one through telehealth, while those who were interested were 
more likely.  Those who identified as unsure were split 50/50 on whether telehealth would make them more 
or less willing. 
 
Collaborations are typically established through an employer.  In the Physician Survey, an NP initiated 
only three (3) out of fifty (50) collaborations with NPs.  In the NP Survey, four (4) NPs stated their 
collaborations began as a result of them approaching a physician.  A few collaborations were established 
through the assistance of professional organizations (typically VCNP). The vast majority of collaborations 
were established through an employer.  The most common arrangements were: physician-run practices 
who employed NPs and hospital/health system networks who established collaboration agreement between 
NPs and physicians within their own system/network.   
 

 
 
Most physicians who were engaged in collaboration agreements were in one with an NP currently within 
their own work setting, with health systems being the most common and likely setting.  Physicians in health 
systems were most likely to be in a collaborative relationships, but not much more likely to be interested in 
adding new collaborations.  For the small minority that did have an interest, that interest was almost 
exclusively within their own practice setting.  A number of physicians stated that engaging in a collaboration 
was part of their employment contract, and it is likely that these represent the ones inside a health system. 
This helps to explain why physicians in health systems are more likely to engage in collaborations, but not 
very much more likely to be interested in new collaborations. Given that most collaborations are formed 
through formal employment processes, NPs who are in independent practices and/or who work in settings 
that do not employ physicians are at a distinct disadvantage.  
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Willingness to engage in collaboration does not always mean the ability to do so.  An additional 
barrier that surfaced in the physician survey was a reported inability of some providers to collaborate 
outside of their health system/network. Approximately 20% of both urban and suburban providers who 
responded indicated they would be willing to collaborate, but could not do so. While some large health 
systems/networks may allow their physicians to collaborate as long as it is not in direct competition, there 
are those that may not.  Because the researchers did not know the identity of survey respondents, they 
were unable to identify the specific networks that held such policies or verify that such policies really did 
exist.  Once again, NPs who are in independent practices are not affiliated with a health system are at a 
disadvantage.   
 

 
 
 
The Big Picture: Independent Practice Rural Nurse Practitioners and Rural Patients Remain 
Disproportionately Affected.  Until HB 793 was passed to allow NPs to practice autonomously after the 
equivalent to 5 years of full time practice, NPs practicing independently in rural and underserved areas 
were at risk of not being able to practice to the full extent of their education and training due to the inability 
to maintain physician collaborators. While the full impact of HB 793 is still evolving, several barriers to 
collaboration are likely persist.  As mentioned earlier, even NPs who have been approved for independent 
practice will still need to be able to consult and collaborate with other health care providers based on the 
clinical conditions of the patient to whom health care is provided. They will also need to be able to establish 
a plan for referral of complex medical cases and emergencies to physicians or other appropriate health 
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care providers.  The issue of physicians being unable or unwilling to collaborate or consult outside of their 
network exacerbates the issue for NPs that operate independently in underserved areas.  The barriers that 
exist to consultation, collaboration and referrals in rural areas affects not only rural NPs, but ultimately 
trickles down to the quality of care available to rural populations.     

 
Recommendations.   The survey findings lead to several recommendations that could help to mitigate the 
identified barriers.  It is recommended that the General Fund dollars that have been appropriated to support 
the pilot program be used to also support the implementation of one or more of the following 
recommendations: 

Recommendation 1:  Update Frequently Asked Questions (FAQ) Document - Liability and Scope of 
Practice.  One of the common themes regarding hesitation about collaborations is liability and scope of 
practice; this includes concerns about collaborating through telehealth. There is currently a document 
(Appendix 3) created by the Medical Society of Virginia that provides answers regarding scope of practice 
and liability for physicians and NPs. While certain sections of the document are still accurate, various parts 
are no longer up to date due to the passage of HB 793. 

 
It is recommended that an updated, more thorough FAQ document be created as a resource.  This 
document could be authored by the Center for Telehealth or the Virginia Telehealth Network and should 
include input from the VCNP, MSV, and the Joint Boards of Nursing and Medicine. Recommended topics to 
be included are as follows: 

● Understanding Collaborative Partnership Agreements, reflecting the changes from HB 793: 
● Processes and procedures for establishing a Collaborative Partnership Agreement, including a 

checklist of topics that should be discussed prior to formalizing such an agreement (roles, 
responsibilities, expectations regarding involvement and time commitments, establishing clarity 
regarding back-up physicians, emergencies, referrals, etc.)  

● The role of telehealth and its implications on malpractice insurance coverage, 
reimbursement/billing. 
 

To ensure that there are no inaccuracies or misrepresentations of the information presented, it is also 
recommended that an attorney review the document before it is disseminated. 
 
Recommendation 2:  Create a Database for an Interprofessional Telehealth Enabled Patient Care 
Referral Network.  While the inability to find a collaborating physician may be somewhat mitigated through 
HB 793, a persistent barrier to service delivery and care for independent practice NPs is their ability to 
identify providers, and particularly specialists, who would be willing and able to provide consultation and/or 
take referrals and to do so via telehealth when appropriate.  While the geographic distribution of NPs in 
Virginia are relatively spread out between rural and urban areas, there is a geographic disparity in the 
concentration of physicians in urban/suburban areas and rural areas.   The two maps on the following page 
show the geographic spread of NPs (from the 2018 NP Workforce Study from Virginia DHP) and physicians 
(from the 2018 Physician Workforce Study from Virginia DHP).  
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According to the 2018 Virginia Physician Workforce report released by the Virginia Department of Health 
Professions, over half of physicians and NPs are presently able to take new patients, and almost 3,000 
physicians utilize telemedicine in their practice.  The creation of such a database would offer an opportunity 
for all interested medical and other health professionals to self-identify as being available to take referrals 
and to provide telehealth services and facilitate those connections where they are most needed.  A similar 
effort to create a telemental health provider directory/referral network is already underway through the State 
Funded Appalachian Telemental Health Initiative This recommendation would expand that directory to 
include other health professions.    
 
A secondary benefit of such a directory would be the ability to identify providers who might also be willing 
and able to serve as collaborators with NPs who have not yet satisfied the requirements for independent 
practice and are not employed in a work setting that facilitate such collaborations.  As a side note, VTN 
reached out last year to physicians who identified as being able/willing to serve as a collaborator and was 
unable to find any who would be willing to do so without some type of financial compensation.  The 
inclusions of these physicians in the directory would still be beneficial to NPs with some capacity to pay for 
the physician’s time, but did not meet the needs of our pilot program NPs who worked in free clinics. 

 
Recommendation 3:  Develop Marketing Efforts and Materials that Feature Physicians and Nurse 
Practitioner Who Have Strong Collaborative Relationships and/or Are Telehealth Champions. As a 
way to address the identified barriers related to interprofessional respect/trust and both physician and NP 
wariness with using telehealth, it is often more effective for physicians to hear from other physicians, and 
NPs from other NPs.  Identifying a few champions who can provide testimonials at professional 
conferences, by video and/or through written materials may help to change perceptions and attitudes. 
 
Recommendation 4:  Conduct a Series of New Surveys to Capture Perceptions and Changes 
following the passage of HB 793.  Ideally, a series of surveys should be conducted to capture trend data 
on the impact of HB 793 in mitigating barriers to delivering care for NPs in rural and underserved areas.  In 
order to ensure that surveys of NPs and Physicians can be compared, it is recommended that the VTN 
work with the joint Boards of Nursing and Medicine in both the design and distribution of further survey 
efforts (as opposed to working on its design only through the VCNP and MSV as was previously done).  
Additionally, VTN should also consider adding to any future surveys some questions related to other 
statewide needs, such as collaboration opportunities around Substance Use Disorder (SUD) treatment, 
school telehealth, the Virginia Mental Health Access Program, and with the Department of Corrections. 
 
Finally, the following two recommendations are outside the purview of the Center for Telehealth of the 
University of Virginia (UVA) or the Virginia Telehealth Network (VTN), but are being offered as points for 
consideration for the Joint Commission: 
 
Recommendation 5:  Provide Incentives for Integrating Telehealth Enhanced Interprofessional Care 
in Virginia Medical Schools.  While interprofessional care and telehealth are frequently part of the mission 
of Virginia’s advanced practice nursing programs, of the medical schools in Virginia, only Virginia Tech 
(Carilion) School of Medicine has an explicitly stated emphasis on exposing students to interprofessional 
care and telemedicine as part of its core training mission.   Barriers that relate to interprofessional concerns 
between physicians and NPs and to attitudes towards the use of telehealth technologies in patient care 
may be addressed by normalizing such interactions as part of the educational process.   
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Recommendation 6:  Work with Hospitals/Health Systems to Create Model Policies that would Make 
Room for Out of Network Collaborations.  While maintaining a competitive advantage often weighs 
heavily on the minds of Virginia’s hospitals and health systems, policies around collaboration should not 
create a barrier for physicians and other clinicians who have an interest in assisting rural and underserved 
communities and populations.  It is recommended that model language be developed that could assist 
hospitals/health systems strike an appropriate balance.  
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Appendix A: Authorizing Language 

 



14 

Appendix B: HB 793  
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Appendix C: Frequently Asked Questions  
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