
 

 
 

State of Board of Health 
Agenda  

December 15, 2022 – 9:00 a.m. 
Perimeter Center, Boardroom 2 

 
Call to Order and Welcome Gary Critzer, Chair  
 
Introductions Mr. Critzer  
 
Review of Agenda Alexandra Jansson, MPP 
 
Approval of September 22, 2022 Minutes Mr. Critzer 
 
Commissioner’s Report Colin Greene, MD, MPH 
 State Health Commissioner 
 
Regulatory Action Update Michael Capps, MPH 
 Acting Legislative and Regulatory Coordinator 
Break 
 
Public Comment Period   
 
Lunch Presentation 
Opioids and Substance Misuse:  Liz Zaunick, Overdose Data to Action Grant  
Data and Program Efforts Coordinator 

Lauren Yerkes, Injury and Violence Prevention 
Epidemiologist 
Office of Family Health Services 

 
Regulatory Action Items 
Regulations Governing Campgrounds Julie Henderson 
12VAC5-450 Director 
(Fast Track Amendments)  Office of Environmental Health Services 
 
Regulations Governing Vital Records Seth Austin 
12VAC5-550 Director 
(Fast Track Amendments) Office of Vital Records 
 
Regulations for the Licensure of Hospitals in Virginia Rebekah Allen, JD 
12VAC5-410 Senior Policy Analyst 
(Fast Track Amendments) Office of Licensure and Certification 
  
Regulations for the Licensure of Nursing Facilities Ms. Allen 
12VAC5-371  
(Fast Track Amendments)  
 
  



 

 
 

Non-Regulatory Action Items 
Board of Heath Annual Report: Khalida Willoughby, MS 
Plan for Well-Being Director 
 Center for Community Health Improvement 
 
Public Policy Agenda Follow Up Joseph Hilbert  
 
Electronic Meeting Policy Ms. Jansson  
 
Other Business  
 
Adjourn           
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State Board of Health  

September 22, 2022 - 9:00am 
Perimeter Center, Boardroom 2 

 
Members Present: Gary Critzer, Chair; Michael Desjadon; Melissa Green; Elizabeth Ruffin 
Harrison; Anna Jeng; Lee Jones; Particia Kinser, PhD; Wendy Kline, MD, Vice Chair; Patricia 
O’Bannon; Holly Puritz, MD; Maribel Ramos; Jim Shuler; Stacey Swartz, PharmD; Ann B.R. 
Vaughters, MD; Mary Margarget Whipple 
 
Dr. Puritz attended remotely due to work obligations that required she be physically present in 
Norfolk. Ms. Ramos participated remotely due to a temporary medical condition (contagious 
disease) from her home in Alexandria. Dr. Kinser participated virtually due to a temporary 
medical condition (contagious disease) from her home in Richmond. 
 
VDH Staff Present: Michael Capps, Senior Policy Analyst; Tiffany Ford, Deputy Commissioner 
for Administration; Colin Greene, State Health Commissioner; Joe Hilbert, Deputy 
Commissioner for Governmental and Regulatory Affairs; Parham Jaberi, Deputy Commissioner 
for Community Health Services; Alexandra Jansson, Senior Policy Analyst; Lilian Peake, State 
Epidemiologist and Director, Office of Epidemiology; Maria Reppas, Director, Office of 
Communications.  
 
Other Staff Present: Robin Kurz, JD, Senior Assistant Attorney General 
 
Call to Order 
Mr. Critzer called the meeting to order at 9:03am. 
 
Introductions 
Mr. Critzer welcomed those in attendance to the meeting. Mr. Critzer then started the 
introductions of the Board members and VDH staff present. 
 
Review of Agenda 
Ms. Jansson reviewed the agenda and the items contained in the Board’s binder.  
 
Approval of June 23, 2022 Minutes 
Dr. Swartz made the motion to approve the minutes from the June 23, 2022 meeting with Ms. 
Whipple seconding the motion. The minutes were approved unanimously by voice vote with 2 
abstentions from Mrs. O’Bannon and Ms. Harrison who were absent from the previous meeting.  

 
Commissioner’s Report 
Dr. Greene provided the Commissioner’s Report to the Board. He updated the Board on key 
issues and projects VDH is engaged in including: 

● Agency Stars 
● COVID-19 Update 
● Monkeypox Update 
● Opioid Abatement Authority/Substance Misuse 
● Partnership for Petersburg 
● Infrastructure Grant/Collaboration with DBHDS 
● Emergency Preparedness Summit/Hurricane Season 
● Facilities Broadband Initiative 
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● Electronic Health Record Initiative 
● Public Policy Agenda 

 
There was discussion regarding partnerships and help with change management; COVID in 
southwest and rural Virginia and outreach strategies to increase vaccinations; bivalent vaccine 
supply and distributions; flu trends; and if there was any impact to women’s health or abortion 
access in Virginia as a result of the Dobbs decision.  

 
Regulatory Action Update 
Michael Capps reviewed the summary of all pending VDH regulatory actions. 
 
Since the June 2022 meeting, the Commissioner approved four regulatory actions on behalf of 
the Board while the Board was not in session.  First, the Commissioner approved three Notices 
of Intended Regulatory Action (NOIRAs) for the Virginia Hearing Impairment Identification and 
Monitoring System (12VAC5-80); Regulations Governing Tourist Establishment Swimming 
Pools and Other Public Pools (12VAC5-460); and Swimming Pool Regulations Governing the 
Posting of Water Quality Results (12VAC5-462). These NOIRAs followed periodic reviews and 
will update the respective Regulations by removing outdated information and incorporating 
recommendations and national best practices.  The Commissioner also approved final exempt 
action for the Food Regulation (12VAC5-421) to comply with Chapter 393 of the 2022 Acts of 
Assembly, removing the requirement that an establishment that sells only prepared food have a 
certified food protection manager on site during all hours of operation.  
 
Since the June 2022 meeting the Commissioner has taken no non-regulatory action on behalf of 
the Board while the Board was not in session. 
 
Mr. Capps advised the Board that there are 18 periodic reviews in progress: 

● 12 VAC 5-20 Regulations for the Conduct of Human Research 
● 12 VAC 5-110 Regulations for the Immunization of School Children 
● 12 VAC 5-125 Regulations for Bedding and Upholstered Furniture Inspection Program 
● 12 VAC 5-150 Regulations for the Sanitary Control of Storing, Processing, Packing or 

Repacking of Oysters, Clams and Other Shellfish 
● 12 VAC 5-160 Regulations for the Sanitary Control of the Picking, Packing and Marketing 

of Crab Meat for Human Consumption 
● 12 VAC5-191 State Plan for the Children with Special Health Care Needs Program 
● 12 VAC 5-200 Regulations Governing Eligibility Standards and Charges for Health Care 

Services to Individuals 
● 12 VAC 5-216 Methodology to Measure Efficiency and Productivity of Health Care 

Institutions 
● 12 VAC 5-217 Regulations of the Patient Level Data System 
● 12 VAC 5-218 Rules and Regulations Governing Outpatient Data Reporting 
● 12 VAC 5-220 Virginia Medical Care Facilities Certificate of Public Need Rules and 

Regulations 
● 12 VAC 5-407 Regulations for the Submission of Health Maintenance Organization 

Quality of Care Performance Information 
● 12 VAC 5-408 Regulation for the Certificate of Quality Assurance of Managed Care Health 

Insurance Plan (MCHIP) Licensees 
● 12 VAC 5-410 Regulations for the Licensure of Hospitals in Virginia 
● 12 VAC 5-431 Sanitary Regulations for Hotels 
● 12 VAC 5-508 Regulations Governing the Virginia Physician Loan Repayment Program 
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● 12 VAC 5-510 Guidelines for General Assembly Nursing Scholarships 
● 12 VAC 5-540 Rules and Regulations for the Identification of Medically Underserved 

Areas in Virginia 
 
Since the June 2022 meeting, the Executive Branch completed the review of three regulatory 
actions while the Board was not in session – a NOIRA for the Regulations Governing Tourist 
Establishment Swimming Pools and Other Public Pools (12VCA5-460), a NOIRA for the 
Swimming Pool Regulations Governing the Posting of Water Quality Results (12VAC5-462), 
and Fast Track amendments to the Sewage Handling and Disposal Regulations (12VAC5-610). 
 
There was discussion regarding Virginia Regulatory Town Hall and how the public can use the 
site to follow the progress of regulatory actions.  

 
Public Comment Period 
There were six persons signed up for public comment at the meeting. Mary Ann Mundt spoke 
about her husband’s death and hospital safety around COVID-19 protocols. Barbara Zeller 
shared a continuation of Mrs. Mundt’s story and COVID-19 therapeutics. Doris Knick shared 
comments regarding vaccine safety and an upcoming forum hosted by the Virginia Medical 
Freedom Alliance around therapeutics. Tricia Stall spoke about standardized COVID-19 
protocols and therapeutics and mentioned the upcoming forum as well. Susan Franz spoke about 
a therapeutics webinar hosted by VDH, COVID-19 treatment protocols and vaccine safety. 
Pamela Burnham shared concerns about COVID-19 vaccine safety. Speakers also shared 
comments which are included at the end of the minutes document.  

  
Final Exempt Amendments to Regulations for the Immunization of School Children 
Laurie Forlano presented the final exempt amendments to the Board. This amendment to the 
Regulations for the Immunization of School Children is necessary to maintain conformity with 
the Code of Virginia following language added in Chapter 1223 of the 2020 General Assembly 
Regular Session. As a result of that action, the list of minimum requirements for school required 
immunization in § 32.1-46 was amended to include additional vaccine requirements. This 
amendment to the regulations will bring them into compliance with the list specified in the Code 
of Virginia. 
 
Prior to this Final Exempt Action, the Virginia Department of Health (VDH) published a Notice 
of Intended Regulatory Action followed by a 60-day public comment period, as required by § 
32.1-46 subsection C. VDH received 26 comments. Twenty-four were in opposition to the action 
(11 generally for choice and against mandates, 10 concerns over HPV vaccine, 1 provided no 
explanation, 1 minimize chemicals in children, and 1 misunderstood action), one appeared to be 
for the action, and one was categorized as N/A because no comment was left and the title was 
"protect our children" which could go either way. 
 
The proposed amendments seek to update the Regulations for the Immunization of School 
Children in order to adhere to the minimum immunization requirements specified in § 32.1-46. 
The proposed amendments are consistent with language added to the Code of Virginia as a result 
of Chapter 1223 of the 2020 Regular Session. 
 
Dr. Klein made the motion to approve the final exempt regulations with Dr. Swartz seconding 
the motion. The proposed regulation was approved unanimously by voice vote. 
 
Proposed Regulation for Sexual Assault Survivor Treatment and Transfer 

https://townhall.virginia.gov/
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Rebekah Allen presented the proposed regulation to the Board. Chapter 725 (2020 Acts of 
Assembly) created Article 8 of Chapter 5 of Title 32.1 of the Code of Virginia, which requires 
the Board to promulgate regulations to effectuate the act, specifically the standards for review 
and approval of sexual assault survivor (SAS) transfer plans (§ 32.1-162.15:5), pediatric sexual 
assault survivor (PSAS) transfer plans (§ 32.1-162.15:5 and subsection C of § 32.1-162.15:6), 
SAS treatment plans (subsection A of §32.1-162.15:4), and PSAS treatment plans (subsection B 
of § 32.1-162.15:6). As the requirement to have such plans extends to hospitals, clinics, and 
physician’s offices, there is no already existing regulatory chapter that would best fit this 
mandate, so the Virginia Board of Health intends to promulgate a new regulatory chapter for 
these standards. 
 
Dr. Klein made a motion to approve the proposed regulation with Dr. Swartz seconding the 
motion.  There was discussion regarding the need for these regulations to ensure access to care 
for survivors and PSAS treatment and transfer requirements including Sexual Assault Forensic 
Examiner staffing availability, the costs to pediatric facilities, differences between treatment and 
transfer plans, and mandated reporting. The proposed regulation was approved unanimously by 
voice vote.  
 
Proposed Regulation for Prescription Drug Price Transparency 
Ms. Allen presented the proposed regulation to the Board. The rationale or justification for the 
regulatory change is that the General Assembly enacted Chapter 304 (2021 Acts of Assembly, 
Special Session I) to require VDH to adopt regulations standards for prescription drug price 
transparency and reporting. The regulations require that reporting entities provide vital 
information about prescription drug pricing, which is a driver of increased healthcare costs in the 
Commonwealth. The goal of the regulatory change is to increase transparency of prescription 
drug pricing and to identify factors that may be leading to increased healthcare costs from 
prescription drugs.  The regulation must contain the specification of prescription drugs for the 
purpose of data collection and procedures for auditing information provided by health carriers, 
pharmacy benefits managers, wholesale distributors, and manufacturers, as well as a schedule of 
civil penalties for failure to report the information required, based on the severity of the 
violation. The specification must include information required pursuant to §§ 32.1-23.4, 38.2-
3407.15:6, 54.1-3436.1, and 54.1-3442.02 of the Code of Virginia. 
 
Ms. Whipple made a motion to approve the proposed regulation with Dr. Shuler seconding the 
motion.  There was discussion about price transparency importance and the role of pharmacy 
benefits managers. Mr. Desjadon made a motion to amend the proposed regulation with Ms. 
Green seconding the motion. The regulation was approved as amended unanimously by voice 
vote.  
 
Final Amendments to Private Well Regulations 
Ms. Henderson presented the Final Amendments to the Board.  There have not been significant 
revisions to the Regulations since their adoption in 1990. The Regulations establish the 
minimum location and construction requirements for private wells installed in the 
Commonwealth. In August 2016, the VDH began a periodic review of the Regulations and 
formed a Private Well Regulations Workgroup. The purpose of the workgroup was to assist 
VDH in the development of proposed revisions to the Regulations.  
 
The Proposed Regulations were published in Volume 38 Issue 11 of the Virginia Register of 
Regulations on January 17, 2022, and advertised a public comment period ending March 18, 
2022. The intent of this regulatory action is to explore amendments to the Regulations based on 
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current industry standards, all public comments received, and feedback received from the Private 
Well Regulations Workgroup. The purpose is to ensure the Regulations (i) are protective of 
public health and the environment, (ii) address changes in current standards and practices, (iii) 
clarify regulatory language, and (iv) exhibit improved consistency with other regulations related 
to private wells and groundwater resources. No substantive changes have been made between the 
Proposed and Final Stages. 
 
Dr. Jeng made a motion to approve the final amendments with Ms. Harrison seconding the 
motion.  There was discussion about climate change, shallow soil, salt water intrusion, drinking 
water wells inclusion, and adjacent property owner approvals.  The final amendments were 
approved unanimously by voice vote.  
 
Fast Track Amendments to Regulations for the Licensure of Home Care Organizations 
Ms. Allen presented the Fast Track Amendments to the Board. Chapter 172 (2022 Acts of 
Assembly) amended Code of Virginia § 32.1-162.9 to change home care organization (HCOs) 
licenses from an annual license to a three-year license. This act also mandated that the fee for 
renewal of an HCO license shall be $1,500 until such time as the Board of Health may amend or 
repeal regulations for the licensure of home care organizations. The regulatory change is 
essential to protect the health, safety, or welfare of citizens because VDH cannot provide 
adequate inspection and oversight for HCOs if it is losing funding equal to roughly three full-
time HCO inspectors. The goal of the regulatory change is to preserve VDH’s current fee 
revenue and to eliminate inconsistencies in receiving and processing license changes and 
exemption requests. 
 
It is anticipated that this action will be noncontroversial and therefore appropriate for the fast-
track process because the fee amount for the new three-year HCO licenses is the same amount on 
a per-year basis as what the regulations mandate for a one-year license (i.e., $500 for the prior 
one-year license, now $1,500 for a three-year license) and the vast majority of HCOs are already 
utilizing the forms created by VDH to communicate changes to their licenses or requests for an 
exemption. 
 
Dr. Schuler made the motion to approve the fast track amendments with Dr. Jeng seconding the 
motion. There was discussion regarding continuing education maintenance and documentation, 
oversight maintenance, survey and inspection process frequency and license extension to 3 years. 
The Fast Track amendments were approved unanimously by voice vote. 

 
Final Amendments to the Regulations for Disease Reporting and Control 
Dr. Peake presented the final amendments to the Board. The Regulations for Disease Reporting 
and Control provide information about the process and procedures for reporting diseases to the 
Virginia Department of Health (VDH), including what diseases must be reported, who must 
report them and other details related to reporting and disease control. VDH is proposing an 
amendment to the regulations to ensure all health providers report necessary public health 
information. This regulatory action separates COVID-19 from the category “coronavirus, 
severe” on the reportable disease list; removes the requirement for COVID-19 to be rapidly 
reportable; requires COVID-19 case and laboratory report forms be submitted electronically; 
clarifies that the category “laboratory directors” includes any entity that holds CLIA Certificates 
of Waiver; adds ethnicity and hospitalization status (if applicable) to the fields required to be 
reported by all parties related to COVID-19; and adds “coronavirus, severe” to the list of 
infectious diseases that shall be reported to persons practicing funeral services. 
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Dr. Vaughters made a motion to approve the final amendments with Dr. Klein seconding the 
motion.  The final amendments were approved unanimously by voice vote.  
 
2023 Meeting Dates  
Ms. Jansson presented the dates for the 2023 meetings of the Board of Health as follows: 
Thursday March 23 
Thursday June 15 
Thursday September 15 
Friday December 15 
 
There was no objection to these dates for the 2023 meeting dates, and they were adopted by 
consensus. 
  
Other Business 
No other business was presented for discussion.  
 
Adjourn 
The meeting adjourned at 12:37pm 



--

Read The CDC Disclaimer 

VAERS COVID Vaccine 
Adverse Event Reports 

Reports from the Vaccine Adverse Events Reporting System. Our default data 
reflects all VAERS data including the "nondomestic" reports. O 

All VAERS COVID Reports US/Territories/Unknown 

1,407,409 Reports Through September 9, 2022 • 

30,935 
DEATHS 

177,050 
HOSPITALIZATIONS 

135,259 
URGENT CARE 

205,430 
DOCTOR OFFICE VISITS 



• 
• My name is Pamela Burnham)-tf'I am a nurse with more than 20 years of experience, primarily in Critical 

Care. I have been an Independent Nurse Consultant/Educator since 2015 with a primary focus on cancer 

patients of Specialized Programs of Research Centers. 

I am a mom of three and a grandmother. I have never been anti-VAX and was compliant with all of the 

hospital healthcare requirements until 2015. However, after extensive review of vaccine research I find myself 

full of regret for having vaccinated my children. And the so-called COVID "vaccine,; is not even a traditional 

vaccine but rather a largely untested experimental genetic injection, the first of its kind, with unknown long­

term risks ~~r'fcer,-f~ y-i.s~n;g:1erf@1 •~r~irriliJu~s~ica1.ilis~ ( 

/}Si.~ 

Early on during the COVID crisis, many of us nurses cued in on the lies and propaganda being told to the public 
0W 

about the one-size-fits-all uni-treatment narrative promulgated by NIH, CDC and FDA. We knew very early on 

that hundreds of thousands of people would die if we didn't do something and we found ways to keep up with 

and share information ~I~. Our groups formed a network of actively involved individuals who 

helped thousands of Covid affected people, especially here in VA. We developed and shared promising 

treatment protocols using repurposed FDA-approved medications and nutritional therapies~~~ 

-hat have evolved into the highly regarded medical freedom organizations,American 

Frontline doctors and Frontline Covid Critical Care (FLCCC). We developed a network of deep researchers, 

doctors, pharmacists, nurses, rescuers, attorneyt,';xemption filing experts who were
1
and still all working to 

help as many people as possible by sharing the truth to counter the public health system's uni-narrative. 

1> ('f,oJt'\f\-_,, 

I hel~Jswer questions for people from all over the world who are experiencing horrible side effects from the 

shot;re~eated debilitating illnesses, heartbreaking family tension and rejection, work related difficulties, 

functional activity breakdown, isolation, etci from the draconian lockdowns, mandates, social restrictions;~ 

,,...~~~g:h~ violation or suspension of our fundamental human and constitutional rights and 

freedom, and brutal censorship and intimidation of scientific or medical viewpoint that dissents from the uni­

narrative. 

Today I wantto share with you some ofthat truth that we believe would. hel, many Virginians make 

informed decisions and would have saved many lives had they known. 



t For example, during pregnancy, we've a ways been told to avoid taking any medications, including Tylenol. , .... ~.~ 
Mothers to-be are being terrified into he EUA shots and told they are safe and effective. They are far from 

that with upwards of 70% risk of miscarriage in those injected in the first and second trimester. 

~Bkdlnpje; 80% of children have already had covid with little to no symptoms and likely have lifetime 

natural immunity. On the other hand, nearly 30% of young people under age 20 who are injected with 2 Pfizer 

shots develop myocarditis. 

~wo-rlS · · / - . ' 1 

""" - 1.._r - . , 
~.~ ortsvfrom the UK government's Office of National Statistics confirni"that the triple vaccinated 

account for 91% of Covid deaths and over 24,ooo unexplained deaths in 2022. 

~ (,; \ t; ()A\, 
F-or eNemple, r 1e( urgent need to create specific research and treatment centers for the vaccine-injured who 

are trapped in a horrendous situation of pain and limitation,. Many suicides are taking place across the globe. 

· ~~, se shots ~ontaJn mRNA ~h
1

ich p;oduces the Spike Protein that interacts with the immune 

system and may be the most toxic substance ever introduced to the human body. Many trillions of spike 

protein particles are produced with each injection, cause suppression of natural immune function and 

inflammation, crosses the blood brain barrier, affects the heart, causes many neurological disorders including 

tremors, lethargy, stroke, Bell's Palsy, and ALS-type disorders as well as cardiovascular disease, blood clots, 

and menstrual irregularities and miscarriages. 

,.. 

This is not an Us versus You situation. We stand for Informed Consent, Freedom of Speech and from viewpoint 

Ceosorship. We need to stand together, resist the uni-narrative and fight for freedom/ Board members and Dr. 
'-

Greene, help restore scientific integrity and our trust with an honest, uncensored and open scientific dialogue 

between doctors and medical scientists about all the evidence. I'll look for you at the Forum on October 1."f1 



VIRGINIA MEDICAL 
FREEDOM ALLIANCE 
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VIRGINIA'S COVID 
MA NAG EM ENT: 

A PUBLIC FORUM 
Saturday October 1, 2022 

Life Church • 8378 Atlee Rd 
Mechanicsville VA 23116 • 1:00-4:00PM 

Invited Speakers Include: 
• Robert Malone MD 

• Paul Marik MD 

Invited Guests include: 
• Gov Glenn Youngkin 

• Lt Gov Winsome Sears 

• Atty Gen Jason Miyares 
• 140 Virginia Legislators 

• And most importantly YOU! 

Virginia Government Health Officials have repeatedly 
declined to participate 

Follow 



Dear Virginians: 

Virginia Medical Freedom Alliance 
P.O. Box 36120 
N. Chesterfield, VA 23235-0120 
804-661-6838 
https://virginiamedicalfreedomalliance.org 
vamfa@proton.me 

August 16, 2022 

The Virginia Medical Freedom Alliance (V AMFA) is a non-partisan coalition of Virginia doctors, allied 
healthcare professionals, organizations, and citizens who are concerned and alarmed by the public health 
system's encroachment on the ability of healthcare professionals to provide evidence-based ethical care to 
Virginians during the two-plus years of the COVID-19 pandemic. On July 19, 2022, we respectfully and 
urgently asked the Virginia Department of Health Commissioner Dr. Colin Greene and his medical 
scientists to participate with the VAMFA-selected independent expert medical scientists in a forum open 
to the public to present the evidence in reference to the prevention and treatment of Covid-19 and the l:JSe 
of vaccines. We also requested that Dr. Greene conduct an in-person VDH tour at multiple representative 
locations throughout the Commonwealth to listen to the people about their experiences related to the 
public health management of COVID. There has been no response. 

Prior to our July letter, members of the V AMFA participated in a June 29, 2022, VDH-sponsored "open 
forum conversation on COVID-19 therapeutics" in which they would "be answering your questions and 
discussing the changing landscape of therapeutics in Virginia." We entered many questions into the chat 
stream. but were disappointed when they were ignored. The webinar facilitator stated that the VDH 
COVID-19 Therapeutics Group only focuses on interventions that have an FDA emergency use 
authorization (EUA) for COVID and that "VDH staff do not have the ability to respond to 
questions regarding medications that are not authorized by the FDA for the treatment of Covid-19." The 
VDH response to specific V AMF A concerns about the safety or efficacy of these products was that all 
have clinical trial data that is "very supportive regarding their safety and efficacy in treating COVID-19," 
they "use reliable sources of data" (defined as CDC, FDA and peer-reviewed articles) to infonn Virginia 
professionals and they "must follow the NIH treatment guidelines." Questions and concerns about the 
COVID vaccines were deflected by promising to "facilitate getting them to our colleagues in the vaccine 
space and answered." We have heard nothing since then. After about thirty minutes all of us were 
suddenly dropped from the webinar without any warning. Some who were able to log back in were again 
dropped. This is a blatant example of the dangers facing all Virginians when open dialogue is prevented. 

Many of the healthcare professionals that participated in the VDH June 29 COVID therapeutics forum 
have been treating patients with COVID-19 for more than two years. They know that hundreds of peer­
reviewed studies clearly show that aggressive prevention and early outpatient multidrug treatment could 
have prevented 75 to 80 percent of hospitalizations and deaths attributed to COVID.i Early in the 
pandemic, a group of world-renowned critical care doctors and scientists collaborated as the Frontline 
COVID-19 Critical Care Alliance (FLCCC) to quickly develop robust prevention and treatment 
protocols.ii These protocols repurposed and incorporate multiple common, inexpensive, remarkably safe 
and effective FDA-approved oral medications and over-the-counter immune-fortifying nutritional 
therapeutics. iii COVID is completely treatable; the standard of care is these multidrug FLCCC protocols 
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THECOVID VACCINE& CHILDREN 
--A SECOND OPINION--

Then mb f 

vaccine is staggering. 

VAERS1, the US Government database that tracks vaccine 
reactions, shows a total of 1,205,755 adverse reactions 
and 26,396 deaths following the COVID-19 vaccine (as of 
3/25/22."f-. This is more repol'IS than from all previous 
vaccines combined. This number is likely underreported. 
An HHS funded study3 shows that the VAERS system cap­
tures only 1-10% of total vaccine reactions. 

Multiple well funded studies have demonstrated the negligible 
HaalllJlchild1a1 
facavirtutl( 

risk to healthy children from COVID-19. A larxe german study4 
showed zero deaths for children ages S-11 and a case fatality 
rate of three per million in all children without comorbidities.· 
And a Johns Hopkins stud)° of 48,000 children showed a zero 
mortality rate in children under 18 without comorbidities. 
Another study in Nature Medidn(!J showed children under 18 without 
comorbidities had vlrtually no risk of death. 

ZEROKISK 
of deathfm■COVID. 

THE CLINICAL 
TRIALS 

PFizer's application for EUA of two doses of its vaccine failed in 
dlnlcal trlals7 as it did not produce antibodies in children 2 to 

for children 2 
to< 5 years old 
FAILED. 

<5 years old. 'lheywere forced to withdraw the application 
in February 2022, and will now apply to the FDA for a three-dose 
series once more data is available in April. 

A study in Nature Communications8 suggests chlklren's Children'sbodiesare -
bodies dear the virus moreeaslythan adults. U=i =itedto • 
Another study in Nature lmmunologt demonstrates la n ,19wilh 
how children efflclently mount effective U- 8 
Immune responses: '1mmune systems that naturally SURVIVAL RATE 
generate robust, cross-reactive and sustained immune Qf 

99 99501 responses to SARS-Cov-2 ... " • 70 
1. digital.ahrq.gov/ahrq-funded-projects/electronic-support-public-health-vacclne-adverse-event-reporting-sy.stem 
Z. medalE!ftS.Ofg/Vaersdblfindfield.php7TABLE=ON&GROUP1=CAT&MNTS=ON&VAX=COVID19 
3. digital.ahrq.gov/sites.tdefault/filestdocslpublication/r18hs017045-lazarus-final-report-2011.pdf 
4. medrxiv.orglcontent/10.1101 /2021.11.30.21267048V'1 
5. thefederalist.com/2021/07/21/johns-hopki~dy-found-zero<CMd-deaths-among-healthy-kids 
6. nature.com/artides/s41591-021-01578-1 
7. ancom/2021/12/17/heaWpfaer-vaalne-dlildrervindex.html 
a. re.comla'1idesM-1A67-021-2.2236-7 t. narure.com/artlcles/s41590-021--01089-8 

- Children's .:;ai 
- . I lenlth Defense~ 
Iii. chlldrenshealthdefense.org 
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Did you know you have the right to "informed consent" before receiving a medical 
procedure for yourself or your dependents-especially when the procedure is experimental 
and used under an emergency use authorization? 

1 

Did you know by law you must be informed of the significant known or potential adverse 
effects of the treatment? Is your practitioner or healthcare worker doing their part in 
sharing this information? 

Please read the following information carefully so that you can make an 
informed decision for the children in your life. 

0 Did you know there are no long-term safety data for COVID-19 vaccination of young children, and the 
proposal is to vaccinate children under an Emergency Use Authorization (EUA)? These facts establish that 
vaccinating small children for COVID-19 is an experiment, not a standard medical procedure. 

0 Did you know that children have a 99.995% recovery rate? And there's a large body of medical literature 
indicating that almost zero healthy children under five years old have died from C0VID. 

0 Did you know that C0VID vaccines do not prevent transmission, nor do they prevent infection? There 
is no statistically valid evidence that they prevent severe disease or death in children. Current mRNA 
injections were formulated based on the original Wuhan strain and were not tested for benefits against 
current variants in clinical trials. 

0 Did you know that most children are already immune? Natural Immunity Is superior to vaccine-induced 
Immunity, and vaccinating the already immune is superfluous and potentially harmful. CNBC reported in April 
2022, "An estimated 95% of the U.S. population ages 16 and older had developed antibodies against the virus 
either through vaccination or infection as of December, according to a CDC survey of blood donor samples." In 
February of 2022, the CDC said over 75% of children already have partial or full immunity to C0VID. 

D Did you know that unnecessary vaccination will put children at elevated risk of vaccine harm when it 
appears that most are already immune and will obtain NO benefit? 

0 Did you know that multip_le studies have suggested that vaccinating after Infection increases the risk of 
vaccine-Induced side effects such as myocardltls? 

ChildrensHealthDefense.org 



Good Afternoon State Health Commissioner & Board of Health Members, 

My name is Doris Knick. As a member of the Virginia Medical Freedom Alliance (VAMFA), I request that the State Health 

Commissioner and each of you Board members participate in the Oct. 1st Open Public Forum hosted by VAMFA. /tis 
your opportunity to start restoring scientific integrity and healing Virginians' shattered trust in their medical 
establishment 

You continue to deny the evidence in the Vaccine Adverse Events Reporting System (VAERS). None of us will ever be 

okay with the number of deaths and injuries from these Covid Shots. These are real people's lives that have been lost & 
impacted, not just statistics! 

Here's a visual from the Red Box Summaries on openvaers.com since you don't seem to be aware of VAERS or its 1.4 

million COVID vaccine Adverse Event Reports worldwide. (Banner of Injuries) 

These Injuries are REAL and HORRIFYINGING COMMON, not RARE, yet the massive scope of the harm from the COVID 

injection is not represented in its VDH advertisements, FAQs or in the informed consenting process. 

Did you know that more than 60% of the reports in the world are from the U.S.? In the past 2 ½ years, more than 

865,000 Americans have filed adverse event reports related to the jab! 

This includes 14,438 people who died after their Covid injections. 

Let me repeat that: More than 14,000 Americans died. 

Another 13,000 people had a LIFE-THREATENING reaction and almost 69,000 required hospitalization. 

Shockingly, almost 15,000 Americans, most in the prime of their lives, are now PERMANENTLY DISABLED. 

34,000 had a Severe Allergic Reaction with more than 2,000 of those almost dying of immediate anaphylactic shock. 

6,000 suffered a Heart Attack and almost 9,000 more developed Myocarditis or Pericarditis. 

Almost 1,800 pregnant U.S. women miscarried after being jabbed. 

I could go on and on. 

These Covid injections are NOT SAFE. PERIOD. End of discussion. There's no reason to even look at effectiveness if it's 

not safe. But to add injury to injury, this injection is also not effective in preventing transmission or infection with the 

COVID virus. All this is intolerable for an illness with an average 99.8% survival rate. 

So where's VDH's evidence supporting your endless claims of safe and effective? 

At your June 23rd quarterly meeting I shared the current VAERS data with you, but the summary sheet I provided is 
missing from the Public Record of that meeting. Why? 

We demand that the COVID injections be immediately halted in Virginia. 

We demand full and transparent investigations into the injuries and deaths caused by the COVID injections, by 

researchers without conflicts of interest and that the results be rapidly reported publicly. 

J again urge you to participate in the Forum on October 1st, to present your evidence supporting the COVID emergency 

orders, regulations and other policies that you recommended and continue to promote, and their health outcomes. You 

still have time to take a first step toward acting on VDH's stated mission to protect the health and promote the well­
being of all Virginians. 



Mary Ann Mundt • 

The hospital protocol killed my husband. 

On January 8, 202J,.,, my husband was weak and fell. I called for rescue to ask for assistance in getting him up. They 
insisted on taking him to the hospital. He did not want to go. We had done our research and knew hospitals were a 
dangerous place. As they took him away, I gave him his cell phone so we could communicate. 

There was no need to believe that Bud had been exposed to Covid, but when he arrived at the hospital, they did their 
PCR test and said that he tested positive for Covid. We knew the tests were highly unreliable and expected this to 
happen at the hospital. We heard stories. 

The ER doctor called me and told me they were giving Bud Remdesivir and going to put him on the ventilator. I 
immediately replied "Absolutely Not! Bud does not want either of those things for treatment". 

The nurses told me that Bud had a UTI. I went over and picked him up and brought him home. I called our family 
doctor who put him on Levaquin. He initially was improving. 

However, he was likely exposed to Covid in the hospital because he began to develop Covid symptoms. I called America's 
Frontline Doctors (AFLDS) and they helped get me some lvermectin. He also received Monoclonal antibodies on Jan 18. 

On January 19th(?) I called rescue again. They took him to the ER and kept him there. They wouldn't let him have his 
phone. The doctors wouldn't speak to me or let me in. For 3 days the doctors avoided me. I stood in the lobby every 
day waiting to speak to the doctors and waiting for a phone call, for someone, anyone to answer my questions and 
update on my husband's status. 

I called Senator Bryce Reeves. I told him what was going on and the doctors lied when they told him they called me. I 
had my phone with me the entire time and was in the lobby of the hospital. 

Reeves finally got them to call me and they set up a meeting with the nurses on the floor. I had the POA and Living Will 
' that clearly stated "No Remdesivir" and "No Vent!" 

I contact a doctor from the Front Line COVID-19 Critical Care Alliance (FLCCC). She advised me on all the aspects of 
the treatment protocol for hospitalized patients. Certain doctors tried to fight everything she advised. Some doctors 
were willing to help provide the correct supplements and additional recommendation from the FLCCC protocol, then 
the other doctors would come back in and change them. They gave him the wrong steroids and the wrong antibiotics. 
They kept saying, "It is not on our protocol" i.e., the hospital protocol. They agreed to give him crushed Vitamin C 
instead of IV Vitamin C as was recommended. 

After battling between hospital doctors, on January 26th, he was able to get well enough to be moved from ICU to the 
Step Down unit. The doctors in the Step Down unit cut back on his supplements and meds. They refused lvermectin and 
Hydroxychloroquine (HCQ). 

On January 27th at 4:52am, the nurse called me and told me that Bud was angry. l tried to make arrangements to get 
him home on oxygen or to another hospital per the FLCCC doctor's recommendation. I wanted to get him to MCV where 
we knew Bud's heart doctor, but he progressively got worse to a point where he was having a lot of trouble breathing 
and was exhausted. 

They made a deal with me and Bud saying that they would give Bud the meds we were requesting if I/we agreed to put 
him on the ventilator. We agreed and he was put on it for a couple days. They again refused to follow the FLCCC 
protocol. They followed the hospital protocol instead, which likely included remdesivir because they said he needed to 
go on dialysis because his kidneys were failing. I went into the ICU to see him and he was basically dead. He was cold, 
pale, terribly swollen, and his vent tube was bloody, as if he had been coughing up blood. 

They called me later and told me they did CPR on him two times and he did not recover. They said he died of a cardiac 
arrest. 

This is one example of the chaos created by rigid inflexible protocols. Doctors are not treating the patient, they are 
just following a protocol. My husband would be alive if the hospital would have followed the FLCCC protocol. My 
husband would be alive if I was allowed to visit and advocate for him. My husband would be alive if the hospital 
would have treated him like a human being instead of another statistic. I was repeatedly lied to and no one is being 
held accountable. Hospital protocols killed my husband and thousands of Covid patients because of rigid 
inflexibility. Members of the Virginia Department of Health are also responsible because you refused to took at the 
evidence in support of alternative treatment. The FLCCC protocol and other protocols save lives and you refused to 
listen to international experts working within the state of Virginia. Your arrogance is shameful. 
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Hello VDH Members and Commissioner Greene. 

I'm Tricia Stall, from Mathews County, a retired RN & Virginia Medical Freedom Alliance member advocating 

for all Virginians in support of Medical Freedom. 

I personally lost 3 dear hospitalized friends, 2 in Sentara & one at Riverside, due to improper care, including 

"standardized Covid care protocols" promulgated by the CDC and NIH. It is heartbreaking to accept that these 

precious friends died needlessly due to rigid adherence to delayed treatment with novel, risky and expensive 

patented drugs. Early treatment with safe and inexpensive off-patent medications and nutritional therapies 

that are proven effective might have avoided hospitalization and death entirely. For example, I & my 90 yo 

"diabetic" mother contracted Covid in June 25 & responded quickly WITHOUT hospitalization thanks to having 

ivermectin available at symptom onset. 

This is a critical time in Virginia to support Medical Freedom for all Virginians. That includes stopping "public 

health" bureaucrats, hospital systems and pharmacies from using chilling intimidation and retribution, 

including loss of licensure or employment, to essentially prohibit doctors from rendering individualized, ethical 

patient care based on their professional experience. It also chills Pharmacists from actually filling doctor's valid 

prescriptions. VAMFA supports the unrestricted availability of and access to all preventive and treatment 

options by all patients and doctors in Virginia. The declaration of a so-called public health "emergency'' does 

not give government the authority to interfere with the private doctor-patient relationship. It does not permit 

government to violate the fundamental and inalienable human right of personal informed choice about bodily 

autonomy. 

I implore each of you to please participate in or at least attend the Virginia Covid Management Public Forum 

on Oct 1 from 1-4:00 pm at Life Church, 8378 Atlee Rd., Mechanicsville. It is one way to help fulfill your VDH 

mission to be responsive to we the people of Virginia. 

Thank you. 

























































 

 

 

COMMONWEALTH of VIRGINIA 
Department of Health 

Colin M. Greene, MD, MPH P O BOX 2448 TTY 7-1-1 OR  
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MEMORANDUM 

 
  
 
DATE:  November 7, 2022 
 
TO:  Virginia State Board of Health 
 
FROM: Julie Henderson, Director; Office of Environmental Health Services 
 
SUBJECT: (Fast Track Action - Amend Rules and Regulations Governing Campgrounds 
(12VAC5-450) Amend Regulations: Temporary Campground Water Quality/Handwashing 
Stations) 
              
 
Enclosed for your review is a Fast Track Action to amend the Rules and Regulations Governing 
Campgrounds (12VAC5-450) to clarify standards for water storage and distribution at temporary 
campgrounds. Temporary campgrounds are those associated with temporary events, such as 
fairs, festivals, or music concerts. These events often do not have permanent infrastructure, and 
thus basic sanitation needs are met through the use of portable toilets, and often, portable hand 
washing sinks. The current regulations provide that any tanks, hoses, or appurtenances that are 
used to distribute water shall be of “food-grade construction”; current industry design of the 
majority of portable hand washing sinks do not meet this requirement. The proposed regulatory 
amendment will exempt portable handwashing sinks from being of food grade construction, 
require water used in handwashing sinks to maintain certain water quality standards, and have 
signage informing the public that water hand washing stations is not for human consumption.  
 
The Virginia Department of Health recommends that the Board act pursuant to its authority 
provided in § 35.1-11 of the Code of Virginia, and approve the Fast Track actions. Should the 
Board of Health approve the Fast Track action, it will be submitted for Executive Branch review. 
Following Executive Branch review and approval, the proposed regulations will be published in 
the Virginia Register of Regulations and on the Virginia Regulatory Town Hall website and a 30 
day public comment period will begin. Fifteen days after the close of the public comment period 
the Regulations will become effective. 
 

http://vdhweb.vdh.virginia.gov/wp-content/uploads/2018/03/VDH-blue.png
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Fast-Track Regulation 
Agency Background Document 

 
 

Agency name State Board of Health 
Virginia Administrative Code 

(VAC) Chapter citation(s)  
12 VAC5-450-187 

VAC Chapter title(s) Rules and Regulations for Campgrounds 
Action title Fast-track Amendments: Temporary Campground Water 

Quality/hand washing Sinks 
Date this document prepared Oct 25, 2022 

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the 
Virginia Administrative Process Act (APA), Executive Order 19 (2022) (EO 19), any instructions or procedures issued 
by the Office of Regulatory Management (ORM) or the Department of Planning and Budget (DPB) pursuant to EO 19, 
the Regulations for Filing and Publishing Agency Regulations (1 VAC 7-10), and the Form and Style Requirements 
for the Virginia Register of Regulations and Virginia Administrative Code. 

 

 
Brief Summary 

[RIS1]  
 

Provide a brief summary (preferably no more than 2 or 3 paragraphs) of this regulatory change (i.e., new 
regulation, amendments to an existing regulation, or repeal of an existing regulation). Alert the reader to 
all substantive matters. If applicable, generally describe the existing regulation.  
              
 
The Virginia Department of Health (VDH) seeks to amend the Rules and Regulations Governing 
Campgrounds (12VAC5-450; hereinafter referred to as ‘Regulations’) to clarify standards for water 
storage and distribution at temporary campgrounds. Temporary campgrounds are those associated with 
temporary events, such as fairs, festivals, or music concerts. These events often do not have permanent 
infrastructure, and thus basic sanitation needs are met through the use of portable toilets, and often, 
portable hand washing sinks.  
 
The Regulations provide that any tanks, hoses, or appurtenances that are used to distribute water shall 
be of food-grade construction. This requirement extends to any tanks or appurtenances providing water, 
including those associated with portable hand washing sinks. Current industry design of the majority of 
portable hand washing sinks do not meet this requirement through standard materials and design. As a 
result, the current regulation may discourage the use of portable hand washing sinks, and thus hand 
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washing, at temporary campgrounds. As hand washing is a primary component to reducing 
communicable disease, it is not the goal of the regulation to prohibit or discourage hand washing.  
VDH proposes to amend the Regulations to allow for the use of equipment that is more in line with 
industry standard, less burdensome to regulated entities, while protecting the public through signage 
stating that water in portable handwashing sinks is not for human consumption. 
 

[RIS2] 
Acronyms and Definitions  

 
 

Define all acronyms used in this form, and any technical terms that are not also defined in the 
“Definitions” section of the regulation. 
              
 
“Board” or “State Board” means the State Board of Health.  
 
“VRRM” means the Virginia Register of Regulations Form, Style and Procedure Manual for Publication of 
Virginia Regulations (April 2014).  
 

 
Statement of Final Agency Action 

 
 

Provide a statement of the final action taken by the agency including: 1) the date the action was taken; 2) 
the name of the agency taking the action; and 3) the title of the regulation. 
              
 
 

 
Mandate and Impetus 

[RIS3] 
 

Identify the mandate for this regulatory change and any other impetus that specifically prompted its 
initiation (e.g., new or modified mandate, petition for rulemaking, periodic review, or board decision). For 
purposes of executive branch review, “mandate” has the same meaning as defined in the ORM 
procedures, “a directive from the General Assembly, the federal government, or a court that requires that 
a regulation be promulgated, amended, or repealed in whole or part.”  
 
Consistent with Virginia Code § 2.2-4012.1, also explain why this rulemaking is expected to be 
noncontroversial and therefore appropriate for the fast-track rulemaking process. 
              
 
The amendment was prompted by industry stakeholders notifying local health department staff that the 
food grade equipment requirement for portable hand washing sinks was unattainable, as many portable 
hand washing sinks did not certify equipment to meet such requirements.  
 
This proposed rulemaking is expected to be noncontroversial because it relaxes the requirements related 
to water in portable handwashing sinks and is expected to be welcomed by the regulated industry, 
therefore appropriate for the fast-track process. 
 

[RIS4] 
Legal Basis 

[RIS5] 
 

Identify (1) the promulgating agency, and (2) the state and/or federal legal authority for the regulatory 
change, including the most relevant citations to the Code of Virginia and Acts of Assembly chapter 
number(s), if applicable. Your citation must include a specific provision, if any, authorizing the 
promulgating agency to regulate this specific subject or program, as well as a reference to the agency’s 
overall regulatory authority.   
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The promulgating agency is the State Board of Health.  
 
Section 35.1-11 of the Code of Virginia states:  
 

“The Board shall make, adopt, promulgate, and enforce regulations necessary to carry out the 
provisions of this title and to protect the public health and safety. In promulgating regulations, the 
Board shall consider the accepted standards of health including the use of precautions to prevent 
the transmission of communicable diseases, hygiene, sanitation, safety, and physical plant 
management.” 
 

In addition, subsection A of § 35.1-17 of the Code of Virginia states:  
 

“The regulations of the Board governing campgrounds shall include minimum standards for (i) an 
approved drinking water supply; (ii) an approved sewage disposal system; (iii) an approved solid 
waste disposal system; (iv) the proper maintenance of buildings, grounds, and equipment; (v) 
vector and pest control; (vi) toilet, swimming, and bathing facilities, including shower facilities; (vii) 
effective measures for the control of animals and pets; (viii) appropriate procedures and 
safeguards for hazardous situations, including specifically the maintenance and sale of propane 
gas or other explosives and combustibles; and (ix) a procedure for obtaining a license. B. The 
Board may in its sole discretion prescribe regulations for classes of campgrounds and different 
requirements for each class.” 

 
[RIS6] 

Purpose 
[RIS7] 

 

Explain the need for the regulatory change, including a description of: (1) the rationale or justification, (2) 
the specific reasons the regulatory change is essential to protect the health, safety or welfare of citizens, 
and (3) the goals of the regulatory change and the problems it is intended to solve. 
              
 
The purpose of this regulatory change is to clarify standards for material used in the conveyance and 
storage of hand washing water at temporary campgrounds. Currently, the Regulations require any tanks, 
hoses, or appurtenances used to store or distribute water to be of “food-grade” construction. However, 
most portable hand washing sinks used by industry do not meet this standard. In traditional plumbed 
settings, hand washing water is considered potable water, and thus is required to meet the standard of 
water provided for drinking. In the settings of temporary campgrounds, temporary hand washing sinks, 
when used, provide extra sanitation for campers using portable toilets, but are not used as drinking water 
fountains.   
 
The proposed amendment exempts portable hand washing sinks from meeting the full requirements 
applied to other water provided for drinking or showering in temporary campgrounds. To ensure this 
change has no adverse impact on public health, any portable hand washing sink that does not meet food-
grade standards will be required to post a sign notifying campers not to drink the water.  
 
Without this fast-track amendment, the current language potentially creates a hardship on temporary 
campground operators and portable hand washing sink distributors and service providers, could 
discourage hand washing and the use of hand washing sinks, or unintentionally promote certain brands 
or providers.  
 

[RIS8] 
Substance 

[RIS9] 
Briefly identify and explain the new substantive provisions, the substantive changes to existing sections, 
or both. A more detailed discussion is provided in the “Detail of Changes” section below.   
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The proposed amendment exempts portable hand washing sinks at temporary campgrounds from 
meeting the existing construction requirement for water distribution or storage tanks, while displaying a 
sign stating “Hand washing water is not for drinking.” 
 
 

[RIS10] 
Issues 
[RIS11] 

 

Identify the issues associated with the regulatory change, including: 1) the primary advantages and 
disadvantages to the public, such as individual private citizens or businesses, of implementing the new or 
amended provisions; 2) the primary advantages and disadvantages to the agency or the Commonwealth; 
and 3) other pertinent matters of interest to the regulated community, government officials, and the public. 
If there are no disadvantages to the public or the Commonwealth, include a specific statement to that 
effect.   
              
 
The primary advantage of this regulatory change is additional flexibility provided to campground operators 
and companies that supply portable sanitation facilities. The amendments align requirements to current 
industry standards, while still protecting public health through other existing provisions and the 
requirement for signage. This is not only a benefit to the public, but the agency will benefit from clearer 
and practical standards for portable hand washing sinks. 
 
There are no known or anticipated disadvantages to the public or the Commonwealth associated with the 
proposed changes or pertinent matters of interest to the regulated community, government officials or the 
public. 
 

[RIS12] 

Requirements More Restrictive than Federal 
 

 

Identify and describe any requirement of the regulatory change which is more restrictive than applicable 
federal requirements. Include a specific citation for each applicable federal requirement, and a rationale 
for the need for the more restrictive requirements. If there are no applicable federal requirements, or no 
requirements that exceed applicable federal requirements, include a specific statement to that effect. 
              
 
There are no requirements in this regulatory action that exceed applicable federal requirements. 
 

 
Agencies, Localities, and Other Entities Particularly Affected 

 
 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify any other state agencies, localities, or other 
entities particularly affected by the regulatory change. Other entities could include local partners such as 
tribal governments, school boards, community services boards, and similar regional organizations. 
“Particularly affected” are those that are likely to bear any identified disproportionate material impact 
which would not be experienced by other agencies, localities, or entities. “Locality” can refer to either local 
governments or the locations in the Commonwealth where the activities relevant to the regulation or 
regulatory change are most likely to occur. If no agency, locality, or entity is particularly affected, include a 
specific statement to that effect.  
              
 
Other State Agencies Particularly Affected 
 
There are no other state agencies particularly affected by this regulatory change.  
 
Localities Particularly Affected 
 
There are no localities particularly affected by this regulatory change.  
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Other Entities Particularly Affected 
 
Temporary campground operators, portable hand washing sink distributors, and service providers will be 
affected by this change. 
 

 
Economic Impact 

 
 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify all specific economic impacts (costs and/or 
benefits), anticipated to result from the regulatory change. When describing a particular economic impact, 
specify which new requirement or change in requirement creates the anticipated economic impact. Keep 
in mind that this is the proposed change versus the status quo.  
              
 
Impact on State Agencies 
 

For your agency: projected costs, savings, fees 
or revenues resulting from the regulatory change, 
including:  
a) fund source / fund detail;  
b) delineation of one-time versus on-going 
expenditures; and 
c) whether any costs or revenue loss can be 
absorbed within existing resources 

There are no projected costs, savings, fees or 
revenues anticipated to the agency due to this 
change; temporary campgrounds are 
already regulated and inspected by VDH. 

For other state agencies: projected costs, 
savings, fees or revenues resulting from the 
regulatory change, including a delineation of one-
time versus on-going expenditures. 

There are no projected costs, savings, fees or 
revenues anticipated to other state agencies due 
to this change.  

For all agencies: Benefits the regulatory change 
is designed to produce. 

There are no direct impacts on state agencies, 
with the potential exception of any state agency 
that hosts a temporary campground. These 
agencies may experience benefits as 
campground operators.   

 
Impact on Localities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a or 2) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Projected costs, savings, fees or revenues 
resulting from the regulatory change. 

There are no projected costs, savings, fees or 
revenues anticipated to localities due to this 
change.  

Benefits the regulatory change is designed to 
produce. 

There are no direct impacts on localities, but 
localities hosting temporary campgrounds may 
experience benefits as campground operators. 

 
Impact on Other Entities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a, 3, or 4) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Description of the individuals, businesses, or 
other entities likely to be affected by the 
regulatory change. If no other entities will be 

Temporary campground operators, portable hand 
washing sink distributors and service providers. 
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affected, include a specific statement to that 
effect. 
Agency’s best estimate of the number of such 
entities that will be affected. Include an estimate 
of the number of small businesses affected. 
Small business means a business entity, 
including its affiliates, that: 
a) is independently owned and operated and; 
b) employs fewer than 500 full-time employees or 
has gross annual sales of less than $6 million.   

There were approximately 45 temporary 
campground applications processed in CY 2021, 
and 35 in 2022 to date. VDH does not require 
submission of information regarding the 
ownership status or number of employees. There 
are 408 campgrounds currently permitted in the 
Commonwealth for 2022.  
 
Based on employing 500 or fewer employees, an 
estimated 95 to 100% of these campgrounds are 
small businesses. 

All projected costs for affected individuals, 
businesses, or other entities resulting from the 
regulatory change. Be specific and include all 
costs including, but not limited to: 
a) projected reporting, recordkeeping, and other 
administrative costs required for compliance by 
small businesses; 
b) specify any costs related to the development 
of real estate for commercial or residential 
purposes that are a consequence of the 
regulatory change;  
c) fees;  
d) purchases of equipment or services; and 
e) time required to comply with the requirements. 

There are no projected costs, for affected 
individuals, businesses or other entities resulting 
from the regulatory change for localities.  

Benefits the regulatory change is designed to 
produce. 

Amending the regulations will provide more 
flexibility to campgrounds and companies that 
provide portable sanitation equipment, with no 
negative impact to public health. 

 
 

Alternatives to Regulation 
 

 

Describe any viable alternatives to the regulatory change that were considered, and the rationale used by 
the agency to select the least burdensome or intrusive alternative that meets the essential purpose of the 
regulatory change. Also, include discussion of less intrusive or less costly alternatives for small 
businesses, as defined in § 2.2-4007.1 of the Code of Virginia, of achieving the purpose of the regulatory 
change. 
               
 
This information has been reported in Table 1b of the ORM Economic Impact form. 
 

 
Regulatory Flexibility Analysis 

 
 

Consistent with § 2.2-4007.1 B of the Code of Virginia, describe the agency’s analysis of alternative 
regulatory methods, consistent with health, safety, environmental, and economic welfare, that will 
accomplish the objectives of applicable law while minimizing the adverse impact on small business.  
Alternative regulatory methods include, at a minimum: 1) establishing less stringent compliance or 
reporting requirements; 2) establishing less stringent schedules or deadlines for compliance or reporting 
requirements; 3) consolidation or simplification of compliance or reporting requirements; 4) establishing 
performance standards for small businesses to replace design or operational standards required in the 
proposed regulation; and 5) the exemption of small businesses from all or any part of the requirements 
contained in the regulatory change. 



Town Hall Agency Background Document     Form:  TH-04 
 

7 
 

               
 
This analysis has been reported in Table 1b of the ORM Economic Impact form. 
 

 
Public Participation 

 
 

Indicate how the public should contact the agency to submit comments on this regulation, and whether a 
public hearing will be held, by completing the text below. 
 
Consistent with  § 2.2-4011 of the Code of Virginia, if an objection to the use of the fast-track process is 
received within the 30-day public comment period from 10 or more persons, any member of the 
applicable standing committee of either house of the General Assembly or of the Joint Commission on 
Administrative Rules, the agency shall: 1) file notice of the objections with the Registrar of Regulations for 
publication in the Virginia Register and 2) proceed with the normal promulgation process with the initial 
publication of the fast-track regulation serving as the Notice of Intended Regulatory Action. 
               
 
If you are objecting to the use of the fast-track process as the means of promulgating this regulation, 
please clearly indicate your objection in your comment. Please also indicate the nature of, and reason for, 
your objection to using this process. 
 
The Virginia Department of Health is providing an opportunity for comments on this regulatory proposal, 
including but not limited to (i) the costs and benefits of the regulatory proposal and any alternative 
approaches, (ii) the potential impacts of the regulation, and (iii) the agency's regulatory flexibility analysis 
stated in this background document. 
 
Anyone wishing to submit written comments for the public comment file may do so through the Public 
Comment Forums feature of the Virginia Regulatory Town Hall website at: https://townhall.virginia.gov. 
Comments may also be submitted by mail, email or fax to  
Briana Bill  
109 Governor Street Richmond, VA 23235 
(804) 584-6340 
Fax number (804) 864-7475  
briana.bill@vdh.virginia.gov.  
 
In order to be considered, comments must be received by 11:59 pm on the last day of the public 
comment period. 
 

 
Detail of Changes 

 
 

List all regulatory changes and the consequences of the changes. Explain the new requirements and 
what they mean rather than merely quoting the text of the regulation. For example, describe the intent of 
the language and the expected impact. Describe the difference between existing requirement(s) and/or 
agency practice(s) and what is being proposed in this regulatory change. Use all tables that apply, but 
delete inapplicable tables. 
                
 
If an existing VAC Chapter(s) is being amended or repealed, use Table 1 to describe the changes 
between existing VAC Chapter(s) and the proposed regulation. If existing VAC Chapter(s) or sections are 
being repealed and replaced, ensure Table 1 clearly shows both the current number and the new number 
for each repealed section and the replacement section. 
 
Table 1: Changes to Existing VAC Chapter(s) 
 

https://townhall.virginia.gov/
mailto:briana.bill@vdh.virginia.gov
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Current 
chapter-
section 
number 

New 
chapter-
section 
number, if 
applicable 

Current requirements in 
VAC 

Change, intent, rationale, and likely 
impact of new requirements 

12VAC5-
450-187 

 This section provides 
standards for temporary 
campgrounds. 
 
Currently, the tanks, hoses, 
or appurtenances that are 
used to distribute water are 
required to be of food-grade 
construction, be disinfected 
between uses, and be 
protected from contamination 
and backflow 

Change: Portable hand washing sinks 
are exempted from the requirement that 
tanks, hoses, or appurtenances used to 
distribute water be of food-grade 
construction, disinfected between uses, 
and protected from contamination and 
backflow. A requirement is added that 
the sinks maintain a one-parts-per million 
free chlorine residual, and display a sign 
stating "Hand washing water is not for 
drinking." Additionally, text amended to 
update regulatory citations, to comply 
with VRRM style requirements, and 
grammatical edits. 
 
 
Intent: To exempt portable handwashing 
sinks from unnecessary regulatory 
requirements. 
 
Rationale: Current regulation limits the 
use of tanks and accessories used to 
transport and convey water, including 
portable hand washing sinks at 
temporary campgrounds, to those made 
out of food grade material. This is not the 
industry standard for portable hand 
washing sinks and may negatively 
impact small business, with no 
associated public health rationale, as 
portable hand washing sinks are not 
used as drinking water fountains. The 
proposed language is in line with 
industry practice and easily understood. 
 
Impact: It will add flexibility for 
campground operators when procuring 
portable hand washing sinks, remove a 
limitation to businesses that rent portable 
sanitation equipment, and align 
regulations with industry standards. It is 
expected that more temporary 
campgrounds may elect to provide 
portable hand washing sinks due to the 
reduced regulatory requirements.  
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Project 7315 - Fast-Track 1 

Department of Health 2 

Amend Regulations: Temporary Campground Water Quality/Handwashing Stations 3 
12VAC5-450-187. Temporary campgrounds.  4 

Temporary campgrounds, A temporary campground, as permitted under pursuant to 5 
12VAC5-450-40 F, shall be exempt from the following requirements of this chapter: 6 

1. Density The density, size, and designation requirements of 12VAC5-450-70 B through 7 
D. However, temporary campgrounds A permit holder shall establish a maximum 8 
number of campsites and campers. Temporary campground permit holders shall; ensure 9 
that the size, location, and orientation of campsites do not prohibit the safe and timely 10 
evacuation of campsites in the event of an emergency,; and ensure that vehicular traffic 11 
routes and parking are located where they do not endanger pose a safety risk to 12 
campers. 13 
2. Permanent The permanent water supply requirements of 12VAC5-450-80. 14 

a. If the permit holder provides potable water is provided in the form of a waterworks 15 
or private well, then it must the potable water shall comply with 12VAC5-450-80 A, B, 16 
and D through I. If no piped water source is provided, then the permit holder shall 17 
make available bottled water that complies with 21 CFR Part 129 shall be available, 18 
and shall advertise the unavailability of piped water must be advertised to campers 19 
prior to the time of the temporary camping event. 20 
b. Water may be transported in from a source that meets If the permit holder 21 
provides water that is transported to a temporary campground, the source of the 22 
water shall meet the requirements of 12VAC5-450-80 A. Water shall be The permit 23 
holder shall ensure that water is transported in tanks of food-grade construction and 24 
maintain maintains a one-parts-per-million chlorine residual. With the exception of 25 
portable hand washing sinks, the permit holder shall ensure that Any tanks, hoses, or 26 
appurtenances that are used to distribute water shall be are of food-grade 27 
construction, be disinfected between uses, and be protected from contamination and 28 
backflow. 29 
c. If the permit holder provides portable hand washing sinks, the permit holder shall 30 
ensure that the sink water maintains a one-parts-per million chlorine residual, and 31 
shall display a sign stating "Hand washing water is not for drinking." 32 

3. The dump station and slop sink requirements of 12VAC5-450-90 D, E, and G. 33 
a. Greywater disposal barrels or approved equivalents shall be provided and 34 
serviced during the event unless all of the following conditions apply: (i) piped water 35 
is not available, (ii) portable showers and handwashing sinks are provided, and (iii) 36 
cooking and campfires are prohibited. Only water from cooking, washing, or bathing 37 
shall be disposed of in greywater barrels. 38 
b. a. If self-contained camping units are present at the campground, the permit 39 
holder shall ensure that a sewage handler who possesses a valid sewage handling 40 
permit as required by 12VAC5-610 and any license required by the Board for 41 
Waterworks and Wastewater Works Operators and Onsite Sewage System 42 
Professionals Licensing Regulations (18VAC160-40 et seq.) and Title 54.1 of the 43 
Code of Virginia shall be is available to pump holding tanks as appropriate during the 44 
event. Sewage handlers must possess a valid sewage handling permit as required 45 
by 12VAC5-610 and any licensure required by the Board for Waterworks and 46 
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Wastewater Works Operators and Onsite Sewage Professionals in accordance with 47 
that board's regulations (18VAC160-30 and 18VAC160-40) and Title 54.1 of the 48 
Code of Virginia. 49 
b. The permit holder shall service and provide greywater slop sinks or disposal 50 
barrels at least daily during an event held at a temporary campgrounds when: 51 
(1) Piped water is not available; 52 
(2) Portable showers and hand washing sinks are provided; and 53 
(3) Cooking and campfires are prohibited.  54 
The permit holder shall ensure that water from cooking, washing, or bathing is 55 
disposed of in greywater barrels. 56 

4. Permanent The permanent sanitary facility requirements in 12VAC5-450-100 A, B, 57 
and I. However, The permit holder shall provide portable toilet facilities shall be provided 58 
at the ratio of at least one toilet for every 75 campers, and shall ensure that at least one 59 
toilet shall comply complies with the Americans with Disabilities Act (42 USC § 12101 et 60 
seq.). No campsite shall may be farther than 500 feet from any a portable toilet. Portable 61 
sinks and showers are not required, although The permit holder shall provide hand 62 
sanitizer must be provided in all portable toilets where if portable sinks are not provided. 63 
All portable units shall be serviced The permit holder shall ensure that the portable 64 
sanitary facilities are serviced at least daily during the event unless the applicant or 65 
permit holder can demonstrate that they are provided in numbers significant there are 66 
enough portable sanitary facilities to warrant a reduced-maintenance service schedule. If 67 
the temporary campground has permanent bathroom facilities, the facilities may count 68 
towards the required number of portable toilets. Campers The permit holder may 69 
exclude campers who will be camping in self-contained camping units shall not be 70 
counted toward from the total number of campers in for the purposes of calculating the 71 
required number of portable toilets. 72 

Statutory Authority  73 
§ 35.1-11 and 35.1-17 of the Code of Virginia. 74 
Historical Notes  75 
Derived from Virginia Register Volume 35, Issue 5, eff. November 28, 2018. 76 
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Office of Regulatory Management 

Economic Review Form 

Agency name Virginia Department of Health  
Virginia Administrative 

Code (VAC) Chapter 
citation(s)  

 12 VAC 5-450  

VAC Chapter title(s) Rules and Regulations Governing Campgrounds 
Action title Fast-track Amendments: Temporary Campground Water 

Quality/Hand Washing Sinks 
Date this document 

prepared 
October 25, 2022 

 

Table 1a: Costs and Benefits of the Proposed Changes (Primary Option) 
(1) Direct Costs 
& Benefits 

● This action would exempt portable hand washing sinks from the 
requirement that any tanks, hoses, or appurtenances that are 
used to distribute water shall be of food grade construction 
Temporary Campgrounds (12VAC5-450-187). 
 
Direct Costs: The only potential direct cost associated with the 
proposed change would be the purchasing of the signage to be 
required if a temporary campground uses portable hand washing 
sinks without food-grade water equipment. On average the sign is 
$16.00.  
 
Direct Benefits: As hand washing is a primary component to 
reducing communicable disease, it is not the intention of the 
Virginia Department of Health to prohibit or discourage 
handwashing. The benefit is the allowance to use equipment that is 
more in line with industry standard and less burdensome to the 
regulant population, while protecting the public through 
encouraging handwashing, ensuring portable hand washing sinks 
meet adequate disinfection requirements, and requiring signage 
informing the public that water used for hand washing is not for 
human consumption. The use of portable hand washing sinks is not 
required at temporary campgrounds, however, if used, the 
campground operator must comply with regulatory requirements 
that currently restrict the water equipment to certain standards and 
potentially increase the cost burden to provide a public health 
amenity that many campground operators and patrons want or 
expect at a temporary campground. In the settings of temporary 
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campgrounds, temporary hand washing sinks, when used, provide 
extra sanitation for campers using portable toilets, but are not used 
as drinking water fountains. 
 
Cost Calculation 

● Average cost of portable food-grade sink: $1,519 
Number of temporary campgrounds as of September, 
2022: 35 
($1,519 * 35=$53,165) 
*This is an estimate at a rate of one food-grade sink per 
temporary campground 

 
● Average cost of portable non food-grade sink: $1,031.25 

Number of temporary campgrounds as of September, 
2022: 35 
($1,031.25 * 35=$36,093.75) 
 
*This is an estimate at a rate of one non food-grade sink 
per temporary campground 
 

● The difference in costs of portable food-grade and non-
food grade sinks: $17,071.25 yearly or $487.75 per unit.  

 
 

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  

Direct Costs (a) $5,600 = (10 years, $16 
per sign, ~35 temp. 
campgrounds per year) 

(c) $4,920 
 

Direct Benefits (b) $170,713 (10 years, 
$487.76 per unit, 35 temp. 
campgrounds) 

(d) $149,990 

(3) Benefits-
Costs Ratio 

 
30.48 

(4) Net 
Benefit 

$145,070 
 

  

(5) Indirect 
Costs & 
Benefits 

Indirect Costs: The agency is unable to determine possible indirect costs 
associated with the proposed regulatory change as the change would reduce 
restrictions on providing portable hand washing sinks and therefore 
improve and increase the ability for use at temporary campgrounds.  
 
Indirect Benefits: Indirect benefits include removing the burden of 
complying with outdated requirements that do not align with current 
industry practices and added clarity to operational requirements that 
improve campground performance and protection of the health and safety 
of campers and the public. In addition, campground operators and 
companies that supply portable sanitation facilities may save an average of 
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$488 per portable sink by not replacing existing sinks that do not meet 
existing regulatory requirements.  

(6) Information 
Sources 

Monetary value of portable hand washing sinks gathered from online 
research (Poly John, MOBI, Monsam, Cambro, and Regency) and industry 
representative outreach (Crown Verity, Satellite,) to determine food grade 
construction and estimated cost per unit.  
 
The chart below provides additional information on the various types of 
handwashing stations and their costs.  
 
 
”USDA” means United States Department of Agriculture 
“FDA” means Food and Drug Administration 
“NSF” means National Science Foundation 
 
 
Manufacturer USDA 

Food 
Grade? 

FDA  
Food 
Grade? 

NSF 
Listed? 

Average 
Cost? 

Spec 
Sheet 
Provided? 

PolyJohn No No No $700 Link 

Crown Verity No Yes Yes- 
NSF/ANSI
-2 

$1600 Link 

MOBI No No No $525 Link 

Monsam No Yes Yes $2191 Link 

Satellite No Yes- 
Resin 
Only 

Yes- 
Resin 
Only 

$766 Link 

Cambro No No No $1200 Link 

Regency No No No $1700 Link 

 
 

(7) Optional None 

 

 

Table 1b: Costs and Benefits under the Status Quo (No change to the regulation) 

https://drive.google.com/open?id=18z0cdT10dJ4tq_DgQlm96Z51mzbPIDTE
https://drive.google.com/open?id=1IEOoYKOCPG-IkMZPaFx5BhZ0p0g-jCtc
https://drive.google.com/open?id=1PeapXhO1w5tW2C7IrB5bJTGQOXVvvMbT
https://drive.google.com/file/d/1n34JInn9UC6nxhiTsW8-HLxiyT4P9UHc/view?usp=sharing
https://drive.google.com/open?id=1CTewXgV0F3uBLMdEeuLgLxTGgCLuYKTv
https://assets.katomcdn.com/raw/upload/v1642075252/products/144/144-MHWS18PER100/144-MHWS18PER100.pdf
https://www.webstaurantstore.com/documents/specsheets/regency_tables_sinks_600phs24c.pdf
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This table addresses current requirements and the implications of not making any changes. In 
other words, describe the costs and benefits of maintaining the current regulatory requirements 
as is.  
 
(1) Direct Costs 
& Benefits 

● Current regulations for temporary campgrounds require that 
any tanks, hoses, or appurtenances that are used to distribute 
water shall be of food grade construction. 
 
Direct Costs: Current industry design of the majority of portable 
hand washing sinks do not meet current regulatory construction 
requirements through standard materials and design, and may in 
effect discourage the use of such sinks, and thus prohibit or 
discourage handwashing at temporary campgrounds. The agency is 
unable to determine the direct monetary cost of reduced hand 
washing at temporary campgrounds but attests that the reduction of 
hand washing may jeopardize the safety, health and welfare of the 
public. Requiring portable hand washing sinks to be food grade 
would limit campground operators to select vendors, and may in 
effect, limit and target the market to specific providers. The ability 
to determine if a portable hand washing sink is of food grade 
construction can be difficult as various components of the sink 
design may be of different materials and certification, further 
burdening the industry on meeting compliance with the regulation. 
 
Cost Calculation 

● Average cost of portable food-grade sink: $1,519 
Number of temporary campgrounds as of September, 
2022: 35 
($1,519 * 35=$53,165) 

 
*This is an estimate at a rate of one food-grade sink per 
temporary campground.  

 
Direct Benefits: The agency did not identify a direct benefit of 
maintaining the current regulation related to portable hand washing 
sinks at temporary campgrounds.  

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  

Direct Costs (a) $531,650 (10 yrs, $53,165 
per year) 

(c) $467,113 
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Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

 
0 

(4) Net 
Benefit 

 
-$467,113 

  

(5) Indirect 
Costs & 
Benefits 

Indirect Costs: Indirect costs may include unnecessary operational burden 
on temporary campground operations related to portable hand washing 
sinks. Maintaining the status quo could result in campground operators or 
companies that supply portable sanitation facilities having to replace 
existing sinks that do not meet existing regulatory requirements. 
 
Indirect Benefits: No indirect benefits were identified if the regulations 
were retained.  

(6) Information 
Sources 

Same as Table 1.a(6) 

(7) Optional None 

 
Table 1c: Costs and Benefits under an Alternative Approach 
This table addresses an alternative approach to accomplishing the objectives with different 
requirements. These alternative approaches may include the use of reasonably available 
alternatives in lieu of regulation, or information disclosure requirements or performance 
standards instead of regulatory mandates. 
 
(1) Direct Costs 
& Benefits 

● This action requires the posting of a sign to inform the public 
the water in a portable handwashing station is not for human 
consumption. One alternative to the proposed regulations to 
remove the requirement of signage informing the public the 
water in a portable hand washing station is not for human 
consumption. Temporary Campgrounds (12VAC5-450-187). 

o Direct Costs: No direct quantitative costs were identified if 
the above proposed alternative is adopted. However, the 
consumption of water not intended for human consumption 
may lead to the transmission of disease, and without signage, 
the public may drink water from the sinks. Waterborne 
infection and diseases could result in significant burden on 
health and healthcare spending1. 
 

o Direct Benefit: The average cost of a sign is $16.00 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
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Direct Costs (a) $0.00 (c) $0.00 

Direct Benefits (b) $5,600 = (10 years, $16 
per sign, ~35 temp. 
campgrounds per year) 

(d) $4,920 

(3) Benefits-
Costs Ratio 

 
$0 

(4) Net 
Benefit 

 
$4,920 

  

(5) Indirect 
Costs & 
Benefits 

Indirect Costs: The agency is unable to determine any indirect cost 
associated with adopting the proposed alternative.  
 
Indirect Benefits: The agency is unable to determine any indirect benefit 
associated with adopting the proposed alternative.  
 

(6) Information 
Sources 

1Collier, Sarah A et al. “Estimate of Burden and Direct Healthcare Cost of 
Infectious Waterborne Disease in the United States.” Emerging infectious 
diseases vol. 27,1 (2021): 140-149. doi:10.3201/eid2701.190676 

(7) Optional N/A 

 

 
Table 2: Impact on Local Partners 
(1) Direct Costs 
& Benefits 

Direct Costs: Local partners or authorities such as the Virginia Restaurant, 
Lodging and Travel Association or Virginia Campground Association may 
be affected by this action in regards to notification and support to their 
constituents. Local and tribal governments, school divisions or other 
authorities are likely not affected by this action, unless they implement a 
local ordinance or other code specific to temporary campground facilities 
and portable hand washing provisions.  
 
Direct Benefits:  No indirect benefits were identified for local partners.  

  

(2) Quantitative 
Factors  Estimated Dollar Amount 

Direct Costs (a) N/A 

Direct Benefits (b) N/A 

  

(3) Indirect 
Costs & 
Benefits 

Indirect Costs: The agency is unable to determine any indirect cost to local 
partners associated with this proposed amendment.  
 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7774540/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7774540/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7774540/
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Indirect Benefits: Potential indirect benefits to local partners associated 
with this proposed amendment may include improved public health 
protections during temporary events that involve permitted temporary 
campgrounds. The ability to easily provide portable hand washing sinks 
could improve event operations and public perception and approval through 
the providing of hand washing opportunities that increases public comfort 
and trust of an event, location, and community partners.  

(4) Information 
Sources 

N/A 

(5) Assistance N/A 

(6) Optional N/A 

 

Table 3: Impact on Families 
(1) Direct Costs 
& Benefits 

Direct Costs: The agency did not identify any direct costs to families 
related to the proposed amendment.  

 
Direct Benefits: The agency did not identify any direct benefits to families 
related to the proposed amendment. 

  

(2) Quantitative 
Factors  Estimated Dollar Amount 

Direct Costs (a) N/A 

Direct Benefits (b) N/A 

  

(3) Indirect 
Costs & 
Benefits 

Indirect Costs: The agency is unable to determine the indirect cost to 
families regarding the proposed amendment.  

 
Indirect Benefits: The potential indirect benefits to families could include 
increased opportunities to wash hands during temporary camping events 
and thus improve the health and safety of the family.  

(4) Information 
Sources 

N/A 
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(5) Optional N/A 

 

Table 4: Impact on Small Businesses 
(1) Direct Costs 
& Benefits 

Direct Costs: The agency did not identify any direct costs to small 
businesses related to this change. 
 
Direct Benefits: The direct benefits of amending the regulations to small 
businesses may include less regulatory burden, and therefore less potential 
cost to provide a public health amenity at temporary campgrounds that is 
often expected by the public. The agency is recommending the regulation 
be amended to minimize the economic impact on small businesses while 
maintaining appropriate regulatory standards to ensure the safety, health, 
and welfare of the public. 
 

  

(2) Quantitative 
Factors  Estimated Dollar Amount 

Direct Costs (a) N/A 

Direct Benefits (b) N/A 

  

(3) Indirect 
Costs & 
Benefits 

Indirect Costs: The agency did not identify any indirect costs to small 
businesses associated with the change. 

  
Indirect Benefits: Indirect benefits may include the removal of 
unnecessary operational burden on temporary campground operations that 
could be reduced or removed through the proposed amendments. Amending 
the regulations may also reduce expenditures necessary to meet the current 
regulatory requirements. 

(4) Alternatives Alternatives to an amendment would include no action and to retain the 
regulation as is. As stated, this lack of change may maintain a status quo 
that is burdensome for the campground industry and small business. 
Review and consideration of amendments to the regulations is the only way 
for Virginia to stay current with industry standards and to ensure that the 
agency’s statutory requirements are executed in the least burdensome and 
most efficient and cost-effective manner possible while protecting the 
health, safety and welfare of the citizens of Virginia. 

(5) Information 
Sources 

N/A 
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(6) Optional N/A 

 

Changes to Number of Regulatory Requirements 

For each individual VAC Chapter amended, repealed, or promulgated by this regulatory action, 
list (a) the initial requirement count, (b) the count of requirements that this regulatory package is 
adding, (c) the count of requirements that this regulatory package is reducing, (d) the net change 
in the number of requirements. This count should be based upon the text as written when this 
stage was presented for executive branch review. Five rows have been provided, add or delete 
rows as needed.  

Table 5: Total Number of Requirements 

 Number of Requirements 
Chapter number Initial Count Additions Subtractions Net Change 
450 0 1 1 0 

 



 

 

 

COMMONWEALTH of VIRGINIA 
Department of Health 

Colin M. Greene, MD, MPH P O BOX 2448 TTY 7-1-1 OR  
State Health Commissioner RICHMOND, VA 23218 1-800-828-1120 

 
MEMORANDUM 

 
  
 
DATE:  November 7, 2022 
 
TO:  Virginia State Board of Health 
 
FROM: Seth Austin, Director, Office of Vital Records 
 
SUBJECT: Amending regulations following statutory changes – 12VAC5-550 
 
              
 
Enclosed for your review are Fast Track amendments to the Board of Health Regulations 
Governing Vital Records (12VAC5-550-5 et seq.) 
 
The purpose of the proposed amendments is to update definitions in the Virginia Administrative 
Code to provide clarity to Virginia regulations; repeal sections that are not regulatory in nature; 
updates forms used by sections impacted by the action; and conforms the requirements of the 
following sections to the Code of Virginia:  
 

• 12VAC5-550-440, 12VAC5-550-450, 12VAC5-550-460: Amending death certificates 
and requirements to conform with §32.1-269.1 

• 12VAC5-550-125:  Stillbirth certificate fee removal to conform with §32.1-.258.1 
• 12VAC5-550-520: Updating fees for vital records requests, amendments or delayed 

registrations to conform with §32.1-273 
• 12VAC5-550-320:  Change of sex on birth certificate requirements to conform with 

§32.1-261 
• 12VAC5-550-130:  Removing the item “race” on marriage and divorce certificates to 

conform with §§32.1-267, 32.1-268 and 32.1-268.1 
 
The Board of Health is requested to approve the Fast Track Action; if approved it shall be 
published in the Virginia Register of Regulations. This will initiate a 30-day public comment 
period. The regulations become effective 15-days after the public comment period ends unless 
there is objection pursuant to Va. Code § 2.2-4012.1; in which case the Fast Track regulation 
will serve as Notice of Intended Regulatory Action and the standard rulemaking process shall be 
followed to promulgate the regulation. 

http://vdhweb.vdh.virginia.gov/wp-content/uploads/2018/03/VDH-blue.png
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Fast-Track Regulation 
Agency Background Document 

 
 

Agency name State Board of Health 
Virginia Administrative Code 

(VAC) Chapter citation(s)  
12VAC5-550 

VAC Chapter title(s) Board of Health Regulation Governing Vital Records 
Action title Amend Regulations Following Statutory Changes 

Date this document prepared 11-14-2022 

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the 
Virginia Administrative Process Act (APA), Executive Order 19 (2022) (EO 19), any instructions or procedures issued 
by the Office of Regulatory Management (ORM) or the Department of Planning and Budget (DPB) pursuant to EO 19, 
the Regulations for Filing and Publishing Agency Regulations (1 VAC 7-10), and the Form and Style Requirements 
for the Virginia Register of Regulations and Virginia Administrative Code. 

 

 
Brief Summary  

[RIS1]  
 

Provide a brief summary (preferably no more than 2 or 3 paragraphs) of this regulatory change (i.e., new 
regulation, amendments to an existing regulation, or repeal of an existing regulation). Alert the reader to 
all substantive matters. If applicable, generally describe the existing regulation.  
              
 
The purpose of the proposed amendments is to amend the Regulations to reflect several recent changes 
in the Code of Virginia, including changes to §32.258.1, §32.1-269.1, §32.1-261, and §32.1-267. Several 
sections will be repealed, as these sections were not regulatory in nature. The amendment to 12VAC5-
550-520 changes the certification fee from $10 to $12 because this fee was changed in the Code and 
implemented several years ago.  
 
Chapter 171 of the 2022 Acts of Assembly removed the authority to charge a fee to obtain a stillbirth 
certificates. The business operations of the Office of Vital Records have already been changed to 
conform to the new law, but the regulations have not yet been changed. Chapters 209, 210, and 211 of 
the 2020 Acts of Assembly removed race from the data to be collected regarding marriages, divorces, 
and annulments. Chapters 465 and 466 of the 2020 Acts of Assembly amended the process to change 
one’s sex on a birth certificate. Chapters 116 and 117 of the 2022 Acts of Assembly changed the process 
and timelines associated with amending a death certificate.  
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The amendments improve the regulatory language used in the Virginia Administrative Code so that both 
the public and government organizations have better direction concerning the responsibilities and 
requirements needed to perform their duties. This should reduce time spent dealing with challenges to 
processes that are presented by members of the public and will make the operations of the Office of Vital 
Records more efficient. 
 

[RIS2] 
Acronyms and Definitions  

 
 

Define all acronyms used in this form, and any technical terms that are not also defined in the 
“Definitions” section of the regulation. 
              
 
There are no acronyms used in this Agency Background Document that are not also defined in the 
“Definitions” section of the regulation. 
 

 
Statement of Final Agency Action 

 
 

Provide a statement of the final action taken by the agency including: 1) the date the action was taken; 2) 
the name of the agency taking the action; and 3) the title of the regulation. 
              
 
 

 
Mandate and Impetus  

[RIS3] 
 

Identify the mandate for this regulatory change and any other impetus that specifically prompted its 
initiation (e.g., new or modified mandate, petition for rulemaking, periodic review, or board decision). For 
purposes of executive branch review, “mandate” has the same meaning as defined in the ORM 
procedures, “a directive from the General Assembly, the federal government, or a court that requires that 
a regulation be promulgated, amended, or repealed in whole or part.”  
 
Consistent with Virginia Code § 2.2-4012.1, also explain why this rulemaking is expected to be 
noncontroversial and therefore appropriate for the fast-track rulemaking process. 
              
 
Chapter 171 (2022) removed the authority to charge a fee to obtain a stillbirth certificates. Chapters 209, 
210, and 211 (2020) removed race from the data to be collected regarding marriages, divorces, and 
annulments. Chapters 465 and 466 (2020) amended the process to change one’s sex on a birth 
certificate. Chapters 116 and 117 (2022) changed the process and timelines associated with amending a 
death certificate. Additionally, sections 20, 30, 50, and 60 will be repealed because the provisions do not 
meet the statutory definition of a “regulation” in § 2.2-4001.  
 
The rulemaking is expected to be non-controversial because the substantive changes being made are to 
comply with changes to the Code of Virginia. Additionally, the style and form changes are not substantive 
but will make the regulations clearer and more readable for both the public and agency staff. 
 

[RIS4] 
Legal Basis 

[RIS5] 
 

Identify (1) the promulgating agency, and (2) the state and/or federal legal authority for the regulatory 
change, including the most relevant citations to the Code of Virginia and Acts of Assembly chapter 
number(s), if applicable. Your citation must include a specific provision, if any, authorizing the 
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promulgating agency to regulate this specific subject or program, as well as a reference to the agency’s 
overall regulatory authority.   
              
 
The regulation is promulgated by the State Board of Health under the authority of §§ 32.1-12 and 32.1-
250 of the Code of Virginia. 
 
Section 32.1-12 grants the Board of Health the legal authority to make, adopt, promulgate, and enforce 
regulations necessary to carry out the provisions of Title 32.1 of the Code and other laws of the 
Commonwealth administered by it. Section 32.1-250 of the Code of Virginia requires the Board of Health 
to install, maintain and operate the only system of vital records throughout the Commonwealth. 
 
Specific changes being made are authorized by Chapters 209, 210, 211, 465, and 466 (2020) and 116, 
117, and 171 (2022). The fee amount in Section 520 is being updated to reflect the amount in Item 290 A, 
Chapter 2 of the 2022 Acts of Assembly, Special Session I. 
 

[RIS6] 
Purpose 

[RIS7] 
 

Explain the need for the regulatory change, including a description of: (1) the rationale or justification, (2) 
the specific reasons the regulatory change is essential to protect the health, safety or welfare of citizens, 
and (3) the goals of the regulatory change and the problems it is intended to solve. 
              
 
This fast track action is essential to ensure the regulations that govern the business processes of the 
Office of Vital Records are aligned with the Code of Virginia. The Office of Vital records has also 
increased the clarity, accuracy, and completeness of the regulations governing vital records.  
 

[RIS8] 
Substance 

[RIS9] 
Briefly identify and explain the new substantive provisions, the substantive changes to existing sections, 
or both. A more detailed discussion is provided in the “Detail of Changes” section below.   
              
 

• 12VAC5-550-5. Definitions are updated to make the Regulations easier to understand. 
 

• 12VAC5-550-20, 12VAC5-550-30, 12VAC5-550-50, and 12VAC5-550-60 have been repealed. 
These provisions do not meet the statutory definition of a "regulation" in § 2.2-4001 and are 
unnecessary. 
 

• 12VAC5-550-125. Certificate of birth resulting in a stillbirth. The changes remove the fee for this 
type of vital record. 
 

• 12VAC5-550-130. Marriage return and certificate items. The changes identify the specific form 
that will be used for this action, which facilitates the removal of race as a certificate item. 
 

• 12VAC5-550-140. Report of divorce or annulment. The changes identify the specific form that will 
be used for this action, which facilitates the removal of race as a certificate item. 
 

• 12VAC5-550-320. Change of Sex. The changes identify the specific form that will be used for this 
action, clarify the language, and conform the regulation to the Code of Virginia. 
 

• 12VAC5-550-440. Applications for correction. The changes update the timeframe for amending a 
death certificate and clarify how the amendment can be accomplished consistent with the Code. 
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• 12VAC5-550-450. Evidence required for corrections or amendments. The changes add to and 
clarify the requirements for changes made to a death record. 
 

• 12VAC5-550-460. Methods of correcting or altering certificates. The changes define 
“amendment” to bring consistency and clarity to the regulations. 
 

• 12VAC5-550-520. Fees. This fee is being updated to reflect Item 290 A, Chapter 2 of the 2022 
Acts of Assembly, Special Session I. 
 

• 12VAC5-550-9998 FORMS. Forms that are only used internally by OVR staff are being removed, 
the effective dates of all necessary forms are being updated, along with links to the documents. 

 
[RIS10] 
Issues 
[RIS11] 

 

Identify the issues associated with the regulatory change, including: 1) the primary advantages and 
disadvantages to the public, such as individual private citizens or businesses, of implementing the new or 
amended provisions; 2) the primary advantages and disadvantages to the agency or the Commonwealth; 
and 3) other pertinent matters of interest to the regulated community, government officials, and the public. 
If there are no disadvantages to the public or the Commonwealth, include a specific statement to that 
effect.   
              
 
The primary advantages to the public, the agency, and the Commonwealth include the enhanced integrity 
of the regulations governing Vital Records and in turn the system of vital records within the 
Commonwealth. There are no known disadvantages to the public, regulated entities, business entities, or 
the Commonwealth. 
 

[RIS12] 

Requirements More Restrictive than Federal 
 

 

Identify and describe any requirement of the regulatory change which is more restrictive than applicable 
federal requirements. Include a specific citation for each applicable federal requirement, and a rationale 
for the need for the more restrictive requirements. If there are no applicable federal requirements, or no 
requirements that exceed applicable federal requirements, include a specific statement to that effect. 
              
 
There are no requirements of this proposal which are more restrictive than applicable federal 
requirements. 
 

 
Agencies, Localities, and Other Entities Particularly Affected 

 
 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify any other state agencies, localities, or other 
entities particularly affected by the regulatory change. Other entities could include local partners such as 
tribal governments, school boards, community services boards, and similar regional organizations. 
“Particularly affected” are those that are likely to bear any identified disproportionate material impact 
which would not be experienced by other agencies, localities, or entities. “Locality” can refer to either local 
governments or the locations in the Commonwealth where the activities relevant to the regulation or 
regulatory change are most likely to occur. If no agency, locality, or entity is particularly affected, include a 
specific statement to that effect.  
              
 

• Other State Agencies Particularly Affected: No other agency will be affected by these fast track 
amendments. 
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• Localities Particularly Affected: There are no localities that will be affected by these fast track 

amendments. 
 

• Other Entities Particularly Affected: Members of the public filing or amending vital records are 
affected by the process changes – however, because the regulatory changes are to comply with 
previous changes in the Code, no other entity will be affected solely by the regulatory changes. 

 
 

Economic Impact 
 

 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify all specific economic impacts (costs and/or 
benefits), anticipated to result from the regulatory change. When describing a particular economic impact, 
specify which new requirement or change in requirement creates the anticipated economic impact. Keep 
in mind that this is the proposed change versus the status quo.  
              
 
Impact on State Agencies 
 

For your agency: projected costs, savings, fees or 
revenues resulting from the regulatory change, 
including:  
a) fund source / fund detail;  
b) delineation of one-time versus on-going 
expenditures; and 
c) whether any costs or revenue loss can be 
absorbed within existing resources 

The projected cost to the Virginia Department of 
Health to implement and enforce this regulatory 
proposal is negligible. It will not interrupt or affect 
business operations within the Office of Vital 
Records.  

For other state agencies: projected costs, 
savings, fees or revenues resulting from the 
regulatory change, including a delineation of one-
time versus on-going expenditures. 

There is no projected cost to other state agencies 
to implement and enforce this regulatory 
proposal. 

For all agencies: Benefits the regulatory change 
is designed to produce. 

None 

 
Impact on Localities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a or 2) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Projected costs, savings, fees or revenues 
resulting from the regulatory change. 

Implementing and enforcing this regulatory 
proposal will not produce a cost to any localities. 

Benefits the regulatory change is designed to 
produce. 

None 

 
Impact on Other Entities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a, 3, or 4) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Description of the individuals, businesses, or 
other entities likely to be affected by the 
regulatory change. If no other entities will be 
affected, include a specific statement to that 
effect. 

The analysis has been reported in tables 1a, 3, 
and 4 on the ORM Economic Impact form.  
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Agency’s best estimate of the number of such 
entities that will be affected. Include an estimate 
of the number of small businesses affected. Small 
business means a business entity, including its 
affiliates, that: 
a) is independently owned and operated and; 
b) employs fewer than 500 full-time employees or 
has gross annual sales of less than $6 million.   

The analysis has been reported in tables 1a, 3, 
and 4 on the ORM Economic Impact form. 

All projected costs for affected individuals, 
businesses, or other entities resulting from the 
regulatory change. Be specific and include all 
costs including, but not limited to: 
a) projected reporting, recordkeeping, and other 
administrative costs required for compliance by 
small businesses; 
b) specify any costs related to the development of 
real estate for commercial or residential purposes 
that are a consequence of the regulatory change;  
c) fees;  
d) purchases of equipment or services; and 
e) time required to comply with the requirements. 

The analysis has been reported in tables 1a, 3, 
and 4 on the ORM Economic Impact form. 

Benefits the regulatory change is designed to 
produce. 

The analysis has been reported in tables 1a, 3, 
and 4 on the ORM Economic Impact form. 

 
 

Alternatives to Regulation 
 

 

Describe any viable alternatives to the regulatory change that were considered, and the rationale used by 
the agency to select the least burdensome or intrusive alternative that meets the essential purpose of the 
regulatory change. Also, include discussion of less intrusive or less costly alternatives for small 
businesses, as defined in § 2.2-4007.1 of the Code of Virginia, of achieving the purpose of the regulatory 
change. 
               
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables on which it was 
reported. Information provided on that form need not be repeated here. 
 
There are no viable alternatives to the proposal considered. Regulatory action is necessary to make 
corrections to the existing regulations, provide clarification to regulatory language, and add additional 
regulatory sections required by changes to the Code of Virginia. 
 

 
Regulatory Flexibility Analysis 

 
 

Consistent with § 2.2-4007.1 B of the Code of Virginia, describe the agency’s analysis of alternative 
regulatory methods, consistent with health, safety, environmental, and economic welfare, that will 
accomplish the objectives of applicable law while minimizing the adverse impact on small business.  
Alternative regulatory methods include, at a minimum: 1) establishing less stringent compliance or 
reporting requirements; 2) establishing less stringent schedules or deadlines for compliance or reporting 
requirements; 3) consolidation or simplification of compliance or reporting requirements; 4) establishing 
performance standards for small businesses to replace design or operational standards required in the 
proposed regulation; and 5) the exemption of small businesses from all or any part of the requirements 
contained in the regulatory change. 
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No alternative regulatory methods are available to the agency. These changes are being made to comply 
with the Code of Virginia and make non-substantive changes for the purpose of clarity and readability; 
they do not address compliance and reduce reporting requirements, and the regulations do not impact 
small businesses.  
 

 
Public Participation 

 
 

Indicate how the public should contact the agency to submit comments on this regulation, and whether a 
public hearing will be held, by completing the text below. 
 
Consistent with  § 2.2-4011 of the Code of Virginia, if an objection to the use of the fast-track process is 
received within the 30-day public comment period from 10 or more persons, any member of the 
applicable standing committee of either house of the General Assembly or of the Joint Commission on 
Administrative Rules, the agency shall: 1) file notice of the objections with the Registrar of Regulations for 
publication in the Virginia Register and 2) proceed with the normal promulgation process with the initial 
publication of the fast-track regulation serving as the Notice of Intended Regulatory Action. 
               
 
If you are objecting to the use of the fast-track process as the means of promulgating this regulation, 
please clearly indicate your objection in your comment. Please describe the nature of, and reason for, 
your objection to using this process. 
 
The Virginia Department of Health is providing an opportunity for comments on this regulatory proposal, 
including but not limited to (i) the costs and benefits of the regulatory proposal and any alternative 
approaches, (ii) the potential impacts of the regulation, and (iii) the agency's regulatory flexibility analysis 
stated in this background document. 
 
Anyone wishing to submit written comments for the public comment file may do so through the Public 
Comment Forums feature of the Virginia Regulatory Town Hall web site at: https://townhall.virginia.gov. 
Comments may also be submitted by mail, email or fax to  

Yolanda Aponte, Office of Vital Records,  
P. O. Box 1000  
Richmond, VA 23218,  
Phone: (804) 482-7939,  
Fax: (804) 662-6256,  
Email: yolanda.aponte@vdh.virginia.gov.  

In order to be considered, comments must be received by 11:59 pm on the last day of the public 
comment period. 
 

 
Detail of Changes 

 
 

List all regulatory changes and the consequences of the changes. Explain the new requirements and 
what they mean rather than merely quoting the text of the regulation. For example, describe the intent of 
the language and the expected impact. Describe the difference between existing requirement(s) and/or 
agency practice(s) and what is being proposed in this regulatory change. Use all tables that apply, but 
delete inapplicable tables. 
                
 
If an existing VAC Chapter(s) is being amended or repealed, use Table 1 to describe the changes 
between existing VAC Chapter(s) and the proposed regulation. If existing VAC Chapter(s) or sections are 
being repealed and replaced, ensure Table 1 clearly shows both the current number and the new number 
for each repealed section and the replacement section. 
 

https://townhall.virginia.gov/
mailto:yolanda.aponte@vdh.virginia.gov
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Table 1: Changes to Existing VAC Chapter(s) 
 

Current 
chapter-
section 
number 

New 
chapter-
section 
number, if 
applicable 

Current requirements in VAC Change, intent, rationale, and likely 
impact of new requirements 

15VAC5-
550-5 

 “In addition to the words and terms 
defined in § 32.1-249 of the Code of 
Virginia, the following words and 
terms when used in this chapter shall 
have the following meanings unless 
the context clearly indicates 
otherwise: 
… 
"Primary evidence" means valid first-
hand documentation established 
before the registrant's 18th birthday, 
such as school admission records, 
physician's records, immunization 
records, passport, federal census 
abstracts, baptismal records and 
insurance applications. 
"Registrant" means the person whose 
personal information is registered and 
filed in the systems of vital records. 
"Secondary evidence" means valid 
documentation established after the 
registrant's eighteenth birthday such 
as marriage records, child's birth 
certificate, school records, social 
security records, driver's records, 
work permit and employment records. 
Such evidence must be at least five 
years old.” 
 

CHANGE: The definitions for “primary 
evidence,” “registrant,” and “secondary 
evidence” are being updated. A definition for 
“registrar” is being added. 
 
INTENT: The intent is to increase the clarity 
of those definitions being amended. The 
intent of adding a definition for “registrar” is 
to be able to identify tasks that can be 
performed by the State Registrar or any 
other in the Commonwealth. 
 
 
RATIONALE: The rationale is that clearer 
regulations are better for the public and for 
agency staff administering them. The 
definition for “secondary evidence” also 
contained a substantive requirement, which 
should not be included in a “Definitions” 
section.  
 
 
LIKELY IMPACT: The likely impact is that 
the regulations will be more readable. 

12VAC5-
550-20 

 This section identified the purpose of 
the regulations. 

CHANGE: The section is being repealed 
 
INTENT: The intent is to repeal non-
regulatory provisions, which are 
unnecessary. 
 
 
RATIONALE: The rationale is that the 
provisions are not regulatory in nature 
pursuant to the definition of a regulation in § 
2.2-4001. The Registrar of Regulations, 
pursuant to 1VAC7-10-40 (C) has the 
authority to omit purpose statements from 
publication. 
 
 
LIKELY IMPACT: The regulations will be 
shorter and not contain unnecessary 
language. 

12VAC5-
550-30 

 This section identifies the 
“administration” of the chapter. 

CHANGE: The section is being repealed 
 
INTENT: The intent is to repeal non-
regulatory provisions, which are 
unnecessary. 
 
 

https://law.lis.virginia.gov/vacode/32.1-249/
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RATIONALE: The rationale is that the 
provisions are not regulatory in nature 
pursuant to the definition of a regulation in § 
2.2-4001. By nature of being promulgated 
by the Board of Health under its basic laws, 
the administration of the chapter is already 
set forth in the Code of Virginia. The 
Registrar of Regulations, pursuant to 
1VAC7-10-40 (C) has the authority to non-
regulatory provisions from publication. 
 
 
LIKELY IMPACT: The regulations will be 
shorter and not contain unnecessary 
language. 

12VAC5-
550-50 

 This section indicates that the 
Administrative Process Act (APA) 
applies to the regulation. 

CHANGE: The section is being repealed 
 
INTENT: The intent is to repeal non-
regulatory provisions, which are 
unnecessary. 
 
 
RATIONALE: The rationale is that the 
provisions are not regulatory in nature 
pursuant to the definition of a regulation in § 
2.2-4001. The APA applies without including 
a statement to that effect in the regulation. 
The Registrar of Regulations, pursuant to 
1VAC7-10-40 (C) has the authority to non-
regulatory and unnecessary provisions from 
publication. 
 
 
LIKELY IMPACT: The regulations will be 
shorter and not contain unnecessary 
language. 

12VAC5-
550-60 

 “The board reserves the right to 
authorize any procedure for the 
enforcement of this chapter that is not 
inconsistent with the provisions set 
forth herein and the provisions of 
Chapter 7 of Title 32.1 of the Code of 
Virginia.” 

CHANGE: The section is being repealed 
 
INTENT: The intent is non-regulatory 
provisions, which are unnecessary. 
 
 
RATIONALE: The rationale is that the 
provisions are not regulatory in nature 
pursuant to the definition of a regulation in § 
2.2-4001. The section does not define or 
specify any specific power or procedure to 
be followed by a regulated entity or by the 
agency, and the Board’s powers are already 
set forth in the Code of Virginia. The 
Registrar of Regulations, pursuant to 
1VAC7-10-40 (C) has the authority to non-
regulatory and unnecessary provisions from 
publication. 
 
 
LIKELY IMPACT: The regulations will be 
shorter and not contain unnecessary 
language. 

12VAC5-
550-125 

 This section describes the process by 
which a parent may receive a 

CHANGE: The change is to remove the 
requirement to pay a fee to receive a 
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Certificate of Birth Resulting in 
Stillbirth. 
 

Certificate pursuant to the section. Multiple 
changes in style and form are also made. 
 
INTENT: The intent is to provide stillbirth 
certificates free of charge. The requirements 
for the certificate have been re-organized  
for clarity and to make the section consistent 
with the Registrar of Regulations’ Form and 
Style Requirements for the Virginia Register 
of Regulations and Virginia Administrative 
Code (“Style Requirements”). 
 
 
RATIONALE: Chapter 171 (2022) removed 
the authority to charge a fee associated with 
obtaining a stillbirth certificate. Also, 
regulatory language should conform to the 
Style Requirements to ensure concise, 
clear, and consistent regulatory language. 
 
 
LIKELY IMPACT: The impact of the change 
is negligible, as there are very few stillbirth 
certificates produced each year, and the 
loss of revenue is minimal. In Virginia, there 
were approximately 2,800 stillbirths between 
2018 and 2020 and these led to only 229 
applications for certificates. For those 
wishing to obtain a certificate, though, they 
can do so free of charge. The language will 
also be more readable. 

12VAC5-
550-130 

 This section included the form to be 
used to register a marriage and the 
items to be included on the form. 

CHANGE: The section will be updated to 
reference the process by which an officer 
issuing marriage license is to report those 
marriages to the State Registrar of Vital 
Records, including the form. It will also 
reference the form required to be used by 
members of the public to obtain a certified 
copy of a marriage certificate. The word 
“items” is also being stricken from the 
section title, as the section no longer lists 
the items in the form but makes reference to 
the form itself, instead. 
 
INTENT: The intent is make the regulations 
clearer and more reflective of the processes 
governed by the State Registrar and to 
reference the required forms to be used. In 
effect, because the forms no longer require 
race to be reported, it removes the current 
requirement which is unenforceable. 
 
 
RATIONALE: The rationale is that Chapters 
209, 210, and 211 (2020), prompted by the 
order in a federal court case, 507 F. Supp. 
3d 664 (E.D. Va. 2019), removed the 
reporting of race from marriage applications, 
licenses, and records.  
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LIKELY IMPACT: The regulations will 
comply with the Code of Virginia.  

12VAC5-
550-140 

 This section included the form to be 
used to register a divorce or 
annulment and the items to be 
included on the form. 

CHANGE: The section will be updated to 
reference the process by which a clerk of 
the court granting decrees of divorce and 
annulment to the State Registrar of Vital 
Records, including the form. It will also 
reference the form required to be used by 
members of the public to obtain a certified 
copy of a divorce or annulment certificate. 
The word “items” is also being stricken from 
the section title, as the section no longer 
lists the items in the form but makes 
reference to the form itself, instead. 
 
INTENT: The intent is make the regulations 
clearer and more reflective of the processes 
governed by the State Registrar and to 
reference the required forms to be used. In 
effect, because the forms no longer require 
race to be reported, it removes the current 
requirement which is unenforceable. 
 
 
RATIONALE: The rationale is that Chapters 
209, 210, and 211 (2020), prompted by the 
order in a federal court case, 507 F. Supp. 
3d 664 (E.D. Va. 2019), removed the 
reporting of race from divorce and 
annulment records.  
 
 
LIKELY IMPACT: The regulations will 
comply with the Code of Virginia.  

12VAC5-
550-320 

 This section describes the process by 
which a person may obtain a new 
birth certificate to reflect a change in 
sex. 

CHANGE: The section still describes the 
process but updates the style and form of 
the language and makes reference to the 
specific form to be used, which itself 
contains the requisite information. The 
change adds in the process by which a 
person changing the sex on their birth 
certificate can also change their name. 
 
INTENT: The intent is clarify the process 
and form to change one’s sex as it appears 
on a birth certificate and confirm that 
process to the Code of Virginia. Also, 
regulatory language should conform to the 
Style Requirements to ensure concise, 
clear, and consistent regulatory language. 
 
 
RATIONALE: The rationale is that Chapters 
465 and 466 (2020) amended the change of 
sex process in the Code of Virginia. 
 
 
LIKELY IMPACT: The regulations will 
comply with the Code of Virginia.  

12VAC5-
550-440 

 This section describes the process 
and requirements to correct or amend 
a vital record. 

CHANGE: The subsections related to 
amending a birth certificate or marriage, 
divorce, or annulment record will be updated 



Town Hall Agency Background Document     Form:  TH-04 
 

 12 

to make style and form changes. The death 
certificate amendment procedure will also 
be updated to allow for changes to be made 
administratively (i.e. without a court order) 
within 45 days instead of 30 and beyond 45 
days in certain circumstances.  
 
INTENT: The intent of the style and form 
changes is to conform the section to the 
Style Requirements. The intent of the 
substantive change is to clarify the process 
by which a person may amend a death 
certificate, which includes an additional 15 
days to request an administrative 
amendment. 
 
 
RATIONALE: The rationale is that the death 
certificate amendment process in the Code 
of Virginia was changed by Chapters 465 
and 466 (2022). Also, regulatory language 
should conform to the Style Requirements to 
ensure concise, clear, and consistent 
regulatory language. 
 
 
LIKELY IMPACT: The regulations will 
comply with the Code of Virginia and 
members of the public who wish to amend a 
death certificate will utilize the new process 
and timelines. Additionally, the regulation 
will be clearer and more readable. 

12VAC5-
550-450 

 This section describes the evidence 
that a person is required to submit to 
request an amendment to a vital 
record. 

CHANGE: The requirements related to 
amending birth and death certificates are 
separated. There are also minimal style 
changes made to the first paragraph of 
subsection A. 
 
INTENT: The intent is to clarify the 
difference between the evidence required to 
change a birth certificate vs. a death 
certificate. Also, regulatory language should 
conform to the Style Requirements to 
ensure concise, clear, and consistent 
regulatory language. 
 
 
RATIONALE: The rationale is that the 
process by which a death certificate can be 
amended, and subsequently the evidence 
needed were changed by Chapters 465 and 
466 (2022). The current requirements do not 
distinguish between the two types of 
certificates, though the process for each is 
now different.  
 
 
LIKELY IMPACT: The regulations will 
comply with the Code of Virginia and 
members of the public who wish to amend a 
death certificate will utilize the new process 
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and timelines. Additionally, the regulation 
will be clearer and more readable. 

12VAC5-
550-460 

 This section describes the manner by 
which the registrar makes requested 
and authorized amendments to vital 
records. 
 

CHANGE: The changes are mostly non-
substantive and in only style and form. 
Subsection A will be amended to remove 
the provision that a birth certificate on which 
a name is amended within seven years will 
not be considered to be amended and 
reduced to one year. 
 
INTENT: The intent is of the style changes 
is to conform the regulations to the Style 
Requirements. The change regarding the 
time in which a name may be changed 
without considering a birth certificate to be 
amended is intended to comply with § 32.1-
269 (B) of the Code. 
 
 
RATIONALE: Regulatory language should 
conform to the Style Requirements to 
ensure concise, clear, and consistent 
regulatory language. Also, § 32.1-269 (B) 
requires the Board to “prescribe by 
regulation the conditions under which 
omissions or errors on certificates[…]may 
be corrected within one year after the date 
of the event without the certificate being 
marked amended.” The process will be 
updated to reflect that one year point 
instead of seven years. 
 
 
LIKELY IMPACT: The  
The changes are for the most part to clarify 
the language, but also include a clarification 
of the timeline associated with the term 
“amendment” to now refer to changes made 
after one year from the date of the vital 
event.  This change is needed to support the 
other changes to Regulations pertaining to 
vital records amendments which are 
necessary due to Chapters 116 and 117 of 
the 2022 Acts of Assembly. 

12VAC5-
550-520 

 A. The fee to be charged by the State 
Registrar or by the city or county 
registrar shall be $10 for each full 
certification or short form certification 
of a vital record, or for a search of the 
files or records when no copy is 
made. 
 
B. When documents are amended or 
delayed birth registration is 
requested, the requester shall be 
charged an administrative fee of $10. 

CHANGE: The change is to update the fee 
for a certified copy from $10 to $12 unless 
otherwise directed in the Code. There are 
also style and form changes made to the 
section. 
 
INTENT: The intent is to conform the 
regulations to the Appropriation Act, which 
sets the fee at $12 and to make reference to 
the special circumstances in which no fee is 
to be charged. The intent is also to conform 
the language to the Style Requirements. 
 
RATIONALE: Item 309 A, Chapter 4 of the 
2004 Acts of Assembly, Special Session I 
initially updated the “standard vital records 
fee” to $12. Item 290 A, Chapter 2 of the 
2022 Acts of Assembly, Special Session I, 
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includes that language. Also, regulatory 
language should conform to the Style 
Requirements to ensure concise, clear, and 
consistent regulatory language. 
 
 
LIKELY IMPACT: The regulations will 
conform to the Appropriation Act language.   

FORMS 
(12VAC5-
550) 

 The section listed 17 forms used by 
the State Registrar of Vital Records. 
 

CHANGE: Forms only used by the Office of 
Vital Records, which include vital record 
templates, will be removed. The applications 
for a Birth Record, Marriage-Divorce 
Record, Death record, Stillbirth Certificate, 
form to change sex designation, and request 
to amend a birth certificate are all added. 
Additionally, the report of adoption, 
acknowledgement of paternity, and affidavit 
for correction of a record are all updated to 
reflect the most updated effective version of 
the Form. 
 
INTENT: The intent is to only list those 
forms that are used by the public and to 
ensure access to the most up to date 
versions of the forms. 
 
 
RATIONALE: The rationale is that forms 
listed in the section should include access to 
printable or downloadable versions of the 
form and vital record / certificate templates 
should not be publicly accessible. The forms 
that members of the public do need or are 
required to use should be listed and 
accessible. 
 
 
LIKELY IMPACT: The public will have 
access via the regulations in the VAC online 
to all relevant forms. Also, the section will be 
more concise with the removal of 
unnecessary references to other forms.  
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Project 7299 - Fast-Track 1 

Department of Health 2 

Amend Regulations following Periodic Review - Amendments to comply with the 3 
Code of Virginia. 4 

12VAC5-550-5. Definitions.  5 
In addition to the words and terms defined in § 32.1-249 of the Code of Virginia, the 6 

following words and terms when used in this chapter shall have the following meanings 7 
unless the context clearly indicates otherwise: 8 

"Board" means the State Board of Health. 9 
"Commissioner" means the State Health Commissioner. 10 
"Department" means Virginia Department of Health. 11 
"Immediate family" means a registrant mother, father (name must be shown on the 12 

certification), sibling, current spouse and adult children. 13 
"Informant" means person providing information to complete the filing of a vital record 14 

in order to document a vital event. 15 
"Midwife" means a registered nurse who has met the additional requirements of 16 

education and examination for licensure as a nurse practitioner in the Commonwealth. 17 
"Primary evidence" means valid first-hand documentation established before the 18 

registrant's 18th birthday, such as including school admission records, physician's 19 
records, immunization records, passport, federal census abstracts, baptismal records and 20 
insurance applications. 21 

"Registrant" means the person whose personal information is primarily registered on 22 
a vital record and filed in the systems of vital records. 23 

"Registrar" means the State Registrar of Vital Records or a county, city, or special 24 
registrar to whom the State Registrar of Vital Records has delegated functions or duties. 25 

"Secondary evidence" means valid documentation established after the registrant's 26 
eighteenth birthday such as including marriage records, child's a birth certificate, school 27 
records, social security records, driver's records, work permit and employment records. 28 
Such evidence must be at least five years old. 29 
Statutory Authority  30 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 31 
Historical Notes  32 
Derived from Virginia Register Volume 19, Issue 26, eff. October 8, 2003. 33 
12VAC5-550-20. Purpose of chapter. (Repealed.) 34 

The board has promulgated this chapter to facilitate the vital record registration 35 
activities and health statistical services in a manner to ensure the uniform and efficient 36 
administration of the system. Required certificates, reports, and forms shall be prescribed, 37 
where feasible, to include data collected nationally for the benefit of all citizens. The 38 
protection of individual data from casual perusal is essential to the validity of the program 39 
as well as a desirable shield of sensitive personal information while providing health 40 
statistics for the protection of society as a whole.  41 
Statutory Authority  42 
§ 32.1-273 of the Code of Virginia. 43 
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Historical Notes  44 
Derived from VR355-29-100 § 1.2, eff. April 1, 1995. 45 
12VAC5-550-30. Administration of chapter. (Repealed.) 46 

This chapter is administered by the board, the commissioner, and the State Registrar 47 
of Vital Records and Health Statistics.  48 

The State Registrar shall carry out the provisions of Chapter 7 (§ 32.1-249 et seq.) of 49 
Title 32.1 of the Code of Virginia and the regulations of the board.  50 
Statutory Authority  51 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 52 
Historical Notes  53 
Derived from VR355-29-100 § 1.3, eff. April 1, 1995; amended, Virginia Register Volume 54 
19, Issue 26, eff. October 8, 2003. 55 
12VAC5-550-50. Application of Administrative Process Act. (Repealed.) 56 

Except where specifically provided otherwise by statute, the provisions of the Virginia 57 
Administrative Process Act, which is codified as Chapter 1.1:1 of Title 9 of the Code of 58 
Virginia, shall govern the adoption, amendment, modification, and revision, of this chapter, 59 
and the conduct of all proceedings hereunder.  60 
Statutory Authority  61 
§ 32.1-273 of the Code of Virginia. 62 
Historical Notes  63 
Derived from VR355-29-100 § 1.6, eff. April 1, 1995. 64 
12VAC5-550-60. Powers and procedures of chapter not exclusive. (Repealed.) 65 

The board reserves the right to authorize any procedure for the enforcement of this 66 
chapter that is not inconsistent with the provisions set forth herein and the provisions of 67 
Chapter 7 of Title 32.1 of the Code of Virginia.  68 
Statutory Authority  69 
§ 32.1-273 of the Code of Virginia. 70 
Historical Notes  71 
Derived from VR355-29-100 § 1.7, eff. April 1, 1995. 72 
12VAC5-550-125. Certificate of birth resulting in a stillbirth.  73 

In accordance with A. Pursuant to § 32.1-258.1 of the Code of Virginia, a certificate of 74 
birth resulting in a stillbirth shall be issued upon request from the parent the State Registrar 75 
shall, upon the request of either individual listed as the parent on a report of fetal death in 76 
Virginia, issue a Certificate of Birth Resulting in Stillbirth for a fetal death occurring after a 77 
gestational period of 20 weeks or more gestation and payment of the appropriate fee for 78 
a vital record. This . 79 

B. The certificate shall contain the following information; name (optional), : 80 
1. The registrant's name, if one is provided, 81 
2. The mother's maiden name, 82 
3. The father's name (if indicated), if indicated, 83 
4. The date of event the fetal death, and 84 
5. The hospital of occurrence or location the fetal death occurred. 85 
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When C. If no report of spontaneous fetal death is available to establish the event, 86 
documentation from the following sources is acceptable: the parent may provide 87 
documentation from the following sources to establish that the fetal death occurred: 88 

1. The licensed physician or licensed nurse midwife who provided care to the 89 
mother, documentation from the 90 
2. The medical record maintained at the hospital of occurrence, copy of the report 91 
of spontaneous fetal death or documentation from where the fetal death occurred, 92 
or 93 
3. The funeral service director (if such services were provided). if funeral services 94 
were provided. 95 

Statutory Authority  96 
§§ 32.1-12 and 32.1-250 , and 32.1-258.1 of the Code of Virginia. 97 
Historical Notes  98 
Derived from Virginia Register Volume 19, Issue 26, eff. October 8, 2003. 99 
12VAC5-550-130. Marriage return and certificate items.  100 

The record of marriage to be used shall be the Marriage Return and Certificate, 101 
Commonwealth of Virginia, and shall contain the following items: city or county of the court 102 
of issuance; court clerk's number; for the groom: full name, age, date and place of birth, 103 
social security number or control number issued by the Department of Motor Vehicles, 104 
race, marital status if previously married, number of marriage, education, usual residence, 105 
the names of parents; for the bride: full name, maiden name, age, date and place of birth, 106 
social security number or control number issued by the Department of Motor Vehicles, 107 
race, marital status if previously married, number of marriage, education, usual residence, 108 
and names of parents; signature of clerk of court and date of license; date and place of 109 
marriage; whether civil or religious ceremony; certification and signature of officiant 110 
indicating title, address, and year and court of qualification; date received by clerk of court 111 
from officiant; and state file number. 112 

A. An officer issuing marriage licenses shall, on or before the tenth day of each 113 
calendar month, forward to the State Registrar a record of each marriage filed with him 114 
during the preceding calendar month pursuant to § 32.1-267.  115 

B. To request a certified copy of a certificate of marriage, an applicant shall submit to 116 
the registrar a completed form VS6MD. 117 
Statutory Authority  118 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 119 
Historical Notes  120 
Derived from VR355-29-100 § 3.4, eff. April 1, 1995; amended, Virginia Register Volume 121 
19, Issue 26, eff. October 8, 2003. 122 
12VAC5-550-140. Report of divorce or annulment items.  123 

The report of divorce or annulment to be used shall be the Report of Divorce or 124 
Annulment, Commonwealth of Virginia, and shall contain the following items: city or county 125 
of court of issuance; for the husband: full name, date and place of birth, social security 126 
number or control number issued by the Department of Motor Vehicles, education, number 127 
of marriage, usual residence; for the wife: full maiden name, date and place of birth, social 128 
security number or control number issued by the Department of Motor Vehicles, education, 129 
number of the marriage, usual residence; date and place of marriage; identity of plaintiff 130 
and to whom divorce granted; number and custody of children under 18 in this family; date 131 
of separation; date of divorce; legal grounds or cause of divorce; signature of attorney or 132 
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petitioner; certification and signature of clerk of court indicating type of decree; court file 133 
number; date final order entered; and state file number. 134 

A. A clerk of court shall, on or before the tenth day of each calendar month, forward to 135 
the State Registrar the report of each final decree of divorce and annulment granted during 136 
the preceding calendar month pursuant to § 32.1-268. 137 

B. To request a certified copy of a certificate of divorce or annulment, an applicant 138 
shall submit to the registrar a completed form VS6MD. 139 
Statutory Authority  140 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 141 
Historical Notes  142 
Derived from VR355-29-100 § 3.5, eff. April 1, 1995; amended, Virginia Register Volume 143 
19, Issue 26, eff. October 8, 2003. 144 
12VAC5-550-320. Change of sex.  145 

Except as provided in subdivision 3 of 12VAC5-550-450, upon presentation of 146 
acceptable evidence (preoperative diagnosis, postoperative diagnosis and description of 147 
procedure) and a notarized affidavit from the physician performing the surgery, a new 148 
certificate of birth may be prepared by the State Registrar for a person born in this 149 
Commonwealth whose sex has been changed by surgical gender reassignment 150 
procedure. A certified copy of the court order changing the name of the registrant as well 151 
as designating the sex of the registrant must be in the possession of the State Registrar 152 
together with a request that a new certificate be prepared. 153 

A. Upon request of a registrant or the registrant's legal representative, the State 154 
Registrar shall issue a new certificate of birth to a show a change of sex of the registrant. 155 
The person requesting issuance of a new certificate of birth pursuant to this section shall 156 
use the Changing Sex Designation, VS42 Form. 157 

B. The State Registrar shall also issue, upon request of a registrant or the registrant's 158 
legal representative requesting a change of sex pursuant to this section, a new certificate 159 
of birth to show a new name if the registrant or the registrant's legal representative submits 160 
a certified copy of a court order changing the registrant's name. 161 
Statutory Authority  162 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 163 
Historical Notes  164 
Derived from VR355-29-100 § 9.5, eff. April 1, 1995; amended, Virginia Register Volume 165 
19, Issue 26, eff. October 8, 2003. 166 

Part XI 167 

Correction and Amendment 168 
12VAC5-550-440. Applications for correction.  169 

A. After 30 days from the date of filing, no change or alteration in any birth or death 170 
certificate on file with the State Registrar or on file in any city or county of this 171 
Commonwealth shall be made except upon application to the State Registrar. 172 

1. To change or alter a birth certificate, such application shall be made by the 173 
reporting source, one of the parents, guardian, or legal representative of the child, 174 
or, if the person whose certificate is involved is 18 years of age or over, by the 175 
person himself. 176 
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2. To change or alter a death certificate, such application shall be made by the 177 
surviving spouse or the next of kin of the deceased, attending funeral service 178 
licensee, or other reporting source, such as hospital medical records. 179 
3. Changes or alterations of the medical certification of cause of death may be 180 
requested only by the attending physician or by the medical examiner. 181 

B. Within 30 days from the date of filing, A. The State Registrar may enter missing 182 
data or corrected information may be entered on a birth or death certificate by the State 183 
Registrar or by the city or county registrar when the original record is in his possession. If 184 
the missing or corrected data is obtained at the initiative of the State Registrar within 30 185 
calendar days from the date of filing, the State Registrar shall not consider the record to 186 
be amended. 187 

B. The following persons may request an amendment to a birth certificate by filing an 188 
application with the State Registrar in the form of a written letter or the Birth Certificate 189 
Amendment Request, VS43 Form: 190 

1. If the registrant is under 18 years of age, the informant who filed the birth 191 
certificate, the registrant's parent, guardian, or legal representative, or 192 
2. If the registrant is 18 years of age or over or has been emancipated pursuant to 193 
Article 15 (§ 16.1-331 et seq.) of Chapter 11 of Title 16.1 of the Code of Virginia, 194 
the registrant or the registrant's legal representative. 195 
1. Applications for changes or alterations may be made by persons outlined in 196 
subdivision A 1 or A 2 of this section. 197 
2. Missing or corrected data may be obtained at the initiative of the city or county 198 
registrar by personal call, telephone, or query form from the reporting source 199 
responsible for filing the birth or death certificate. Data so obtained by the registrar 200 
shall not be deemed an amendment. 201 

C. The State Registrar shall, upon receipt of an application pursuant to subsection B 202 
of this section, advise the person whether the amendment can be made administratively, 203 
subject to the evidence requirements of this chapter or if the amendment requires a court 204 
order. 205 

C. Marriage and D. The registrar may amend a record of marriage, divorce , or 206 
annulment records on file with the State Registrar may be amended only by upon 207 
notification from the clerk of court in which the original record is filed. Such The notification 208 
to the State Registrar shall indicate what which items have been amended on the original 209 
record and shall indicate that the State Registrar's registrar's copy should shall be 210 
amended accordingly. Evidence The court in which the original record is filed shall 211 
determine the evidence required for amending a record of marriage and , divorce , or 212 
annulment. records shall be determined by the court in which the original record is filed. 213 

E. A person may request the State Registrar to amend a death certificate by submitting 214 
an affidavit and supporting documentary evidence testifying to the corrected information 215 
to be amended. The State Registrar shall amend the death certificate to reflect the new 216 
information upon receipt of the affidavit and supporting documentary evidence. 217 

F. Pursuant to § 32.1-269.1, if more than 45 calendar days have elapsed since the 218 
filing of a death certificate, the surviving spouse or immediate family of the registrant, 219 
attending funeral service licensee, or other reporting source may file a petition, along with 220 
a sworn affidavit under oath that supports the request, with the circuit court of the county 221 
or city in which the registrant resided at the time of his death or the Circuit Court of the 222 
City of Richmond requesting an order to amend a death certificate other than correction 223 
of the following information by the State Registrar: 224 
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1. The spelling of the name of the registrant, registrant's parent or spouse, or the 225 
informant;  226 
2. The sex, age, race, date of birth, place of birth, citizenship, social security 227 
number, education, occupation or kind of business, military status, or date of death 228 
of the registrant;  229 
3. The place of residence of the registrant, if located within Virginia; or  230 
4. The name of the institution, county, city, town, street, or place where the death 231 
occurred. 232 

G. The State Registrar shall amend the death certificate upon receipt from the clerk of 233 
the circuit court of the county or city in which the registrant resided at the time of his death 234 
or the Circuit Court of the City of Richmond a certified copy of the court's order to amend 235 
the death certificate in accordance with the order. 236 

H. Only the provider who completed the registrant's medical certification pursuant to § 237 
32.1-263 may request a change or amendment to the medical certification of cause of 238 
death. 239 
Statutory Authority  240 
§§ 32.1-12 and 32.1-250 , and 32.1-269.1 of the Code of Virginia. 241 
Historical Notes  242 
Derived from VR355-29-100 § 11.1, eff. April 1, 1995; amended, Virginia Register Volume 243 
19, Issue 26, eff. October 8, 2003. 244 
12VAC5-550-450. Evidence required for corrections or amendments.  245 

Every A. A person shall include a correction affidavit and documentary evidence 246 
pursuant to this section with an application for a correction or amendment of to amend a 247 
birth or death certificate shall be accompanied by appropriate documentary evidence as 248 
follows: . 249 

1. Except as provided in subdivisions 2 and 3 of this section, name changes, other 250 
than minor corrections in spelling involving the given names or surname of a 251 
registrant, or the given names or surnames of the parents or of a spouse as listed 252 
on a certificate, shall require that a certified or attested copy of a court order 253 
changing the name be obtained. 254 

a. In cases where the mother's married surname is listed instead of her maiden 255 
name, a correction can be made administratively with a correction affidavit and 256 
copy of her birth record. 257 
b. In cases where the given name shown on a birth certificate was not used or 258 
known to the registrant and this fact can be proven by the registrant, the birth 259 
certificate can be amended administratively with primary evidence showing the 260 
name at birth and a correction affidavit. 261 

2. Within one year of birth, the given names listed on a birth certificate may be 262 
changed by the affidavit of: 263 

a. Both parents; 264 
b. The mother in the case of a child born out of wedlock; 265 
c. The father in the case of the death or incapacity of the mother; 266 
d. The mother in the case of the death or incapacity of the father; or 267 
e. The guardian or agency having legal custody of the registrant. 268 

3. In cases of hermaphroditism or pseudo-hermaphroditism, given names of a 269 
registrant may be changed on a birth certificate by affidavit of the parents or 270 
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guardian as listed in subdivision 2 of this section, or by affidavit of the registrant if 271 
18 years of age or older. Additionally, a statement from a physician must be 272 
submitted which certified the birth record of the registrant contains an incorrect 273 
designation of sex because of congenital hermaphroditism, pseudo-274 
hermaphroditism, or ambiguous genitalia which has since been medically clarified. 275 
4. Except as otherwise provided in the Code of Virginia or this chapter, after one 276 
year from the date of birth, any change of name shall be made only by court order, 277 
and any second change of name within one year shall be made only by court order. 278 
5. Within seven years after birth, given names may be added to a birth certificate 279 
where such information has been left blank by use of an affidavit only prepared by 280 
the parent, guardian, or legal representative of the child. 281 
6. If the date of birth on a birth certificate is to be changed more than one year, a 282 
certified copy of a court order changing the date of birth shall be submitted. 283 
Evidence to be supplied to the court in support of such change should include a 284 
federal census transcript from the Bureau of the Census. 285 
7. If the date of birth on a birth certificate is to be changed to one year or less from 286 
the date of birth, a federal census transcript from the Bureau of the Census shall 287 
be required as documentary evidence. 288 
8. If a federal census transcript cannot be obtained, an affidavit shall be obtained 289 
which sets forth: the identity of the incorrect record, the incorrect data as it is listed, 290 
the correct data as it should be listed, and the documentary evidence supporting 291 
the facts. In addition to the affidavit, a document or certified or true copy of such 292 
document must be obtained which was written before the registrants' eighth birth 293 
date and will establish the identity of the certificate to be altered or corrected and 294 
will support the true and correct facts. Any item of a vital record which has been 295 
previously corrected may only be changed again by court order. 296 
9. All documents, except the affidavit, shall be returned to the applicant after 297 
review. 298 

B. To amend a death certificate pursuant to 12VAC5-550-440, an applicant shall 299 
submit to the State Registrar a certified copy of a court order obtained pursuant to § 32.1-300 
269.1 or a correction affidavit and primary or secondary documentary evidence testifying 301 
to the amended information. 302 
Statutory Authority  303 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 304 
Historical Notes  305 
Derived from VR355-29-100 § 11.2, eff. April 1, 1995; amended, Virginia Register Volume 306 
19, Issue 26, eff. October 8, 2003. 307 
12VAC5-550-460. Methods of correcting or altering certificates.  308 

A. A The registrar shall record a new name authorized by court order shall be recorded 309 
by drawing a single line through the name appearing on the certificate record and inserting 310 
the new name above it or to the side of it the new name. In addition, there shall be inserted 311 
on the certificate the registrar shall insert on the record a statement that the name was 312 
changed by court order and the date and place of such the court order. The The registrar 313 
shall also insert the word "Amended" shall be written in the top margin of the certificate 314 
record. Certificates on which given names are added within seven years after birth or on 315 
which given names have been changed The registrar shall not consider a record as 316 
amended if the registrant's name is amended within one year of the vital event that was 317 
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recorded, or if the name is amended at any time pursuant to subdivision 3 of 12VAC5-318 
550-450 shall not be considered as amended. 319 

B. In all other cases, corrections or alterations shall be made The registrar shall record 320 
amendments to other items by drawing a single line through the incorrect item, if listed, 321 
and by inserting the correct or missing data immediately above it or to the side of it, or by 322 
completing the blank item, as the case may be. In addition, there shall be inserted on the 323 
certificate the registrar shall insert a statement identifying the affidavit and documentary 324 
evidence used as proof of the correct facts amended information and the date the 325 
correction amendment was made. If the registrar receives the request to amend a record 326 
three months have elapsed from after the date of filing, the registrar shall insert the word 327 
"Amended" shall be written in the top margin of the certificate unless otherwise stated in 328 
this chapter. 329 
Statutory Authority  330 
§ 32.1-273 of the Code of Virginia. 331 
Historical Notes  332 
Derived from VR355-29-100 § 11.3, eff. April 1, 1995. 333 
12VAC5-550-520. Fees.  334 

A. The fee to be charged by the State Registrar or by the city or county registrar shall 335 
be $10 , except if otherwise directed in the Code of Virginia, charge a fee of $12 for each 336 
full certification or short form certification of a vital record, or for a search of the files or 337 
records when no copy is made.  338 

B. When documents are amended or delayed birth registration is requested, the 339 
requester shall be charged an administrative fee of $10. The registrar shall charge a fee 340 
of $10 to amend a vital record or register a delayed birth registration. 341 
Statutory Authority  342 
§§ 32.1-12 and 32.1-250 of the Code of Virginia. 343 
Historical Notes  344 
Derived from VR355-29-100 § 13.2, eff. April 1, 1995; amended, Virginia Register Volume 345 
19, Issue 26, eff. October 8, 2003. 346 

FORMS (12VAC5-550) 347 

Certificate of Live Birth, VS1 (eff. 1/93). 348 

Certificate of Death, VS2 (eff. 1/89). 349 

Certificate of Death (Medical Examiner's Certificate), VS2A (eff. 1/89). 350 

Marriage Register, VS3 (eff. 1/90). 351 

Report of Divorce or Annulment, VS4 (eff. 1/90). 352 

Report of Spontaneous Fetal Death, VS5 (eff. 1/93). 353 

Report of Induced Termination of Pregnancy, VS5A (eff. 1/90). 354 

Application for Certification of a Vital Record, VS6 (eff. 7/02). 355 

Out-of-State Transit Permit, VS10 (eff. 7/85). 356 
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Permit for Disinterment, Transit, and Reinterment, VS11 (eff. 7/85). 357 

Delayed Certificate of Birth, VS12 (eff. 4/85). 358 

Birth Record Application VS6B (eff. 07/2020) 359 

Marriage-Divorce Record Application VS6MD (eff. 02/2020) 360 

Death Record Application VS6D (eff. 07/2022). 361 

Stillbirth Application VS6FD (eff. 07/2022). 362 

Report of Adoption, VS21 (eff. 7/85). 363 

Report of Adoption, VS21 (eff. 07/2012). 364 

Acknowledgement of Paternity, VS22 (eff. 9/93). 365 

Acknowledgement of Paternity, VS22 (eff. 07/2004). 366 

Affidavit for Correction of a Record, VS32 (eff. 1/87). 367 

Affidavit for Correction of a Record, VS32 (eff. 09/2005). 368 

Hospital Monthly Vital Statistics Report, VS33 (eff. 7/89). 369 

Funeral Director's Monthly Vital Statistics Report, VS33-A (eff. 3/90). 370 

Court Order Establishing Record of Birth, VS40 (eff. 10/88). 371 

Form for Changing Sex Designation, VS42 (eff. 07/2020). 372 

Birth Certificate Amendment Request Form, VS43 (eff. 07/2021). 373 

https://ris.dls.virginia.gov/uploads/12VAC5/documents/Birth%20Record%20Application%20VS6B-20221027183154.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Marriage-Divorce%20Record%20Application%20VS6MD-20221027183316.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Death%20Record%20Application%20VS6D-20221027183420.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Stillbirth%20Application%20VS6FD-20221027183620.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Report%20of%20Adoption%20VS21-20221027183706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Acknowledgement%20of%20Paternity%20VS22-20221027183751.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Correction%20Affidavit%20VS32-20221027183840.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/documents/Sex%20Designation%20Form%20VS42-20221027183919.pdf
https://ris.dls.virginia.gov/SectionDetails/SectionEdit/7299/12VAC5-550-9998/9998/VS43,%20https:/ris.dls.virginia.gov/uploads/12VAC5/documents/Birth%20Amendment%20Form%20VS43-20221027184014.pdf
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Office of Regulatory Management 

Economic Review Form 

Agency name State Board of Health 
Virginia Administrative Code 

(VAC) Chapter citation(s)  
12VAC5 – 550 

VAC Chapter title(s) Certificate of birth resulting in a stillbirth, Marriage return and 
certificate items, Change of sex, Applications for correction, 
Evidence required for corrections or amendments. 
 

Action title Amend Regulations Following Statutory Changes 
Date this document prepared 11/1/22 

 

Cost Benefit Analysis  

Table 1a must be completed for all actions. Tables 1b and 1c must be completed for actions (or 
portions thereof) where the agency is exercising discretion, including those where some of the 
changes are mandated by state or federal law or regulation. Tables 1b and 1c are not needed 
if all changes are mandated, and the agency is not exercising any discretion. In that case, enter a 
statement to that effect. 

(1) Direct Costs & Benefits: Identify all specific, direct economic impacts (costs and/or 
benefits), anticipated to result from the regulatory change. (A direct impact is one that 
affects entities regulated by the agency and which directly results from the regulatory 
change itself, without any intervening steps or effects. For example, the direct impact of a 
regulatory fee change is the change in costs for these regulated entities.) When describing 
a particular economic impact, specify which new requirement or change in requirement 
creates the anticipated economic impact. Keep in mind that this is the proposed change 
versus the status quo. One bullet has been provided, add additional bullets as needed. 

(2) Quantitative Factors:  
(a) Enter estimated dollar value of total (overall) direct costs described above. 
(b) Enter estimated dollar value of total (overall) direct benefits described above. 
(c) Enter the present value of the direct costs based on the worksheet. 
(d) Enter the present value of the direct benefits based on the worksheet. 

(3) Benefits-Costs Ratio: Calculate d divided by c OR enter it from the worksheet. 
(4) Net Benefit: Calculate d minus c OR enter it from the worksheet. 
(5) Indirect Costs & Benefits: Identify all specific, indirect economic impacts (costs and/or 

benefits), anticipated to result from the regulatory change. (An indirect impact is one that 
results from responses to the regulatory change, but which are not directly required by the 
regulation. Indirect impacts of a regulatory fee change on regulated entities could include 
a change in the prices they charge, changes in their operating procedures or employment 
levels, or decisions to enter or exit the regulated profession or market. Indirect impacts 
also include responses by other entities that have close economic ties to the regulated 
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entities, such as suppliers or partners.) If there are no indirect costs or benefits, include a 
specific statement to that effect.  

(6) Information Sources: Describe the sources of information used to determine the benefits 
and costs, including the source of the Quantitative Factors. If dollar amounts are not 
available, indicate why they are not. 

(7) Optional: Use this space to add any further information regarding the data provided in 
this table, including calculations, qualitative assessments, etc. 

Table 1a: Costs and Benefits of the Proposed Changes (Primary Option) 
(1) Direct Costs 
& Benefits 

● The regulatory action will amend Definitions (12VAC5-550-5). 
Minimal updates clarify language used in the Regulations to 
support a clearer understanding of the requirements and 
information included in 12VAC5-550. 
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: Individuals will benefit insomuch as the regulatory 
language will be more clear and easier to understand. 
 

● The regulatory action will repeal 12VAC5 – 550-20, 12VAC5 – 
550-30, 12VAC5 – 550-50, 12VAC5 – 550-60 which are not 
regulatory in nature 
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: The benefit of this change is to reduce the length of 
the regulation by removing unnecessary language. 
 

● The regulatory action will amend the Certificate of birth 
resulting in a stillbirth regulation (12VAC5-550-125) removing 
the requirement of a fee to be established for this certificate 
type. This action is required to conform to Chapter 171 of the 
2022 Acts of Assembly.  
 
Direct Costs: There are no direct costs to entities regulated by the 
agency as a result of this change. 
 
Direct Benefits: Individuals requesting a certificate of birth resulting 
in a stillbirth will no longer be charged a $12 fee.  From 2018 
through 2020, the Office of Vital Records issued 229 of these 
certificates, equaling an average savings of $916 per year if fees 
were not charged during that time period. 
 

● The regulatory action will amend the Marriage return and 
certificate items (12VAC5-550-130) and Report of divorce or 
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annulment items (12VAC5-550-140) removing the item “race” 
on marriage and divorce certificates.  This action is required to 
comply with Chapters 209, 210 and 211 of the 2020 Acts of 
Assembly. 
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: The direct benefits of this change are that the 
regulations will comply with the Code of Virginia. 
 

● The regulatory action will amend the Change of sex (12VAC5-
550-320) to update the requirements for changing the sex on a 
birth certificate to conform to Chapter 466 of the 2020 Acts of 
Assembly.  
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: Individuals seeking to change the sex on their birth 
certificate can now accomplish this through a simplified 
administrative process which does not require court costs. 
Legal fees can range widely so VDH does not have a way to 
calculate this potential benefit. 
 

● The regulatory action will amend the Applications for 
correction (12VAC5-550-440), Evidence required for corrections 
or amendments (12VAC5-550-450), and Methods of correcting 
or altering certificates (12VAC5-550-460) to allow information 
on a death certificate to be amended with supporting evidence 
for 45 days after the filing of the death certificate, and to clarify 
amendment forms and processes to create internal consistency 
within the Regulations. This action is required to conform to 
Chapter 117 of the 2022 Acts of Assembly. The change to 
Section 460 is to conform to § 32.1-269 (B) of the Code of 
Virginia. 
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: Individuals seeking to amend a death certificate no 
longer need to pay court fees in order to obtain a court order to 
request an amendment to the decedent’s name, informant’s name, 
name of spouse, marital status, name of parents and place of 
residency when outside of the Commonwealth, if an amendment is 
made within 45 days of filing the death certificate.  Legal fees can 
range widely so VDH does not have a way to calculate this potential 
benefit. 
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● The regulatory action will amend the Fees (12VAC5-550-520) to 

document the fee charged for a vital record as established by 
Chapter 534 of the 2013 Acts of Assembly and the 2004 Budget 
Bill – HB5001 (Chapter 4). 
Direct Costs: Because the fee being reflected in the new regulation 
is being updated to simply reflect the fee that has been in effect 
since 2004, there is no additional new cost associated with this effort 
to align the Regulation to the Code. 
 
Direct Benefits: Individuals will benefit insomuch as the Regulatory 
language will be more clear and easier to understand when it is 
consistent with the Code. 
 

● The regulatory action will amend the Forms (12VAC5-550-
9998) to document and link to forms being explicitly referenced 
in these amendments, while removing those forms not 
referenced in the Regulations, and updating the effective dates.  
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: Forms will be easier to find. 
 

● In addition to substantive changes mentioned above, a number 
of style and form changes are also being made to conform the 
language to the Form and Style Requirements for the Virginia 
Register of Regulations and Virginia Administrative Code. If these 
changes were promulgated in their own action, they would be 
exempt from the requirements of Article 2 of the Administrative 
Process Act, pursuant to § 2.2-4006 (A)(3). 
 
Direct Costs: There are no direct costs associated with this change. 
 
Direct Benefits: The language will conform to the Form and Style 
Requirements and be clearer and more readable. 

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  

Direct Costs (a) $0 (c) $0 

Direct Benefits (b) $9,160 (over 10 years) (d) $8,048 

(3) Benefits-
Costs Ratio 

 
8,048/0 

(4) Net 
Benefit 

 
$8,048 
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(5) Indirect 
Costs & 
Benefits 

Indirect Costs: There are no indirect costs associated with this regulatory 
action.  
 
Indirect Benefits: There are no indirect benefits associated with this 
regulatory action. 

(6) Information 
Sources 

Report of the number of certificates of birth resulting in stillbirth issued 
from the Virginia Vital Events and Screening Tracking System (VVESTS) 
for years 2018 - 2020 

(7) Optional  

 

Table 1b: Costs and Benefits under the Status Quo (No change to the regulation) 
This table addresses current requirements and the implications of not making any changes. In 
other words, describe the costs and benefits of maintaining the current regulatory requirements 
as is.  
 
(1) Direct Costs 
& Benefits 

The changes made in this action are required to conform to Chapters 
116, 117 and 171 of the 2022 Acts of Assembly;  Chapters 209, 210, 211, 
465, and 466 of the 2020 Acts of Assembly; Item 290 (A), Chapter 2, 
2022 Acts of Assembly, Special Session I; and § 32.1-269 (B).  These 
changes are non-discretionary. 
 
The repeal of sections 20, 30, 50, and 60 is intended to conform the 
chapter to the definition of a “regulation” in § 2.2-4001 and reflect the 
intent of 1VAC7-10-40(C), which indicate that the provisions are non-
regulatory in nature and should be omitted from the regulation.  

• The “status quo” option would be to just leave the sections in the 
regulation. There are no direct cost or benefits associated with that 
option.  
 

The style and form changes are to conform with the Form and Style 
Requirements for the Virginia Register of Regulations and Virginia 
Administrative Code and could be considered non-discretionary. 

• The “status quo” option would be to leave the language in its current 
style and form, for which there are no associated direct costs or 
benefits. 

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  

Direct Costs (a)  (c)  
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Direct Benefits (b)  (d)  

(3) Benefits-
Costs Ratio 

 
 

(4) Net 
Benefit 

 
 

  

(5) Indirect 
Costs & 
Benefits 

There are no indirect costs or benefits associated with the “status quo” 
options listed above. 

(6) Information 
Sources 

 

(7) Optional  

 
Table 1c: Costs and Benefits under an Alternative Approach 
This table addresses an alternative approach to accomplishing the objectives with different 
requirements. These alternative approaches may include the use of reasonably available 
alternatives in lieu of regulation, or information disclosure requirements or performance 
standards instead of regulatory mandates. 
 
(1) Direct Costs 
& Benefits 

The changes made in this action are required to conform to Chapters 
116, 117 and 171 of the 2022 Acts of Assembly;  Chapters 209, 210, 211, 
465, and 466 of the 2020 Acts of Assembly; Item 290 (A), Chapter 2, 
2022 Acts of Assembly, Special Session I; and § 32.1-269 (B).  These 
changes are non-discretionary and not subject to consideration of 
alternative approaches. 
 
The repeal of sections 20, 30, 50, and 60, along with the style and form 
changes, make no substantive changes to regulatory requirements 
associated with the chapter, are non-regulatory, and do not affect the 
rights or powers of any person or agency. As such, there are no viable 
alternative approaches to be considered.  

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  

Direct Costs (a)  (c)  

Direct Benefits (b)  (d)  

(3) Benefits-
Costs Ratio 

 
 

(4) Net 
Benefit 
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(5) Indirect 
Costs & 
Benefits 

 

(6) Information 
Sources 

 

(7) Optional  

 

Impact on Local Partners 

(1) Describe the direct costs and benefits (as defined on page 1) for local partners in terms of 
real monetary costs and FTEs. Local partners include local or tribal governments, school 
divisions, or other local or regional authorities, boards, or commissions. If local partners 
are not affected, include a specific statement to that effect and a brief explanation of the 
rationale. 

(2) Quantitative Factors:  
(a) Enter estimated dollar value of total (overall) direct costs described above. 
(b) Enter estimated dollar value of total (overall) direct benefits described above. 

(3) Indirect Costs & Benefits: Describe any indirect benefits and costs (as defined on page 1) 
for local partners that are associated with all significant changes. If there are no indirect 
costs or benefits, include a specific statement to that effect. 

(4) Information Sources: describe the sources of information used to determine the benefits 
and costs, including the source of the Quantitative Factors. If dollar amounts are not 
available, indicate why they are not. 

(5) Assistance: Identify the amount and source of assistance provided for compliance in both 
funding and training or other technical implementation assistance. 

(6) Optional: Use this space to add any further information regarding the data provided in 
this table, including calculations, qualitative assessments, etc. 

Note: If any of the above information was included in Table 1, use the same information here. 

Table 2: Impact on Local Partners 
(1) Direct Costs 
& Benefits 

• Direct Costs: There are no direct costs to local partners associated 
with this regulatory action.  
 

• Direct Benefits: There are no direct benefits to local partners 
associated with this regulatory action.  

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 
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Direct Costs (a) $0 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

• Indirect Costs: There are no indirect costs to local partners 
associated with this regulatory action.  
 

• Indirect Benefits: There are no indirect benefits to local partners 
associated with this regulatory action. 

 
(4) Information 
Sources 

N/A 

(5) Assistance N/A 

(6) Optional N/A 

 

Economic Impacts on Families 

(1) Describe the direct costs and benefits (as defined on page 1) to a typical family of three 
(average family size in Virginia according to the U. S. Census) arising from any proposed 
regulatory changes that would affect the costs of food, energy, housing, transportation, 
healthcare, and education. If families are not affected, include a specific statement to that 
effect and a brief explanation of the rationale. 

(2) Quantitative Factors:  
(a) Enter estimated dollar value of direct costs. 
(b) Enter estimated dollar value of direct benefits. 

(3) Indirect Costs & Benefits: Describe any indirect costs and benefits (as defined on page 1) 
to a typical family of three that are most likely to result from the proposed changes.  

(4) Information Sources: describe the sources of information used to determine the benefits 
and costs, including the source of the Quantitative Factors. If dollar amounts are not 
available, indicate why not. 

(5) Optional: Use this space to add any further information regarding the data provided in 
this table, including calculations, qualitative assessments, etc. 

Note: If any of the above information was included in Table 1, use the same information here. 

Table 3: Impact on Families 
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(1) Direct Costs 
& Benefits 

• Direct Costs: There are no direct costs to families associated with 
this regulatory action.  

• Direct Benefits: As stated in Table 1a, families who experience a 
stillbirth within the Commonwealth and require a certificate of birth 
resulting in stillbirth will not be required to pay the $12 fee for the 
certificate. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 

Direct Costs (a) $0 

Direct Benefits (b) $916/year throughout the entire Commonwealth. 

  

(3) Indirect 
Costs & 
Benefits 

• Indirect Costs: There are no indirect costs to families associated 
with this regulatory action.  
 

• Indirect Benefits: There are no indirect benefits to families 
associated with this regulatory action. 

(4) Information 
Sources 

N/A 

(5) Optional N/A 

 

Impacts on Small Businesses 

(1) Describe the direct costs and benefits (as defined on page 1) for small businesses. For 
purposes of this analysis, “small business” means the same as that term is defined in § 
2.2-4007.1. If small businesses are not affected, include a specific statement to that effect 
and a brief explanation of the rationale. 

(2) Quantitative Factors:  
(a) Enter estimated dollar value of direct costs. 
(b) Enter estimated dollar value of direct benefits. 

(3) Indirect Costs & Benefits: Describe the indirect benefits and costs (as defined on page 1) 
for small businesses that are most likely to result from the proposed changes.  

(4) Alternatives: Add a qualitative discussion of any equally effective alternatives that would 
make the regulatory burden on small business more equitable compared to other affected 
business sectors, and how those alternatives were identified.   
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(5) Information Sources: describe the sources of information used to determine the benefits 
and costs, including the source of the Quantitative Factors. If dollar amounts are not 
available, indicate why not. 

(6) Optional: Use this space to add any further information regarding the data provided in 
this table, including calculations, qualitative assessments, etc. 

Note: If any of the above information was included in Table 1, use the same information here. 

Table 4: Impact on Small Businesses 
(1) Direct Costs 
& Benefits 

• Direct Costs: There are no direct costs to small businesses 
associated with this regulatory action.  

• Direct Benefits: There are no direct benefits to small businesses 
associated with this regulatory action. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 

Direct Costs (a)$0 

Direct Benefits (b)$0 

  

(3) Indirect 
Costs & 
Benefits 

• Indirect Costs: There are no indirect costs to small businesses 
associated with this regulatory action.  
 

• Indirect Benefits: There are no indirect benefits to small businesses 
associated with this regulatory action. 

(4) Alternatives The agency is not exercising any discretion with regard to the substantive 
provisions of this chapter and there are no direct or indirect costs to small 
businesses associated with this regulatory action.  Alternatives are not 
available. 

(5) Information 
Sources 

N/A 

(6) Optional N/A 

 

Changes to Number of Regulatory Requirements 

For each individual VAC Chapter amended, repealed, or promulgated by this regulatory action, 
list (a) the initial requirement count, (b) the count of requirements that this regulatory package is 
adding, (c) the count of requirements that this regulatory package is reducing, (d) the net change 
in the number of requirements. This count should be based upon the text as written when this 
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stage was presented for executive branch review. Five rows have been provided, add or delete 
rows as needed.  

Table 5: Total Number of Requirements 

 Number of Requirements 

Chapter number Initial Count Additions Subtractions Net Change 

20 1 0 1 -1 

30 1 0 1 -1 

50 1 0 1 -1 

60 0 0 0 0 

125 2 0 0 0 

130 2 0 1 -1 

140 2 0 0 0 

320 0 3 0 3 

440 7 0 0 0 

450 8 2 1 1 

460 7 7 7 0 

520 2 1 1 0 

9998 0 0 0 0 

 



 

COMMONWEALTH of VIRGINIA 
Department of Health 

Colin M. Greene, MD, MPH P O BOX 2448 TTY 7-1-1 OR  
State Health Commissioner RICHMOND, VA 23218 1-800-828-1120 
 

 

 

 
MEMORANDUM 

 
DATE:  November 7, 2022 
 
TO:  State Board of Health 
 
FROM: Rebekah E. Allen, JD 

Senior Policy Analyst, Office of Licensure and Certification 
 
SUBJECT: Fast Track Action – Regulations for the Licensure of Hospitals in Virginia – Amend 

Regulation After Periodic Review 
              
 

Enclosed for your review are proposed amendments to Regulations for the Licensure of 
Hospitals in Virginia (12VAC5-410-10 et seq.).  

 
This fast-track action is being utilized to conform 12VAC5-410-10 et seq. to the Code of 

Virginia and to update out-of-date regulatory provisions. Changes include amendments to address 
mandates found in: 

• Chapters 80 and 81 of the 2022 Acts of Assembly (minimum standards for any hospital 
that voluntarily installs a newborn safety device for the reception of children); 

• Chapter 218 of the 2022 Acts of Assembly (requiring hospitals that makes minors’ health 
records available to minors through a secure website to also make the health records 
available to the minor’s parent or guardian through the same website); 

• Chapters 678 and 679 of the 2022 Acts of Assembly (minimum standards for payment 
plans and providing information about charity care and financial assistance policies); 

• Chapter 72 of the 2021 Acts of Assembly, Special Session I (prohibition on discriminating 
against health insurance enrollee on the basis of the enrollee being a litigant or potential 
litigant due to a motor vehicle accident); 

• Chapter 220 of the 2021 Acts of Assembly, Special Session I (minimum requirements for 
designated support persons); 

• Chapters 1080 and 1081 of the 2020 Acts of Assembly (prohibition on balance billing); 
• Chapter 1088 of the 2020 Acts of Assembly (quarterly reporting of hospital employment 

of certified sexual assault nurse examiners); and  
• Chapters 177 and 222 of the 2005 Acts of Assembly (design and construction guidelines 

for hospitals). 
 

http://vdhweb.vdh.virginia.gov/wp-content/uploads/2018/03/VDH-blue.png
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The changes also include minimum requirements for long-term care nursing units that are 
certified nursing facilities as required by Article 1 (§ 32.1-123 et seq.) of Chapter 5 of Title 32.1 
of the Code of Virginia, updating breast milk storage requirements, removing unused terminology, 
improving terminology consistency, providing definitions for terms to match current clinical and 
industry practices, moving regulatory provisions to the appropriate part of 12VAC5-410-10 et seq., 
and revising provisions related to the licensing process and oversight procedures. 
 

The State Board of Health is requested to approve the Fast Track Action. Should the State 
Board of Health approve the Fast Track Action, the amendments will be submitted to the Office 
of the Attorney General to begin the Executive Branch review process, as specified by the 
Administrative Process Act. Following Executive Branch review and approval, the proposed 
regulatory text will be published in the Virginia Register of Regulations and on the Virginia 
Regulatory Town Hall website. A 30-day public comment period will begin. Fifteen days after the 
close of the public comment period, the regulation will become effective.  
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Fast-Track Regulation 
Agency Background Document 

 
 

Agency name State Board of Health 
Virginia Administrative Code 

(VAC) Chapter citation(s)  
12VAC5-410-10 et seq. 

VAC Chapter title(s) Regulations for the Licensure of Hospitals in Virginia 
Action title Amend Regulation After Periodic Review 

Date this document prepared November 29, 2022 

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the 
Virginia Administrative Process Act (APA), Executive Order 19 (2022) (EO 19), any instructions or procedures issued 
by the Office of Regulatory Management (ORM) or the Department of Planning and Budget (DPB) pursuant to EO 19, 
the Regulations for Filing and Publishing Agency Regulations (1 VAC 7-10), and the Form and Style Requirements for 
the Virginia Register of Regulations and Virginia Administrative Code. 

 

 
Brief Summary 

[RIS1]  
 

Provide a brief summary (preferably no more than 2 or 3 paragraphs) of this regulatory change (i.e., new 
regulation, amendments to an existing regulation, or repeal of an existing regulation). Alert the reader to 
all substantive matters. If applicable, generally describe the existing regulation.  
              
 
This fast-track action is being utilized to conform 12VAC5-410-10 et seq. to the Code of Virginia and to 
update out-of-date regulatory provisions. Changes include amendments to address mandates found in: 

• Chapters 80 and 81 of the 2022 Acts of Assembly (minimum standards for any hospital that 
voluntarily installs a newborn safety device for the reception of children); 

• Chapter 218 of the 2022 Acts of Assembly (requiring hospitals that makes minors’ health records 
available to minors through a secure website to also make the health records available to the 
minor’s parent or guardian through the same website); 

• Chapters 678 and 679 of the 2022 Acts of Assembly (minimum standards for payment plans and 
providing information about charity care and financial assistance policies); 

• Chapter 72 of the 2021 Acts of Assembly, Special Session I (prohibition on discriminating against 
health insurance enrollee on the basis of the enrollee being a litigant or potential litigant due to a 
motor vehicle accident); 
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• Chapter 220 of the 2021 Acts of Assembly, Special Session I (minimum requirements for 
designated support persons); 

• Chapters 1080 and 1081 of the 2020 Acts of Assembly (prohibition on balance billing); 
• Chapter 1088 of the 2020 Acts of Assembly (quarterly reporting of hospital employment of certified 

sexual assault nurse examiners); and  
• Chapters 177 and 222 of the 2005 Acts of Assembly (design and construction guidelines for 

hospitals). 
 

The changes include including minimum requirements for long-term care nursing units that are certified 
nursing facilities required by Article 1 (§ 32.1-123 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia, 
updating breast milk storage requirements, removing unused terminology, improving terminology 
consistency, providing definitions for terms to match current clinical and industry practices, moving 
regulatory provisions to the appropriate part of 12VAC5-410-10 et seq., and revising provisions related to 
the licensing process and oversight procedures. 
 

[RIS2] 
Acronyms and Definitions  

 
 

Define all acronyms used in this form, and any technical terms that are not also defined in the “Definitions” 
section of the regulation. 
              
 
“ACIP” means the Advisory Committee on Immunization Practices of the CDC. 
 
“Board” means the State Board of Health. 
 
“CDC” means the Centers for Disease Control and Prevention. 
 
“Commissioner” means the State Health Commissioner. 
 
“FGI” means The Facility Guidelines Institute. 
 
“SANE” means sexual assault nurse examiner. 
 
“VDH” means the Virginia Department of Health. 
 

 
Statement of Final Agency Action 

 
 

Provide a statement of the final action taken by the agency including: 1) the date the action was taken; 2) 
the name of the agency taking the action; and 3) the title of the regulation. 
              
 
The Board approved the fast-track amendments for 12VAC5-410-10 et seq., Regulations for the Licensure 
of Hospitals in Virginia, on DATE. 
 

 
Mandate and Impetus 

[RIS3] 
 

Identify the mandate for this regulatory change and any other impetus that specifically prompted its initiation 
(e.g., new or modified mandate, petition for rulemaking, periodic review, or board decision). For purposes 
of executive branch review, “mandate” has the same meaning as defined in the ORM procedures, “a 
directive from the General Assembly, the federal government, or a court that requires that a regulation be 
promulgated, amended, or repealed in whole or part.”  
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Consistent with Virginia Code § 2.2-4012.1, also explain why this rulemaking is expected to be 
noncontroversial and therefore appropriate for the fast-track rulemaking process. 
              
 
The Board is mandated by Va. Code § 2.2-4007.1(D) and Executive Order 14 (2020) to conduct a periodic 
review of its regulations. The impetus for this action is a recent periodic review that determined that this 
regulatory chapter needed to be amended. The rulemaking is expected to be noncontroversial because it 
is being utilized to conform the regulation to the statutes, legislative mandates, existing clinical and industry 
practices, and to accurately detail VDH’s licensing procedures and practices. Additionally, VDH’s subject 
matter experts believe that proposed changes would not jeopardize the protection of public health, safety, 
and welfare. 
 

[RIS4] 
Legal Basis 

[RIS5] 
 

Identify (1) the promulgating agency, and (2) the state and/or federal legal authority for the regulatory 
change, including the most relevant citations to the Code of Virginia and Acts of Assembly chapter 
number(s), if applicable. Your citation must include a specific provision, if any, authorizing the promulgating 
agency to regulate this specific subject or program, as well as a reference to the agency’s overall regulatory 
authority.   
              
 
Va. Code § 32.1-12 gives the Board the responsibility to make, adopt, promulgate, and enforce such 
regulations as may be necessary to carry out the provisions of Title 32.1 of the Code of Virginia. Va. Code 
§ 32.1-127 requires the Board to adopt regulations that include minimum standards for (i) the construction 
and maintenance of hospitals and certified nursing facilities to ensure the environmental protection and the 
life safety of its patients, employees, and the public; (ii) the operation, staffing and equipping of hospitals 
and certified nursing facilities; (iii) qualifications and training of staff of hospitals and certified nursing 
facilities, except those professionals licensed or certified by the Department of Health Professions; (iv) 
conditions under which a hospital may provide medical and nursing services to patients in their places of 
residence; and (v) policies related to infection prevention, disaster preparedness, and facility security of 
hospitals and certified nursing facilities. Subsection B of Va. Code § 32.1-127 further details the specific 
provisions to be included in the regulation. 

Va. Code § 32.1-23.2 also requires VDH to designate the form and due date of reports required under 
Chapter 1088 (2020 Acts of Assembly). Va. Code § 32.1-127.001 requires the Board to promulgate 
regulations that shall include minimum standards for the design and construction of hospitals and certified 
nursing facilities consistent with the current edition of the FGI guidelines, per Chapter 177 and 222 of the 
2005 Acts of Assembly. Chapters 80 and 81 of the 2022 Acts of Assembly created minimum standards for 
any hospital that voluntarily installs a newborn safety device for the reception of children. Chapters 678 and 
679 of the 2022 Acts of Assembly created minimum standards for hospital payment plans and hospitals 
providing information about charity care and financial assistance policies. Chapter 72 of the 2021 Acts of 
Assembly, Special Session I prohibits hospital discrimination against health insurance enrollee on the basis 
of the enrollee being a litigant or potential litigant due to a motor vehicle accident. Chapter 220 of the 2021 
Acts of Assembly, Special Session I created minimum requirements for designated support persons in 
hospitals. Chapters 1080 and 1081 of the 2020 Acts of Assembly prohibits balance billing by hospitals. 
 

[RIS6] 
Purpose 

[RIS7] 
 

Explain the need for the regulatory change, including a description of: (1) the rationale or justification, (2) 
the specific reasons the regulatory change is essential to protect the health, safety or welfare of citizens, 
and (3) the goals of the regulatory change and the problems it is intended to solve. 
              
 
The rationale or justification for the regulatory change is that the regulation should incorporate all legislative 
mandates, current clinical and industry practices, and current licensing processes and procedures. The 
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regulatory change is essential to protect the health, safety, or welfare of citizens because the regulation 
does not currently reference the most current clinical and industry practices, including for infection 
prevention and control, and does not address all mandated subjects affecting patient rights. The goals of 
the regulatory change are consistency with the Code of Virginia and reduced confusion for patients and for 
hospitals; the problems it is intended to solve are removing out-of-date material that impedes hospitals from 
utilizing current clinical standards and ensuring that hospitals and patients are equally aware of what their 
rights and obligations are. 
 

[RIS8] 
Substance 

[RIS9] 
Briefly identify and explain the new substantive provisions, the substantive changes to existing sections, or 
both. A more detailed discussion is provided in the “Detail of Changes” section below.   
              
 
Section 10. Definitions 
Adds definitions for “ACIP,” “activities of daily living” or “ADL,” “campus,” “care provider,” “CDC,” “certified 
nursing facility,” “certified sexual assault nurse examiner,” “CMS,” “emergency department,” “general 
hospital accrediting organization,” “hospital,” “inspector,” “operating room,” “outpatient surgical hospital 
accrediting organization,” “person with a disability,” “support and assistance necessary due to the specifics 
of the person’s disability,” and “surgery.” Revises definitions for “designated support person,” “full-time,” 
“general hospital,” and “nursing home.” Removes definitions for “special hospital.” Renames “home health 
care department/service/program” to “home health services,” renamed “nursing care unit” to “long-term care 
nursing unit,” “outpatient hospital” to “outpatient surgical hospital,” and “Office of Licensure and 
Certification” to “OLC.” 
 
Section 50. Classification 
Removes the “special hospital” as a classification type. 
 
Section 60. Separate license 
Changes subsection A to use a consistent and defined term when discussing the location of hospitals and 
the need for separate licensure. 
 
Section 100. Name 
Removes the requirement to report a hospital name change within 30 calendar days as duplicative. 
 
Section 130. Return of license. 
Section is renamed to “Surrender of license; mid-term change of license.” Clarifies what is a mid-term 
change to a license and clarifies a hospital’s obligations and the process to obtain a changed license. 
 
Section 140. Inspection procedure 
Clarifies the inspection process and a hospital’s obligations during and after the inspection. 
 
Section 150. Plan of correction 
Consolidates the plan of correction language found throughout the regulatory chapter to ensure the plan of 
correction requirements are consistent. Revisions include minimum elements of a plan of correction and 
the timeline for submission and completion of a plan of correction. 
 
Section 160. Revocation of license 
Section is renamed to “Disciplinary action.” Matches statutory provisions about prohibited acts and 
disciplinary options available. 
 
Part II. Organization and Operation of General and Special Hospitals 
Part is renamed to “Organization and Operation of General Hospitals.” 
 
Section 215. Financial assistance in general hospitals 
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A new section. Describes minimum requirements for providing information about charity care and financial 
assistance and for payment plans. 
 
Section 225. Newborn safety devices 
A new section. Describes minimum requirements for operation of a newborn safety device if a hospital has 
elected to install a device. 
 
Section 230. Patient care management 
Replaces reference to 22-year-old document with a reference to analogous federal requirements for patient 
rights. Repeals designated support person requirements and discharge requirements for a patient receiving 
elective surgery who may need outpatient physical therapy. 
 
Section 235. Persons with a disability; designated support persons in general hospitals 
A new section. Describes minimum requirements for providing a person with a disability access to a 
designated support person. 
 
Section 237. Discharge planning 
Consolidates into a single section the discharge planning requirements for inpatient admissions and for 
patients receiving elective surgery who may need outpatient physical therapy. 
 
Section 370. Medical records 
Removes an incorrect statutory reference, amends storage and reproduction requirements, amends 
subsection to address fetal death reporting, and adds subsection to address parent or guardian electronic 
access to minor patient’s medical records. 
 
Section 380. Nursing service 
Adds language about when hospitals’ quarterly reports are due and what information is to be included in 
the reports. Corrected out-of-date regulatory references. 
 
Section 442. Obstetric service design and equipment criteria 
Updates design and construction standards to the most current edition of the FGI guidelines for hospitals. 
 
Section 444. Newborn service medical direction; physician consultation and coverage; nursing direction, 
nurse staffing and coverage; policies and procedures 
Updates the breast milk storage times to match current CDC recommendations. 
 
Section 445. Newborn service design and equipment criteria 
Updates design and construction standards to the most current edition of the FGI guidelines for hospitals.  
 
Section 447. Combined obstetric and clean gynecological service; infection control 
Updates documents incorporated by reference for isolation or segregation of mothers, newborns, and 
patients. 
 
Section 465. Long-term care nursing services 
A new section. Describes the minimum statutory standards for certified nursing facilities that are operated 
under a general hospital’s license. 
 
Section 650. General building and physical plan information 
Updates design and construction standards to the most current edition of the FGI guidelines for hospitals 
and outpatient facilities. 
 
Section 760. Long-term care nursing units 
Updates design and construction standards to the most current edition of the FGI guidelines for hospitals. 
 
Part IV Outpatient Surgical Hospitals: Organization, Operation, and Design Standards for Existing and New 
Facilities 
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Part is renamed to “Organization and Operation of Outpatient Surgical Hospitals.” 
 
Section 1170. Policy and procedures manual 
Replaces reference to 22-year-old document with a reference to analogous federal requirements for patient 
rights. Repeals designated support person requirements. 
 
Section 1171. Persons with a disability; designated support person in outpatient surgical hospitals 
A new section. Describes minimum requirements for providing a person with a disability access to a 
designated support person. 
 
Section 1175. Discharge planning 
This section is repealed. 
 
Section 1178. Financial assistance in outpatient surgical hospitals 
A new section. Describes minimum requirements for providing information about charity care and financial 
assistance and for payment plans. 
 
Section 1190 Nursing staff 
Adds language about when hospitals’ quarterly reports are due and what information is to be included in 
the reports. 
 
Section 1260. Medical records 
Removes an incorrect statutory reference and reference to VDH business unit, amends storage and 
reproduction requirements, and adds subsection to address parent or guardian electronic access to minor 
patient’s medical records. 
 
Section 1350. Local and state codes and standards 
Updates design and construction standards to the most current edition of the FGI guidelines for outpatient 
facilities. 
 
DIBR 
Lists all documents incorporated by reference in the regulatory changes. 
 

[RIS10] 
Issues 
[RIS11] 

 

Identify the issues associated with the regulatory change, including: 1) the primary advantages and 
disadvantages to the public, such as individual private citizens or businesses, of implementing the new or 
amended provisions; 2) the primary advantages and disadvantages to the agency or the Commonwealth; 
and 3) other pertinent matters of interest to the regulated community, government officials, and the public. 
If there are no disadvantages to the public or the Commonwealth, include a specific statement to that effect.   
              
 
The primary advantages to the public are removal of language or requirements that were unclear, 
inconsistent, or outdated and addition of legislative mandates that had previously had not been incorporated 
into the regulations. The primary advantages to VDH or Commonwealth are clarity on the minimum 
requirements for hospitals and VDH in the administration of the hospital licensing program. There are no 
disadvantages to the public or the Commonwealth. Other pertinent matters of interest to the regulated 
community, government officials and the public would include the discovery during the periodic review that 
the hospital regulations failed to address or incorporate the minimum requirements for certified nursing 
facilities that are mandated by Article 1 (§ 32.1-123 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia. 
Eight general hospitals in the Commonwealth operate long-term care nursing units that are certified to 
participate in Medicare, Medicaid, or both; these units fall under the definition of “certified nursing facility” 
found in Va. Code § 32.1-123. The Board is addressing the omission in this regulatory change and is 
promulgating requirements for these long-term care nursing units that are in conformity with the statutory 
minimums. At this time, the Board is exercising its discretion to include only those statutory minimums. 
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[RIS12] 

Requirements More Restrictive than Federal 
 

 

Identify and describe any requirement of the regulatory change which is more restrictive than applicable 
federal requirements. Include a specific citation for each applicable federal requirement, and a rationale for 
the need for the more restrictive requirements. If there are no applicable federal requirements, or no 
requirements that exceed applicable federal requirements, include a specific statement to that effect. 
              
 
VDH is not aware of any applicable federal requirements about: 

• minimum standards for any hospital that voluntarily installs a newborn safety device for the 
reception of children, which is the subject of the mandates in Chapters 80 and 81 of the 2022 Acts 
of Assembly; 

• requiring hospitals that makes minors’ health records available to minors through a secure website 
to also make the health records available to the minor’s parent or guardian through the same 
website, which is the subject of the mandate in Chapter 218 of the 2022 Acts of Assembly; 

• minimum standards for payment plans and providing information about charity care and financial 
assistance policies, which is the subject of the mandates in Chapters 678 and 679 of the 2022 Acts 
of Assembly; 

• discriminating against health insurance enrollee on the basis of the enrollee being a litigant or 
potential litigant due to a motor vehicle accident, which is the subject of the mandate in Chapter 72 
of the 2021 Acts of Assembly, Special Session I; 

• quarterly reporting of hospital employment of certified sexual assault nurse examiners, which is the 
subject of Chapter 1088 of the 2020 Acts of Assembly; 

• storage of breast milk; 
• isolation or segregation of mothers, newborns, and patients in obstetric and newborn services; 
• licensing of hospitals or any processes or procedures related to licensing of hospitals; 
• access to designated support persons by persons with disabilities 

 
The regulatory change regarding the prohibition on balance billing derived from Chapters 1080 and 1081 
of the 2020 Acts of Assembly do not exceed applicable federal requirements. 
 
42 CFR § 483.80(d)(1) and (2) requires certified nursing facilities to offer influenza and pneumococcal 
vaccination to residents unless medically contradicted or the resident refuses vaccination. The legislative 
mandate in Chapter 762 of the 2004 Acts of Assembly is more specific than federal requirements about the 
clinical guidance informing vaccination, though the mandate does not exceed and is not more restrictive 
than applicable federal requirements. 
 
The regulatory change regarding the design and construction guidelines for hospitals may be more 
restrictive than federal requirements, specifically 42 CFR §§ 482.41 and 483.90; however, Chapters 177 
and 222 of the 2005 Acts of Assembly mandate the minimum requirements be consistent with the current 
edition of the applicable FGI guidelines so the Board does not have the discretion to be less restrictive. 
 
The regulatory changes regarding training of certified nursing facility employees on mandated reporting, 
regarding the sex offender registry, information and notices about the family council, liability insurance, and 
visitation during public health emergencies related to COVID-19 may be more restrictive than federal 
requirements in 42 CFR Part 483 Subpart B; however, Va. Code § 32.-127 mandates the minimum 
requirements for certified nursing facilities so the Board does not have the discretion to be less restrictive. 
 

 
Agencies, Localities, and Other Entities Particularly Affected 

 
 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify any other state agencies, localities, or other 
entities particularly affected by the regulatory change. Other entities could include local partners such as 
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tribal governments, school boards, community services boards, and similar regional organizations. 
“Particularly affected” are those that are likely to bear any identified disproportionate material impact which 
would not be experienced by other agencies, localities, or entities. “Locality” can refer to either local 
governments or the locations in the Commonwealth where the activities relevant to the regulation or 
regulatory change are most likely to occur. If no agency, locality, or entity is particularly affected, include a 
specific statement to that effect.  
              
 
Other State Agencies Particularly Affected 
 
Virginia Commonwealth University (VCU) Health Systems Authority will be required to comply with the 
regulatory changes. 
 
Localities Particularly Affected 
 
Lee County Hospital Authority and Chesapeake Hospital Authority will be required to comply with the 
regulatory changes. 
 
Other Entities Particularly Affected 
 
The 106 licensed general hospitals (including those operated by VCU Hospital Systems Authority, Lee 
County Hospital Authority, and Chesapeake Hospital Authority) and 67 outpatient surgical hospitals will be 
required to comply with the regulatory change. 
 

 
Economic Impact 

 
 

Consistent with § 2.2-4007.04 of the Code of Virginia, identify all specific economic impacts (costs and/or 
benefits), anticipated to result from the regulatory change. When describing a particular economic impact, 
specify which new requirement or change in requirement creates the anticipated economic impact. Keep in 
mind that this is the proposed change versus the status quo.  
              
 
Impact on State Agencies 
 

For your agency: projected costs, savings, fees or 
revenues resulting from the regulatory change, 
including:  
a) fund source / fund detail;  
b) delineation of one-time versus on-going 
expenditures; and 
c) whether any costs or revenue loss can be 
absorbed within existing resources 

There are no projected costs, savings, fees or 
revenues resulting from the regulatory change. 

For other state agencies: projected costs, savings, 
fees or revenues resulting from the regulatory 
change, including a delineation of one-time versus 
on-going expenditures. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
VCU Health System Authority would have one-
time costs associated with updating policies and 
procedures related to designated support 
persons, certified nursing facilities, parent or 
guardian electronic access to minor patient’s 
records, discharge planning, financial assistance, 
and infection control and prevention. For its 
existing policies and procedures, VDH is 
estimating it would cost $1,250 one-time to amend 
their policies on each topic to conform to the 
regulatory minimums. It may be the case that no 
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amendments are needed if the policies and 
procedures meet or exceed the proposed 
regulatory minimums, in which case no cost is 
expected to be incurred. If VCU Hospital Systems 
Authority does not already have policies and 
procedures on these topics, VDH is estimating it 
would cost $5,000 one-time to develop these 
policies and procedures per topic. 
 
There may be some ongoing recordkeeping and 
administrative costs because Chapter 1088 of the 
2020 Acts of Assembly mandates that hospitals 
file quarterly reports with VDH about its SANE 
employment. VDH estimates these costs are not 
likely to exceed $5,000 per year. 
 
There may be some ongoing recordkeeping and 
administrative costs associated with payment 
plans. VDH is unable to estimate at this time what 
the changes, if any, would be needed for VCU 
Hospital Systems Authority to implement the new 
requirements or what those changes may cost, as 
no information about this was reported in the 
Fiscal Impact Statement for Chapters 678 and 679 
of the 2022 Acts of Assembly. 

For all agencies: Benefits the regulatory change is 
designed to produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from hospitals, access to information 
to ensure hospital compliance, remedial action 
within a reasonable and consistently applied 
timeframe if noncompliance does occur. 

 
Impact on Localities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a or 2) on which 
it was reported. Information provided on that form need not be repeated here. 
 

Projected costs, savings, fees or revenues 
resulting from the regulatory change. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
Lee County Hospital Authority and Chesapeake 
Hospital Authority would have one-time costs 
associated with updating policies and procedures 
related to designated support persons, certified 
nursing facilities, parent or guardian electronic 
access to minor patient’s records, discharge 
planning, financial assistance, and infection 
control and prevention. For their existing policies 
and procedures, VDH is estimating it would cost 
$1,250 one-time to amend their policies on each 
topic to conform to the regulatory minimums. It 
may be the case that no amendments are needed 
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if the policies and procedures meet or exceed the 
proposed regulatory minimums, in which case no 
cost is expected to be incurred. If Lee County 
Hospital Authority and Chesapeake Hospital 
Authority do not already have policies and 
procedures on these topics, VDH is estimating it 
would cost $5,000 one-time to develop these 
policies and procedures per topic. 
 
There may be some ongoing recordkeeping and 
administrative costs because Chapter 1088 of the 
2020 Acts of Assembly mandates that hospitals 
file quarterly reports with VDH about its SANE 
employment. VDH estimates these costs are not 
likely to exceed $5,000 per year. 
 
There may be some ongoing recordkeeping and 
administrative costs associated with payment 
plans. VDH is unable to estimate at this time what 
the changes, if any, would be needed for Lee 
County Hospital Authority and Chesapeake 
Hospital Authority to implement the new 
requirements or what those changes may cost. 

Benefits the regulatory change is designed to 
produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from hospitals, access to information 
to ensure hospital compliance, remedial action 
within a reasonable and consistently applied 
timeframe if noncompliance does occur. 

 
Impact on Other Entities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a, 3, or 4) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Description of the individuals, businesses, or other 
entities likely to be affected by the regulatory 
change. If no other entities will be affected, include 
a specific statement to that effect. 

Licensed hospitals and applicants for hospital 
licensure. 

Agency’s best estimate of the number of such 
entities that will be affected. Include an estimate of 
the number of small businesses affected. Small 
business means a business entity, including its 
affiliates, that: 
a) is independently owned and operated and; 
b) employs fewer than 500 full-time employees or 
has gross annual sales of less than $6 million.   

The 106 licensed general hospitals (including 
those operated by VCU Hospital Systems 
Authority, Lee County Hospital Authority, and 
Chesapeake Hospital Authority) and 67 outpatient 
surgical hospitals will be required to comply with 
the regulatory change. Applicants for hospital 
licensure are infrequent and difficult to estimate. 
 
VDH estimates three of the outpatient surgical 
hospitals may meet the definition of “small 
business” 
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All projected costs for affected individuals, 
businesses, or other entities resulting from the 
regulatory change. Be specific and include all 
costs including, but not limited to: 
a) projected reporting, recordkeeping, and other 
administrative costs required for compliance by 
small businesses; 
b) specify any costs related to the development of 
real estate for commercial or residential purposes 
that are a consequence of the regulatory change;  
c) fees;  
d) purchases of equipment or services; and 
e) time required to comply with the requirements. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
Hospitals would have one-time costs associated 
with updating policies and procedures related to 
designated support persons, certified nursing 
facilities, parent or guardian electronic access to 
minor patient’s records, discharge planning, 
financial assistance, and infection control and 
prevention. For their existing policies and 
procedures, VDH is estimating it would cost 
$1,250 one-time to amend their policies on each 
topic to conform to the regulatory minimums. It 
may be the case that no amendments are needed 
if the policies and procedures meet or exceed the 
proposed regulatory minimums, in which case no 
cost is expected to be incurred. If hospitals do not 
already have policies and procedures on these 
topics, VDH is estimating it would cost $5,000 one-
time to develop these policies and procedures per 
topic. 
 
There may be some ongoing recordkeeping and 
administrative costs because Chapter 1088 of the 
2020 Acts of Assembly mandates that hospitals 
file quarterly reports with VDH about its SANE 
employment. VDH estimates these costs are not 
likely to exceed $5,000 per year. 
 
There may be some ongoing recordkeeping and 
administrative costs associated with payment 
plans. VDH is unable to estimate at this time what 
the changes, if any, would be needed for hospitals 
to implement the new requirements or what those 
changes may cost. 

Benefits the regulatory change is designed to 
produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from hospitals, access to information 
to ensure hospital compliance, remedial action 
within a reasonable and consistently applied 
timeframe if noncompliance does occur. 

 
 

Alternatives to Regulation 
 

 

Describe any viable alternatives to the regulatory change that were considered, and the rationale used by 
the agency to select the least burdensome or intrusive alternative that meets the essential purpose of the 
regulatory change. Also, include discussion of less intrusive or less costly alternatives for small businesses, 
as defined in § 2.2-4007.1 of the Code of Virginia, of achieving the purpose of the regulatory change. 
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No alternative was considered because the General Assembly required the Board to adopt regulations 
governing the licensure of hospitals and amending the regulation is the least burdensome, least intrusive, 
and less costly method to accomplish the purpose of this action. 
 

 
Regulatory Flexibility Analysis 

 
 

Consistent with § 2.2-4007.1 B of the Code of Virginia, describe the agency’s analysis of alternative 
regulatory methods, consistent with health, safety, environmental, and economic welfare, that will 
accomplish the objectives of applicable law while minimizing the adverse impact on small business.  
Alternative regulatory methods include, at a minimum: 1) establishing less stringent compliance or reporting 
requirements; 2) establishing less stringent schedules or deadlines for compliance or reporting 
requirements; 3) consolidation or simplification of compliance or reporting requirements; 4) establishing 
performance standards for small businesses to replace design or operational standards required in the 
proposed regulation; and 5) the exemption of small businesses from all or any part of the requirements 
contained in the regulatory change. 
               
 
The Board is required to regulate the licensure of hospitals consistent with the provisions of Article 1 (§ 
32.1-123 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia. Initiation of this regulatory action is the 
least burdensome method to conform the Regulations for the Licensure of Hospitals in Virginia (12VAC5-
410-10 et seq.) to the statute. 
 

 
Public Participation 

 
 

Indicate how the public should contact the agency to submit comments on this regulation, and whether a 
public hearing will be held, by completing the text below. 
 
Consistent with  § 2.2-4011 of the Code of Virginia, if an objection to the use of the fast-track process is 
received within the 30-day public comment period from 10 or more persons, any member of the applicable 
standing committee of either house of the General Assembly or of the Joint Commission on Administrative 
Rules, the agency shall: 1) file notice of the objections with the Registrar of Regulations for publication in 
the Virginia Register and 2) proceed with the normal promulgation process with the initial publication of the 
fast-track regulation serving as the Notice of Intended Regulatory Action. 
               
 
If you are objecting to the use of the fast-track process as the means of promulgating this regulation, please 
clearly indicate your objection in your comment. Please also indicate the nature of, and reason for, your 
objection to using this process. 
 
The Board is providing an opportunity for comments on this regulatory proposal, including but not limited to 
(i) the costs and benefits of the regulatory proposal and any alternative approaches, (ii) the potential impacts 
of the regulation, and (iii) the agency's regulatory flexibility analysis stated in this background document. 
 
Anyone wishing to submit written comments for the public comment file may do so through the Public 
Comment Forums feature of the Virginia Regulatory Town Hall web site at: https://townhall.virginia.gov. 
Comments may also be submitted by mail, email or fax to Rebekah E. Allen, Senior Policy Analyst, Virginia 
Department of Health, Office of Licensure and Certification, 9960 Mayland Drive, Suite 401, Henrico, VA 
23233; email: regulatorycomment@vdh.virginia.gov; fax: (804) 527-4502. In order to be considered, 
comments must be received by 11:59 pm on the last day of the public comment period. 
 

 
Detail of Changes 

 
 

https://townhall.virginia.gov/
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List all regulatory changes and the consequences of the changes. Explain the new requirements and what 
they mean rather than merely quoting the text of the regulation. For example, describe the intent of the 
language and the expected impact. Describe the difference between existing requirement(s) and/or agency 
practice(s) and what is being proposed in this regulatory change. Use all tables that apply, but delete 
inapplicable tables. 
                
 
Table 1: Changes to Existing VAC Chapter(s) 
 

Current 
chapter-
section 
number 

New 
chapter-
section 
number, if 
applicable 

Current requirements in VAC Change, intent, rationale, and likely 
impact of new requirements 

410-10 N/A 12VAC5-410-10. Definitions.  
As used in this chapter, the 

following words and terms shall 
have the following meanings 
unless the context clearly 
indicates otherwise: 

* * * 
"Designated support person" 

means a person who is 
knowledgeable about the needs 
of a person with a disability, and 
who is designated, orally or in 
writing, by the individual with a 
disability, the individual's 
guardian, or the individual's care 
provider to provide support and 
assistance, including physical 
assistance, emotional support, 
assistance with communication 
or decision-making, or any other 
assistance necessary as a result 
of the person's disability, to the 
person with a disability at any 
time during which health care 
services are provided. 

* * * 
"Full-time" means a 37-1/2 to 

40 hour work week. 
"General hospital" means 

institutions as defined by § 32.1-
123 of the Code of Virginia with 
an organized medical staff; with 
permanent facilities that include 
inpatient beds; and with medical 
services, including physician 
services, dentist services and 
continuous nursing services, to 
provide diagnosis and treatment 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-10. Definitions.  

As used in this chapter, the following 
words and terms shall have the following 
meanings unless the context clearly 
indicates otherwise: 

"ACIP" means the Advisory 
Committee on Immunization Practices of 
the CDC. 

"Activity of daily living" or "ADL" has 
the same meaning as ascribed to the term 
in subsection A of § 32.1-137.08 of the 
Code of Virginia. 

* * * 
"Business day" means any day that 

is not a Saturday, Sunday, legal holiday, 
or day on which the OLC is closed. For 
the purposes of this chapter, any day on 
which the Governor authorizes the 
closing of the state government shall be 
considered a legal holiday. 

"Campus" means the physical area 
that is immediately adjacent to the 
hospital's main buildings, other areas and 
structures that are not strictly contiguous 
to the main buildings but are located 
within 250 yards of the main buildings, 
and any other physical areas determined 
on an individual case basis, by the OLC in 
accordance with 42 C.F.R. § 413.65, to be 
part of the hospital's campus. 

"Care provider" has the same 
meaning as ascribed to the term in 
subsection A of § 32.1-137.08 of the Code 
of Virginia. 
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for patients who have a variety of 
medical and dental conditions 
that may require various types of 
care, such as medical, surgical, 
and maternity. 

"Home health care 
department/service/program” 
means a formally structured 
organizational unit of the hospital 
that is designed to provide health 
services to patients in their place 
of residence and meets Part II 
(12VAC5-381-150 et seq.) of the 
regulations adopted by the board 
for the licensure of home care 
organizations in Virginia. 

* * * 
"Nursing care unit" means an 

organized jurisdiction of nursing 
service in which nursing services 
are provided on a continuous 
basis. 

* * * 
"Office of Licensure and 

Certification" or "OLC" means 
the Office of Licensure and 
Certification of the Virginia 
Department of Health. 

* * * 
"Outpatient hospital" means 

institutions as defined by § 32.1-
123 of the Code of Virginia that 
primarily provide facilities for the 
performance of surgical 
procedures on outpatients. Such 
patients may require treatment in 
a medical environment 
exceeding the normal capability 
found in a physician's office, but 
do not require inpatient 
hospitalization. 

* * * 
"Special hospital" means 

institutions as defined by § 32.1-
123 of the Code of Virginia that 
provide care for a specialized 
group of patients or limit 
admissions to provide diagnosis 
and treatment for patients who 
have specific conditions (e.g., 

"CDC" means the Centers for 
Disease Control and Prevention. 

"Certified nursing facility" has the 
same meaning as ascribed to the term in 
§ 32.1-123 of the Code of Virginia. 

"Certified sexual assault nurse 
examiner" means a nurse who is board 
certified by the International Association 
of Forensic Nurses as either a Sexual 
Assault Nurse Examiner-Pediatric 
(SANE-P) or a Sexual Assault Nurse 
Examiner-Adult/Adolescent (SANE-A). 

* * * 
"CMS" means the Centers for 

Medicare and Medicaid Services. 
* * * 

"Designated support person" or 
"DSP" means a person who is 
knowledgeable about the needs of a 
person with a disability, and who is 
designated, orally or in writing, by the 
individual with a disability, the individual's 
guardian, or the individual's care provider 
to provide support and assistance, 
including physical assistance, emotional 
support, assistance with communication 
or decision-making, or any other 
assistance necessary as a result of the 
person's disability, to the person with a 
disability at any time during which health 
care services are provided has the same 
meaning as ascribed to the term in 
subsection A of § 32.1-137.08 of the Code 
of Virginia and is not a visitor. 

* * * 
"Emergency department" means a 

department of the hospital that provides 
emergency services and is located on, or 
within a 35-mile radius of, the campus of 
the hospital. 

* * * 
"Full-time" means a 37-1/2 to 40 hour 

work week. 
"General hospital" means institutions 

a hospital as defined by § 32.1-123 of the 
Code of Virginia with an organized 
medical staff; with permanent facilities 
that include inpatient beds; and with 
medical services, including physician 
services, dentist services and continuous 
nursing services, to provide diagnosis and 
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tuberculosis, orthopedic, 
pediatric, maternity). 

treatment for patients who have a variety 
of medical and dental conditions that may 
require various types of care, such as 
medical, surgical, and maternity. 

"General hospital accrediting 
organization" means the Accreditation 
Commission for Health Care, the Center 
for Improvement in Healthcare Quality, 
DNV - Healthcare, The Joint Commission, 
or any accrediting organization that has 
been granted deeming authority for 
hospitals by CMS. 

"Home health care 
department/service/program” “Home 
health services" means a formally 
structured organizational unit of the 
hospital that is designed to provide health 
services to patients in their place of 
residence and meets Part II (12VAC5-
381-150 et seq.) of the regulations 
adopted by the board for the licensure of 
home care organizations in Virginia. 

"Hospital" has the same meaning 
ascribed to the term in § 32.1-123 of the 
Code of Virginia and includes general 
hospitals and outpatient surgical 
hospitals. 

"Inspector" means an individual 
employed by or contracted by the Virginia 
Department of Health and designated by 
the commissioner to conduct inspections, 
investigations, or evaluations. 

"Long-term care nursing unit" means 
an organized jurisdiction of nursing 
service in which nursing services are 
provided on a continuous basis. 

* * * 
"Nursing care unit" means an 

organized jurisdiction of nursing service in 
which nursing services are provided on a 
continuous basis. 

"Nursing home" means an institution 
or any identifiable component of any 
institution as defined by has the same 
meaning as ascribed to the term in § 32.1-
123 of the Code of Virginia with 
permanent facilities that include inpatient 
beds and whose primary function is the 
provision, on a continuing basis, of 
nursing and health related services for the 
treatment of patients who may require 
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various types of long term care, such as 
skilled care and intermediate care. 

* * * 
"Office of Licensure and Certification" 

or "OLC" means the Office of Licensure 
and Certification of the Virginia 
Department of Health. 

"Operating room" means a room in a 
hospital designated for the performance 
of surgery. 

* * * 
"Outpatient surgical hospital" means 

institutions a hospital as defined by § 
32.1-123 of the Code of Virginia that 
primarily provide provides facilities for the 
performance of surgical procedures on 
outpatients. Such patients may require 
treatment in a medical environment 
exceeding the normal capability found in 
a physician's office, but do not require 
inpatient hospitalization. 

"Outpatient surgical hospital 
accrediting organization" means the 
Accreditation Commission for Ambulatory 
Health Care, the Accreditation 
Commission for Health Care, the 
American Association for Accreditation of 
Ambulatory Surgery Facilities, The Joint 
Commission, or any accrediting 
organization that has been granted 
deeming authority for ambulatory surgical 
centers by CMS. 

* * * 
"Person with a disability" has the 

same meaning as ascribed to the term in 
subsection A of § 32.1-137.08 of the Code 
of Virginia. 

* * * 
"Special hospital" means institutions 

as defined by § 32.1-123 of the Code of 
Virginia that provide care for a specialized 
group of patients or limit admissions to 
provide diagnosis and treatment for 
patients who have specific conditions 
(e.g., tuberculosis, orthopedic, pediatric, 
maternity). 

* * * 
"Support and assistance necessary 

due to the specifics of the person's 
disability" has the same meaning as 



Town Hall Agency Background Document     Form:  TH-04 
 

 17 

ascribed to the term in subsection A of § 
32.1-137.08 of the Code of Virginia. 

"Surgery" has the same meaning as 
ascribed to the term in subsection A of § 
54.1-2400.01:1 of the Code of Virginia. 
 
INTENT: The intent of the change is to 
create, remove, and update definitions for 
terms that have been cause for confusion. 
 
RATIONALE: The rationale for the 
change is that commonly used terms that 
may have multiple meanings depending 
on the speaker should be defined so that 
all audiences have a consistent 
understanding of the terms’ intended 
meaning. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
hospitals, VDH, and the public. 
 

410-50 N/A 12VAC5-410-50. Classification.  
Hospitals to be licensed shall 

be classified as general 
hospitals, special hospitals or 
outpatient hospitals defined by 
12VAC5-410-10. 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-50. Classification.  

Hospitals to be licensed shall be 
classified as general hospitals, special 
hospitals or outpatient surgical hospitals 
defined by 12VAC5-410-10. 
 
INTENT: The intent of the change is to 
remove “special hospital” as a 
classification of hospital 
 
RATIONALE: The rationale for the 
change is that the Board has not utilized 
this hospital classification and has no 
regulatory provisions specific to special 
hospitals. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
hospitals. 
 

410-60 N/A 12VAC5-410-60. Separate 
license.  

A. A separate license shall 
be required by hospitals 
maintained on separate 
premises even though they are 
operated under the same 
management. Separate license 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-60. Separate license.  

A. A separate license shall be 
required by hospitals maintained on 
separate premises campuses even 
though they are operated under the same 
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is not required for separate 
buildings on the same grounds or 
within the same complex of 
buildings. 

* * * 
 

management. Separate license is not 
required for separate buildings on the 
same grounds campus or within the same 
complex of buildings or for an emergency 
department of a general hospital. 

* * * 
 
INTENT: The intent of the change is to 
use consistent, defined terminology in 
regulation. 
 
RATIONALE: The rationale for the 
change is that a single defined term 
should be created and used instead of 
multiple undefined terms when discussing 
recurring subjects within the regulation. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
hospitals. 
 

410-100 N/A 12VAC5-410-100. Name.  
Every hospital shall be 

designated by a permanent and 
appropriate name which shall 
appear on the application for 
license. Any change of name 
shall be reported to the OLC 
within 30 days. 
 

 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-100. Name.  

Every hospital shall be designated by 
a permanent and appropriate name which 
that shall appear on the application for 
license. Any change of name shall be 
reported to the OLC within 30 days. 
 
INTENT: The intent of the change is to 
remove conflicting or duplicative 
regulatory provisions. 
 
RATIONALE: The rationale for the 
change is that changes affecting a 
hospital license are already addressed in 
a separate regulatory section and should 
not be addressed here, too. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
about reporting name names. 
 

410-130 N/A 12VAC5-410-130. Return of 
license.  

The OLC shall be notified in 
writing at least within 30 working 
days in advance of any proposed 
change in location or ownership 
of the facility. A license shall not 
be transferred from one owner to 

CHANGE: The Board is proposing the 
following change: 
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another or from one location to 
another. The license issued by 
the commissioner shall be 
returned to the OLC for 
correction or reissuance when 
any of the following changes 
occur during the licensing year: 

1. Revocation; 
2. Change of location; 
3. Change of ownership; 
4. Change of name; 
5. Change of bed 
capacity, except as 
provided in 12VAC5-
410-110 C; or 
6. Voluntary closure. 
  

12VAC5-410-130. Return of 
license Surrender of license; mid-term 
change of license.  

A. Upon revocation or suspension of 
a license, the hospital shall surrender its 
license to the OLC. 

B. The hospital shall notify the 
director of the OLC shall be notified in 
writing by submitting a mid-term change 
application at least within 30 working days 
no less than 30 calendar days in advance 
of any proposed change in location or 
ownership of the facility. A license shall 
not be transferred from one owner to 
another or from one location to another. 
The license issued by the commissioner 
shall be returned to the OLC for correction 
or reissuance when any of the following 
changes occur during the licensing year 
implementing any: 

1. Revocation; 
2. 1. Change of location of the 
hospital, including change of 
location of any emergency 
department not located on the 
hospital's campus; 
3. 2. Change of ownership of the 
hospital; 
3. Change of operator of the 
hospital; 
4. Change of name of the 
hospital; 
5. Change of bed capacity, 
except as provided in 12VAC5-
410-110 C;, which shall be 
accompanied by an approved 
Certificate of Public Need if the 
requested change is for an 
increase in bed capacity; or 
6. Change of services being 
provided, including any proposed 
addition or discontinuation, 
regardless of whether licensure is 
required for the service; or 
6. Voluntary closure 7. Closure of 
the hospital. 

C. The OLC shall: 
1. Consider the submission date 
of a mid-term change application 
to be the date it is postmarked or 
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the date it is received, whichever 
is earlier; and 
2. Notify in writing the licensee if 
the commissioner will issue a 
changed license. 

D. The commissioner's issuance of a 
changed license to the hospital shall 
satisfy the requirements of subdivision C 
2 of this section. 

E. Upon receipt of the changed 
license, the licensee shall return its prior 
license issued by the commissioner to the 
OLC and destroy any copies of the prior 
license. 

F. A license may not be transferred or 
assigned. The commissioner may not 
issue a changed license in response to a 
change of operator of the hospital, but 
shall instead require the hospital to obtain 
a new license. If the hospital intends to 
implement a change of operator, it shall: 

1. File for a new license, in 
accordance with 12VAC5-410-
70, no less than 30 calendar days 
in advance of any change of 
operator; and 
2. Upon receipt of the new 
license, surrender its prior license 
issued by the commissioner to 
the OLC and destroy any copies 
of the prior license. 

G. If the hospital is closing or will 
otherwise no longer be operational, it 
shall: 

1. Notify patients, legal 
representatives, and the OLC no 
fewer than seven calendar days 
prior to closing or ceasing 
operations where all clinical 
records are to be located 
following closure or cessation of 
operations; and 
2. Surrender its license to the 
OLC and destroy all copies of its 
license no more than five 
calendar days after the hospital 
closes or ceases operations. 

H. The OLC shall determine if any 
changes listed in subsection B affect the 
terms of the license or the continuing 
eligibility for a license. An inspector may 
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inspect the hospital during the process of 
evaluating a proposed change. 
 
INTENT: The intent of the change is to 
create a consistent list of what changes 
VDH needs to be aware of, when those 
changes are reportable, and what 
changes can result in a changed license 
versus a new license. 
 
RATIONALE: The rationale for the 
change is that transfer or assignment of 
licenses are prohibited by law, that certain 
license changes may require a new 
license, a new inspection (in the case of a 
change of location), or both, and that VDH 
needs to be aware of hospitals’ active 
service lines for disaster preparedness 
planning and implementation. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
and VDH about when and what changes 
are reportable, and what changes warrant 
a new license. 
 

410-140 N/A 12VAC5-410-140. Inspection 
procedure.  

A. The OLC may presume 
that a hospital accredited by the 
Joint Commission on 
Accreditation of Healthcare 
Organizations (JCAHO) and 
certified for participation in Title 
XVIII of the Social Security Act 
(Medicare) generally meets the 
requirements of Part II (12VAC5-
410-170 et seq.) of this chapter 
provided the following conditions 
are met: 

1. The hospital provides 
to the OLC, upon 
request, a copy of the 
most current 
accreditation survey 
findings made by the 
Joint Commission on 
Accreditation of 
Healthcare 
Organizations; and 
2. The hospital notifies 
the OLC within 10 days 
after receipt of any 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-140. Inspection 
procedure.  

A. The OLC shall make periodic 
unannounced on-site inspections of a 
hospital as necessary but not less often 
than biennially. The OLC may make on-
site inspections of applicants for 
licensure. Compliance with all standards 
shall be determined by the OLC. 

B. The hospital or applicant shall: 
1. Make available to the inspector 
any requested records; 
2. Permit an inspector to enter 
upon and into its property to 
inspect or investigate as the 
inspector reasonably deems 
necessary in order to determine 
the state of compliance with the 
provisions of this chapter and all 
laws administered by the board; 
and 
3. Allow the inspector access to 
interview the agents, employees, 
independent contractors, 
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notice of revocation or 
denial of accreditation by 
the Joint Commission on 
Accreditation of 
Healthcare 
Organizations. 

B. The OLC may presume 
that a unit or part of a hospital 
licensed or certified by another 
state agency, or another section, 
bureau or division of the OLC 
meets the requirements of Part II 
of this chapter for that specific 
unit or part provided the following 
conditions are met: 

1. The hospital provides 
the OLC, upon request, 
a copy of the most 
current inspection report 
made by the other state 
agency; and 
2. The hospital notifies 
the OLC within 10 days 
after receipt of any 
notice of revocation or 
suspension by the other 
state agency. 

C. Notwithstanding any other 
provision of this chapter to the 
contrary, if the licensing agency 
finds, after inspection, violations 
pertaining to environmental 
health or life safety, the hospital 
shall receive a written licensing 
report of such findings. The 
hospital shall be required to 
submit a plan of correction in 
accordance with provisions of 
12VAC5-410-150. 
 

patients, legal representatives, 
patients' family members, and 
any person under the hospital's or 
applicant's control, direction, or 
supervision. 

C. After the on-site inspection, the 
inspector shall: 

1. Discuss the findings of the 
inspection with the chief 
executive officer or his designee; 
and 
2. Provide a written inspection 
report to the chief executive 
officer or his designee. 

D. If the OLC cites one or more 
licensing violations in the written 
inspection report, the chief executive 
officer or his designee shall submit a plan 
of correction in accordance with 12VAC5-
410-150. 

A. E. The OLC may presume that a 
general hospital accredited deemed by 
the Joint Commission on Accreditation of 
Healthcare Organizations (JCAHO) a 
general hospital accrediting organization 
and certified for participation in Title XVIII 
of the Social Security Act (Medicare) (42 
U.S.C. § 301 et seq.) generally meets the 
requirements of Part II (12VAC5-410-170 
et seq.) of this chapter provided the 
following conditions are met: 

1. The general hospital provides 
to the OLC, upon request, a copy 
of the most current accreditation 
survey findings made by the Joint 
Commission on Accreditation of 
Healthcare Organizations 
general hospital accrediting 
organization; and 
2. The general hospital notifies 
the OLC within 10 days after 
receipt of any notice of revocation 
or denial of accreditation by the 
Joint Commission on 
Accreditation of Healthcare 
Organizations general hospital 
accrediting organization. 

F. The OLC may presume that an 
outpatient surgical hospital deemed by an 
outpatient surgical hospital accrediting 
organization and certified for participation 
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in Title XVIII of the Social Security Act (42 
U.S.C. § 301 et seq.) generally meets the 
requirements of Part IV (12VAC5-410-
1150 et seq.) of this chapter provided the 
following conditions are met: 

1. The outpatient surgical hospital 
provides to the OLC, upon 
request, a copy of the most 
current accreditation survey 
findings made by the outpatient 
surgical hospital accrediting 
organization; and 
2. The outpatient surgical hospital 
notifies the OLC within 10 days 
after receipt of any notice of 
revocation or denial of 
accreditation by the outpatient 
surgical hospital accrediting 
organization. 

B. G. The OLC may presume that a 
unit or part of a general hospital licensed 
or certified by another state agency, or 
another section, bureau or division of the 
OLC meets the requirements of Part II 
(12VAC5-410-170 et seq.) of this chapter 
for that specific unit or part provided the 
following conditions are met: 

1. The general hospital provides 
the OLC, upon request, a copy of 
the most current inspection report 
made by the other state agency; 
and 
2. The general hospital notifies 
the OLC within 10 days after 
receipt of any notice of revocation 
or suspension by the other state 
agency. 

H. The OLC may presume that a unit 
or part of an outpatient surgical hospital 
licensed or certified by another state 
agency, or another section, bureau or 
division of the OLC meets the 
requirements of Part IV (12VAC5-410-
1150 et seq.) of this chapter for that 
specific unit or part provided the following 
conditions are met: 

1. The outpatient surgical hospital 
provides the OLC, upon request, 
a copy of the most current 
inspection report made by the 
other state agency; and 
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2. The outpatient surgical hospital 
notifies the OLC within 10 days 
after receipt of any notice of 
revocation or suspension by the 
other state agency. 

C. I. Notwithstanding any other 
provision of this chapter to the contrary, if 
the licensing agency OLC finds, after 
inspection, violations pertaining to 
environmental health or life safety, the 
hospital shall receive a written licensing 
report of such findings. The hospital shall 
be required to submit a plan of correction 
in accordance with provisions of 12VAC5-
410-150. 
 
INTENT: The intent of the change is to 
more clearly specify what is expected of a 
hospital and VDH when an inspection 
occurs and to create a rebuttable 
compliance presumption for outpatient 
surgical hospitals. 
 
RATIONALE: The rationale for the 
change is hospitals are better able to 
anticipate what may be needed during 
inspection process if parameters are 
specified in regulation and that there is 
not rationale reason to exclude outpatient 
surgical hospitals from a rebuttable 
presumption of compliance. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
and more efficient inspection procedures 
for VDH if it can utilize similar rebuttable 
compliance presumptions for all hospital 
types on routine inspections. 
 

410-150 N/A 12VAC5-410-150. Plan of 
correction.  

A. Upon receipt of a written 
licensing report each hospital 
shall prepare a plan for 
correcting any licensing 
violations cited at the time of 
inspection. The plan of correction 
shall be to the OLC within the 
specified time limit set forth in the 
licensing report. The plan of 
correction shall contain at least 
the following information: 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-150. Plan of correction.  

A. Upon receipt of a written licensing 
inspection report, the chief executive 
officer or his designee each hospital shall 
prepare a written plan for correcting of 
correction addressing any each licensing 
violations violation cited at the time of 
inspection. The plan of correction shall be 
to the OLC within the specified time limit 
set forth in the licensing report. The plan 
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1. The methods 
implemented to correct 
any violations of this 
chapter; and 
2. The date, on which 
such corrections are 
expected to be 
completed. 

B. The OLC shall notify the 
hospital, in writing, whenever any 
item in the plan of correction is 
determined to be unacceptable. 

of correction shall contain at least the 
following information: 

B. The chief executive officer or his 
designee shall submit to the OLC a 
written plan of correction no more than 15 
business days after receipt of the 
inspection report. The plan of correction 
shall contain for each licensing violation 
cited: 

1. The methods implemented to 
correct any violations of this 
chapter A description of the 
corrective action or actions to be 
taken and the position title of the 
employees to implement the 
corrective action. If employees 
share the same position title, the 
chief executive officer or his 
designee shall assign the 
employees a unique identifier to 
distinguish them; and 
2. The expected correction date, 
on which such corrections are 
expected to be completed not to 
exceed 45 business days from 
the exit date of the inspection.; 
and 
3. A description of the measures 
implemented to prevent a 
recurrence of each licensing 
violation. 

C. The chief executive officer or his 
designee shall ensure that the person 
responsible for the validity of the plan of 
correction signs, dates, and indicates 
their title on the plan of correction. 

B. D. The OLC shall notify the hospital 
chief executive officer or his designee, in 
writing, whenever if the OLC determines 
any item in the plan of correction is 
determined to be unacceptable. 

E. The OLC may conduct an 
inspection to verify any portion of a plan 
of correction has been implemented. 

F. The chief executive officer or his 
designee shall ensure the plan of 
correction is implemented and monitored 
so that compliance is maintained. 

G. The commissioner may deny 
licensure or renewal of licensure if the 
chief executive officer or his designee 
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fails to submit an acceptable plan of 
correction or fails to implement an 
acceptable plan of correction. 

H. The OLC shall consider the 
submission date of a plan of correction to 
be the date it is postmarked or the date it 
is received, whichever is earlier. 
 
INTENT: The intent of the change is to 
standardize the plan of correction process 
to make it more similar to federal plan of 
correction processes. 
 
RATIONALE: The rationale for the 
change is that documentation of remedial 
action and completion of remedial action 
should be consistently applied to all 
hospitals. 
 
LIKELY IMPACT: The likely impact of the 
change is improved clarity about what 
should be in a plan of correction, when it 
is due, and when it should be completed. 
 

410-160 N/A 12VAC5-410-160. Revocation 
of license.  

The commissioner may 
revoke or suspend the license to 
operate a hospital in accordance 
with § 32.1-135 of the Code of 
Virginia for the following reasons: 

1. Violation of any 
provision of these rules 
and regulations. 
Violations which in the 
judgment of the 
commissioner 
jeopardize the health or 
safety of patients shall 
be sufficient cause for 
immediate revocation or 
suspension; or 
2. Willfully permitting, 
aiding, or abetting the 
commission of any illegal 
act in the hospital. 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-160. Revocation of 
license Disciplinary action.  

The commissioner may revoke or 
suspend the license to operate a hospital 
in accordance with § 32.1-135 of the 
Code of Virginia for the following reasons: 

1. Violation of any provision of 
these rules and regulations. 
Violations which in the judgment 
of the commissioner jeopardize 
the health or safety of patients 
shall be sufficient cause for 
immediate revocation or 
suspension; or 
2. Willfully permitting, aiding, or 
abetting the commission of any 
illegal act in the hospital. 

A. A hospital may not: 
1. Violate the provisions of this 
chapter or Article 1 (§ 32.1-123 et 
seq.) of Chapter 5 of Title 32.1 of 
the Code of Virginia; 
2. Permit, aid, or abet the 
commission of any illegal act in 
the hospital; 
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3. Engage in a pattern of 
violations pursuant to § 38.2-
3445.01 of the Code of Virginia; 
or 
4. Engage in a pattern of 
violations of subdivision B 13 of § 
38.2-3407.15 of the Code of 
Virginia. 

B. The commissioner may: 
1. For each violation of 
subsection A of this section: 

a. Deny, revoke, or suspend 
the license to operate a 
hospital, in accordance with 
the Administrative Process 
Act (§ 2.2-4000 et seq. of the 
Code of Virginia); 
b. Refer a hospital for 
criminal prosecution 
pursuant to subsection A of § 
32.1-27 of the Code of 
Virginia; or 
c. Petition an appropriate 
court for an injunction, 
mandamus, or other 
appropriate remedy or 
imposition of a civil penalty 
against a hospital pursuant to 
subsection B or C of § 32.1-
27 of the Code of Virginia;  

2. For each violation of 
subsection A of this section by or 
occurring in a long-term care 
nursing unit of a general hospital 
if that unit is a certified nursing 
facility: 

a. Restrict or prohibit new 
admissions to the long-term 
care nursing unit in 
accordance with the 
Administrative Process Act (§ 
2.2-4000 et seq. of the Code 
of Virginia); 
b. Petition an appropriate 
court for imposition of a civil 
monetary penalty against a 
hospital pursuant to 
subsection A of § 32.1-27.1 
of the Code of Virginia; or 
c. Petition an appropriate 
court for appointment of a 
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receiver for the long-term 
care nursing unit pursuant to 
subsection B of § 32.1-27.1 
of the Code of Virginia; and 

3. For each violation of 
subdivision A 3 of this section, 
levy a fine upon the hospital in an 
amount not to exceed $1,000 per 
violation, in accordance with the 
Administrative Process Acts (§ 
2.2-4000 et seq. of the Code of 
Virginia). 

C. Suspension of a license shall in all 
cases be for an indefinite time. 

D. For each violation of subsection A 
of this section and with the consent of the 
person who has violated subsection A of 
this section, the board may provide, in an 
order issued by the board, for the 
payment of civil charges for past 
violations in specific sums, which may not 
exceed the limits specified in § 32.1-27 of 
the Code of Virginia or if applicable, the 
limits specified in § 32.1-27.1 of the Code 
of Virginia. 

E. Upon receipt of a completed 
application and a nonrefundable service 
charge, the commissioner may issue a 
new license to a hospital that has had its 
license revoked if the commissioner 
determines that: 

1. The conditions upon which 
revocation was based have been 
corrected; and 
2. The applicant is in compliance 
with this chapter, Article 1 (§ 
32.1-123 et seq.) of Chapter 5 of 
Title 32.1 of the Code of Virginia, 
and all other applicable state and 
federal law and regulations. 

F. Upon receipt of a completed 
application, the commissioner may 
partially or completely restore a 
suspended license to a hospital if the 
commissioner determines that: 

1. The conditions upon which 
suspension was based have 
been completely or partially 
corrected; and 
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2. The interests of the public will 
not be jeopardized by resumption 
of operation. 

G. The commissioner may not require 
an additional service charge for restoring 
a license pursuant to subsection F of this 
section. 

H. The hospital shall submit evidence 
relevant to subdivisions E 1, E 2, F 1, and 
F 2 of this subsection that is satisfactory 
to the commissioner or his designee. The 
commissioner or his designee may 
conduct an inspection prior to making a 
determination. 
 
INTENT: The intent of the change is to 
describe the grounds upon which the 
commissioner may take disciplinary 
action against a hospital, the options 
available to the commissioner for 
disciplinary action, and how a hospital 
may obtain a license after suspension or 
revocation. 
 
RATIONALE: The rationale for the 
change is that the regulation should 
conform to Chapter 72 of the 2021 Acts of 
Assembly, Special Session I, Chapters 
1080 and 1081 of the 2020 Acts of 
Assembly, and to Va. Code §§ 32.1-27, 
32.1-27.1, and 32.1-135. 
 
LIKELY IMPACT: The likely impact of the 
change is improved clarity for hospitals 
about what acts are not permitted and 
what consequences may follow if a 
prohibited act occurs. 
 

N/A 410-215 None CHANGE: The Board is proposing the 
following change: 
 

Part II 

Organization and Operation of General 
and Special Hospitals 

12VAC5-410-215. Financial assistance 
in general hospitals.  

A. As used in this section, "patient" 
and "uninsured patient" have the same 
meanings as ascribed to these terms in 
subsection A of § 32.1-137.010 of the 
Code of Virginia. 
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B. A general hospital shall make 
reasonable efforts to screen every 
uninsured patient to determine whether 
the individual is eligible for medical 
assistance pursuant to the state plan for 
medical assistance or for financial 
assistance under the general hospital's 
financial assistance policy. 

C. A general hospital shall inform 
every uninsured patient who receives 
services at the general hospital and who 
is determined to be eligible for assistance 
under the general hospital's financial 
assistance policy of the option to enter 
into a payment plan with the general 
hospital. 

1. A payment plan entered into 
pursuant to this subsection shall 
be provided to the patient in 
writing or electronically and shall 
provide for repayment of the 
cumulative amount owed to the 
general hospital. 
2. The amount of monthly 
payments and the term of the 
payment plan shall be 
determined based upon the 
patient's ability to pay. 
3. Any interest on amounts owed 
pursuant to the payment plan 
shall not exceed the maximum 
judgment rate of interest pursuant 
to § 6.2-302 of the Code of 
Virginia. 
4. The general hospital may not 
charge any fees related to the 
payment plan. 
5. The payment plan shall allow 
prepayment of amounts owed 
without penalty. 

D. A general hospital shall develop a 
process by which either an uninsured 
patient who agrees to a payment plan 
pursuant to subsection C of this section or 
the general hospital may request and 
shall be granted the opportunity to 
renegotiate the payment plan. 

1. Renegotiation shall include 
opportunity for a new screening in 
accordance with subsection B of 
this section. 
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2. A general hospital may not 
charge any fees for renegotiation 
of a payment plan pursuant to this 
subsection. 

E. A general hospital shall provide 
written information about: 

1. Its charity care policies, 
including: 

a. Policies related to free and 
discounted care; 
b. Specific eligibility criteria 
for charity care; and 
c. Procedures for applying for 
charity care; 

2. The availability of a payment 
plan for the payment of debt 
owed to the general hospital 
pursuant to subsection C of this 
section; and 
3. The renegotiation process 
described in subsection D of this 
section. 

F. To provide the information required 
by subsection E of this section, a general 
hospital shall: 

1. Post the information 
conspicuously in public areas of 
the general hospital, including 
admissions or registration areas, 
emergency departments, and 
associated waiting rooms; 
2. Make the information available 
to: 

a. A patient at the time of 
admission or discharge, or at 
the time services are 
provided; and 
b. Persons with limited 
English proficiency in 
accordance with the U.S. 
Department of Health and 
Human Services' Guidance 
to Federal Financial 
Assistance Recipients 
Regarding Title VI Prohibition 
Against National Origin 
Discrimination Affecting 
Limited English Proficient 
Persons (August 8, 2003, 68 
FR 47311), if the general 
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hospital is subject to the 
requirements of Title VI of the 
Civil Rights Act of 1964 (Pub. 
L. No. 88-352), as amended; 
and 

3. Include the information: 
a. With any billing statements 
sent to uninsured patients; 
and 
b. On any website 
maintained by the general 
hospital. 

G. Notwithstanding any other 
provision of law, a general hospital may 
not engage in any action described in § 
501(r)(6) of the Internal Revenue Code, 
as it was in effect on January 1, 2020, to 
recover a debt for medical services 
against any patient unless the general 
hospital has made all reasonable efforts 
to determine whether the patient: 

1. Qualifies for medical 
assistance pursuant to the state 
plan for medical assistance; or 
2. Is eligible for financial 
assistance under the general 
hospital's financial assistance 
policy. 

H. Nothing in this section shall be 
construed to: 

1. Prohibit a general hospital, as 
part of its financial assistance 
policy, from requiring a patient to: 

a. Provide necessary 
information needed to 
determine eligibility for 
financial assistance under 
the general hospital's 
financial assistance policy, 
medical assistance pursuant 
to Title XVIII or XIX of the 
Social Security Act (42 
U.S.C. § 301 et seq.), 10 
U.S.C. § 1071 et seq., or 
other programs of insurance; 
or 
b. Undertake good faith 
efforts to apply for and enroll 
in the programs of insurance 
for which the patient may be 
eligible as a condition of 
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awarding financial 
assistance; 

2. Require a general hospital to 
grant or continue to grant any 
financial assistance or payment 
plan pursuant to this section 
when: 

a. A patient has provided 
false, inaccurate, or 
incomplete information 
required for determining 
eligibility for the general 
hospital's financial 
assistance policy; or 
b. A patient has not 
undertaken good faith efforts 
to comply with any payment 
plan pursuant to this section; 
or 

3. Prohibit the coordination of 
benefits as required by state or 
federal law. 

 
INTENT: The intent of the change is to 
remove “special hospitals” from the name 
of this Part and to describe the minimum 
requirements for information disclosure 
about financial assistance, for payment 
plans, and for renegotiation of payment 
plans. 
 
RATIONALE: The rationale for the 
change is that the Board does not intend 
to use “special hospitals” as a 
classification of hospital and that the 
regulation should conform to Chapters 
678 and 679 of the 2022 Acts of 
Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
outpatient surgical hospitals about the 
minimum requirements for providing 
information about financial assistance 
and providing financial assistance to 
patients. 
 

N/A 410-225 None CHANGE: The Board is proposing the 
following change: 
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12VAC5-410-225. Newborn safety 
devices.  

A general hospital that voluntarily 
installs a newborn safety device for the 
reception of children shall ensure that: 

1. The device is located inside the 
hospital in an area that is 
conspicuous and visible to 
employees or personnel; 
2. The device is staffed 24 hours 
a day by a health care provider; 
3. The device is climate 
controlled and serves as a safe 
sleep environment for an infant; 
4. The device is equipped with a 
dual alarm system that sounds 60 
seconds after a child is placed in 
the device and automatically 
places a call to 911 if the alarm is 
not deactivated within 60 
seconds from within the hospital; 
5. The dual alarm system is 
visually checked at least two 
times per day and tested at least 
one time per week to ensure the 
alarm system is in working order; 
6. The device automatically locks 
when a child is placed in the 
device; and 
7. The device is identifiable by 
appropriate signage that shall 
include written and pictorial 
operational instructions. 

 
INTENT: The intent of the change is to 
describe the minimum standards a 
general hospital must meet if it choose to 
install a newborn safety device. 
 
RATIONALE: The rationale for the 
change is that the regulation should be 
consistent with Chapters 80 and 81 of the 
2022 Acts of Assembly 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals about the minimum 
requirements if they choose to install a 
newborn safety device. 
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410-230 N/A 12VAC5-410-230. Patient care 
management.  

* * * 
C. Each hospital shall 

establish a protocol relating to 
the rights and responsibilities of 
patients based on Joint 
Commission on Accreditation of 
Healthcare Organizations' 2000 
Hospital Accreditation 
Standards, January 2000. The 
protocol shall include a process 
reasonably designed to inform 
patients of their rights and 
responsibilities. Patients shall be 
given a copy of their rights and 
responsibilities upon admission. 

* * * 
G. If the Governor has 

declared a public health 
emergency related to the novel 
coronavirus (COVID-19), each 
hospital shall allow a person with 
a disability who requires 
assistance as a result of such 
disability to be accompanied by a 
designated support person at 
any time during which health 
care services are provided. 

1. In any case in which 
health care services are 
provided in an inpatient 
setting, and the duration 
of health care services in 
such inpatient setting is 
anticipated to last more 
than 24 hours, the 
person with a disability 
may designate more 
than one designated 
support person. 
However, no hospital 
shall be required to allow 
more than one 
designated support 
person to be present 
with a person with a 
disability at any time. 
2. A designated support 
person shall not be 
subject to any 
restrictions on visitation 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-230. Patient care 
management.  

* * * 
C. Each hospital shall establish a 

protocol relating to the rights and 
responsibilities of patients based on 42 
C.F.R. § 482.13 Joint Commission on 
Accreditation of Healthcare 
Organizations' 2000 Hospital 
Accreditation Standards, January 2000. 
The protocol shall include a process 
reasonably designed to inform patients of 
their rights and responsibilities. Patients 
shall be given a copy of their rights and 
responsibilities upon admission. 

* * * 
G. If the Governor has declared a 

public health emergency related to the 
novel coronavirus (COVID-19), each 
hospital shall allow a person with a 
disability who requires assistance as a 
result of such disability to be 
accompanied by a designated support 
person at any time during which health 
care services are provided. 

1. In any case in which health 
care services are provided in an 
inpatient setting, and the duration 
of health care services in such 
inpatient setting is anticipated to 
last more than 24 hours, the 
person with a disability may 
designate more than one 
designated support person. 
However, no hospital shall be 
required to allow more than one 
designated support person to be 
present with a person with a 
disability at any time. 
2. A designated support person 
shall not be subject to any 
restrictions on visitation adopted 
by such hospital. However, such 
designated support person may 
be required to comply with all 
reasonable requirements of the 
hospital adopted to protect the 
health and safety of patients and 
staff of the hospital. 
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adopted by such 
hospital. However, such 
designated support 
person may be required 
to comply with all 
reasonable 
requirements of the 
hospital adopted to 
protect the health and 
safety of patients and 
staff of the hospital. 
3. Every hospital shall 
establish policies 
applicable to designated 
support persons and 
shall: 

a. Make such 
policies available to 
the public on a 
website maintained 
by the hospital; and 
b. Provide such 
policies, in writing, to 
the patient at such 
time as health care 
services are 
provided. 

H. Each hospital that is 
equipped to provide life-
sustaining treatment shall 
develop a policy to determine the 
medical or ethical 
appropriateness of proposed 
medical care, which shall 
include: 

1. A process for 
obtaining a second 
opinion regarding the 
medical and ethical 
appropriateness of 
proposed medical care 
in cases in which a 
physician has 
determined proposed 
care to be medically or 
ethically inappropriate; 
2. Provisions for review 
of the determination that 
proposed medical care is 
medically or ethically 
inappropriate by an 
interdisciplinary medical 

3. Every hospital shall establish 
policies applicable to designated 
support persons and shall: 

a. Make such policies 
available to the public on a 
website maintained by the 
hospital; and 
b. Provide such policies, in 
writing, to the patient at such 
time as health care services 
are provided. 

H. G. Each hospital that is equipped 
to provide life-sustaining treatment shall 
develop a policy to determine the medical 
or ethical appropriateness of proposed 
medical care, which shall include: 

1. A process for obtaining a 
second opinion regarding the 
medical and ethical 
appropriateness of proposed 
medical care in cases in which a 
physician has determined 
proposed care to be medically or 
ethically inappropriate; 
2. Provisions for review of the 
determination that proposed 
medical care is medically or 
ethically inappropriate by an 
interdisciplinary medical review 
committee and a determination 
by the interdisciplinary medical 
review committee regarding the 
medical and ethical 
appropriateness of the proposed 
health care of the patient; 
3. Requirements for a written 
explanation of the decision of the 
interdisciplinary medical review 
committee, which shall be 
included in the patient's medical 
record; and 
4. Provisions to ensure the 
patient, the patient's agent, or the 
person authorized to make the 
patient's medical decisions in 
accordance with § 54.1-2986 of 
the Code of Virginia is informed of 
the patient's right to obtain the 
patient's medical record and the 
right to obtain an independent 
medical opinion and afforded 
reasonable opportunity to 
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review committee and a 
determination by the 
interdisciplinary medical 
review committee 
regarding the medical 
and ethical 
appropriateness of the 
proposed health care of 
the patient; 
3. Requirements for a 
written explanation of the 
decision of the 
interdisciplinary medical 
review committee, which 
shall be included in the 
patient's medical record; 
and 
4. Provisions to ensure 
the patient, the patient's 
agent, or the person 
authorized to make the 
patient's medical 
decisions in accordance 
with § 54.1-2986 of the 
Code of Virginia is 
informed of the patient's 
right to obtain the 
patient's medical record 
and the right to obtain an 
independent medical 
opinion and afforded 
reasonable opportunity 
to participate in the 
medical review 
committee meeting. 

The policy shall not prevent 
the patient, the patient's agent, or 
the person authorized to make 
the patient's medical decisions 
from obtaining legal counsel to 
represent the patient or from 
seeking other legal remedies, 
including court review, provided 
that the patient, the patient's 
agent, person authorized to 
make the patient's medical 
decisions, or legal counsel 
provide written notice to the chief 
executive officer of the hospital 
within 14 days of the date of the 
physician's determination that 
proposed medical treatment is 
medically or ethically 

participate in the medical review 
committee meeting. 

The policy shall not prevent the 
patient, the patient's agent, or the person 
authorized to make the patient's medical 
decisions from obtaining legal counsel to 
represent the patient or from seeking 
other legal remedies, including court 
review, provided that the patient, the 
patient's agent, person authorized to 
make the patient's medical decisions, or 
legal counsel provide written notice to the 
chief executive officer of the hospital 
within 14 days of the date of the 
physician's determination that proposed 
medical treatment is medically or ethically 
inappropriate as documented in the 
patient's medical record. 

I. H. Each hospital shall establish a 
protocol requiring that, before a health 
care provider arranges for air medical 
transportation services for a patient who 
does not have an emergency medical 
condition as defined in 42 USC § 
1395dd(e)(1), the hospital shall provide 
the patient or the patient's authorized 
representative with written or electronic 
notice that the patient (i) may have a 
choice of transportation by an air medical 
transportation provider or medically 
appropriate ground transportation by an 
emergency medical services provider and 
(ii) will be responsible for charges 
incurred for such transportation in the 
event that the provider is not a contracted 
network provider of the patient's health 
insurance carrier or such charges are not 
otherwise covered in full or in part by the 
patient's health insurance plan. 

J. I. Each hospital shall provide 
written information about the patient's 
ability to request an estimate of the 
payment amount for which the participant 
will be responsible pursuant to § 32.1-
137.05 of the Code of Virginia. The written 
information shall be posted conspicuously 
in public areas of the hospital, including 
admissions or registration areas, and 
included on any website maintained by 
the hospital. 

K. Each hospital shall establish 
protocols to ensure that any patient 
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inappropriate as documented in 
the patient's medical record. 

I. Each hospital shall 
establish a protocol requiring 
that, before a health care 
provider arranges for air medical 
transportation services for a 
patient who does not have an 
emergency medical condition as 
defined in 42 USC § 
1395dd(e)(1), the hospital shall 
provide the patient or the 
patient's authorized 
representative with written or 
electronic notice that the patient 
(i) may have a choice of 
transportation by an air medical 
transportation provider or 
medically appropriate ground 
transportation by an emergency 
medical services provider and (ii) 
will be responsible for charges 
incurred for such transportation 
in the event that the provider is 
not a contracted network 
provider of the patient's health 
insurance carrier or such 
charges are not otherwise 
covered in full or in part by the 
patient's health insurance plan. 

J. Each hospital shall provide 
written information about the 
patient's ability to request an 
estimate of the payment amount 
for which the participant will be 
responsible pursuant to § 32.1-
137.05 of the Code of Virginia. 
The written information shall be 
posted conspicuously in public 
areas of the hospital, including 
admissions or registration areas, 
and included on any website 
maintained by the hospital. 

K. Each hospital shall 
establish protocols to ensure that 
any patient scheduled to receive 
an elective surgical procedure for 
which the patient can reasonably 
be expected to require outpatient 
physical therapy as a follow-up 
treatment after discharge is 
informed that the patient: 

scheduled to receive an elective surgical 
procedure for which the patient can 
reasonably be expected to require 
outpatient physical therapy as a follow-up 
treatment after discharge is informed that 
the patient: 

1. Is expected to require 
outpatient physical therapy as a 
follow-up treatment; and 
2. Will be required to select a 
physical therapy provider prior to 
being discharged from the 
hospital. 

 
INTENT: The intent of the change is to 
use a more relevant basis for patient 
rights protocols and to create two new 
sections of regulation that separately 
address discharge planning and 
designated support persons. 
 
RATIONALE: The rationale for the 
change is that a document from 2000 is 
an out-of-date basis for patient rights, that 
all general hospitals in Virginia are 
already complying with 42 C.F.R. § 
482.13 as a condition of participation in 
Medicare, and that discharge planning 
and designated support persons are 
topics requiring significantly more detail 
that, if both were to continue to be 
addressed in the present section of 
regulation, would make the section more 
difficult to read. 
 
LIKELY IMPACT: The likely impact of the 
change is improved readability of this 
regulatory section and improved ease in 
locating provisions addressing discharge 
planning and designated support 
persons. 
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1. Is expected to require 
outpatient physical 
therapy as a follow-up 
treatment; and 
2. Will be required to 
select a physical therapy 
provider prior to being 
discharged from the 
hospital. 

 
410-
230(G) 

410-235 See row above regarding 
changes proposed for 410-230. 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-235. Persons with a 
disability; designated support person 
in general hospital.  

A. For the purposes of this section: 
1. "Admission" means accepting 
a person for bed occupancy and 
care that is anticipated to span at 
least two midnights or for 
observation; 
2. "General hospital" means a 
general hospital other than one 
that is certified as a long-term 
acute care hospital or specialty 
rehabilitation hospital. 

B. A general hospital shall allow a 
person with a disability who requires 
support and assistance necessary due to 
the specifics of the person's disability to 
be accompanied by a DSP who will 
provide support and assistance 
necessary due to the specifics of the 
person's disability to the person with a 
disability during an admission. 

1. In any case in which the 
duration of the admission lasts 
more than 24 hours, the person 
with a disability may designate 
more than one DSP. 
2. No general hospital shall be 
required to allow more than one 
DSP to be present with a person 
with a disability at any time. 

C. A general hospital may: 
1. Not subject a DSP to any 
restrictions on visitation; 
2. Require a DSP to comply with 
all reasonable requirements of a 
general hospital adopted to 
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protect the health and safety of 
the person with a disability; the 
DSP; the staff and other patients 
of, or visitors to, a general 
hospital; and the public; and 
3. Restrict a DSP's access to 
specified areas of and movement 
on the premises of a general 
hospital when such restrictions 
are determined by a general 
hospital to be reasonably 
necessary to protect the health 
and safety of the person with a 
disability; the DSP; the staff and 
other patients of, or visitors to, a 
general hospital; and the public. 

D. A general hospital may request 
that a person with a disability provide 
documentation indicating that he is a 
person with a disability. 

1. If the person with a disability 
fails, refuses, or is unable to 
provide documentation 
requested pursuant to subsection 
D of this section, a general 
hospital may perform an objective 
assessment of the person to 
determine whether he is a person 
with a disability. 
2. If a general hospital fails to 
perform an objective assessment 
pursuant to subdivision D 1 of this 
section, a general hospital may 
not prohibit a DSP from 
accompanying a person with a 
disability for the purpose of 
providing support and assistance 
necessary due to the specifics of 
the person's disability. 

E. A general hospital shall 
1. Establish protocols to inform 
patients, at the time of admission, 
of the right of a person with a 
disability who requires support 
and assistance necessary due to 
the specifics of the person's 
disability to be accompanied by a 
DSP for the purpose of providing 
support and assistance 
necessary due to the specifics of 
the person's disability; 
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2. Develop and make available to 
a patient or his guardian, 
authorized representative, or 
care provider upon request 
written information regarding the 
right of a person with a disability 
who requires support and 
assistance necessary due to the 
specifics of the person's disability 
to be accompanied by a DSP and 
any policies related to that right; 
and 
3. Make the written information 
described in subdivision E 2 of 
this section available to the public 
on its website. 

G. This section may not: 
1. Alter the obligation of a general 
hospital to provide patients with 
effective communication support 
or other required services, 
regardless of the presence of a 
DSP or other reasonable 
accommodation, consistent with 
applicable federal or state law or 
regulations; and 
2. Be interpreted to: 

a. Prevent a general hospital 
from complying, or interfere 
with the ability of a general 
hospital to comply, with or 
cause a general hospital to 
violate any federal or state 
law or regulation; 
b. Deem a DSP to be acting 
under the direction or control 
of a general hospital or as an 
agent of a general hospital; or 
c. Require a general hospital 
to allow a DSP to perform any 
action or provide any support 
or assistance necessary due 
to the specifics of the 
person's disability when a 
general hospital reasonably 
determines that the 
performance of the action or 
provision would be: 
(1) Medically or 
therapeutically 
contraindicated; or 
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(2) A threat to the health and 
safety of the person with a 
disability, the DSP, or the 
staff or other patients of, or 
visitors to, a general hospital. 

 
INTENT: The intent of the change is to 
describe the minimum requirements for 
access to designated support persons by 
persons with disabilities in general 
hospitals. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with Chapter 220 of the 2021 
Acts of Assembly, Special Session I. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals about what the minimum 
requirements for designated support 
persons are outside of a Governor-
declared public health emergency related 
to COVID-19. 
 

410-
230(K) 
and 410-
1175 

410-237 See row above regarding 
proposed changes to 410-230 
and row below regarding 
proposed changes to 410-1175 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-237. Discharge planning.  

A. A general hospital shall provide 
each patient admitted as an inpatient or 
his legal guardian the opportunity to 
designate: 

1. An individual who will care for 
or assist the patient in his 
residence following discharge 
from a general hospital; and 
2. To whom a general hospital 
shall provide information 
regarding the patient's discharge 
plan and any follow-up care, 
treatment, and services that the 
patient may require. 

B. Upon admission, a general 
hospital shall record in the patient's 
medical record: 

1. The name of the individual 
designated by the patient; 
2. The relationship between the 
patient and the person; and 
3. The person's telephone 
number and address. 
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C. If the patient fails or refuses to 
designate an individual to receive 
information regarding his discharge plan 
and any follow-up care, treatment, and 
services, a general hospital shall record 
the patient's failure or refusal in the 
patient's medical record. 

D. A patient may change the 
designated individual at any time prior to 
the patient's release, and a general 
hospital shall record the changes, 
including the information referenced in 
subsection B of this section, in the 
patient's medical record within 24 hours of 
such a change. 

E. Prior to discharging a patient who 
has designated an individual pursuant to 
subsections A or D of this section, a 
general hospital shall: 

1. Notify the designated individual 
of the patient's discharge,  
2. Provide the designated 
individual with a copy of the 
patient's discharge plan and 
instructions and information 
regarding any follow-up care, 
treatment, or services that the 
designated individual will provide; 
and 
3. Consult with the designated 
individual regarding the 
designated individual's ability to 
provide the care, treatment, or 
services.  

F. The discharge plan prescribed in 
subdivision E 2 of this section shall 
include: 

1. The name and contact 
information of the designated 
individual; 
2. A description of follow-up care, 
treatment, and services that the 
patient requires; and 
3. Information, including contact 
information, about any health 
care, long-term care, or other 
community-based services and 
supports necessary for the 
implementation of the patient's 
discharge plan. 



Town Hall Agency Background Document     Form:  TH-04 
 

 44 

G. A general hospital shall include a 
copy of the discharge plan and any 
instructions or information provided to the 
designated individual in the patient's 
medical record. 

H. A general hospital shall provide 
each individual designated pursuant to 
subsection A or D of this section the 
opportunity for a demonstration of specific 
follow-up care tasks that the designated 
individual will provide to the patient in 
accordance with the patient's discharge 
plan prior to the patient's discharge, 
including opportunity for the designated 
individual to ask questions regarding the 
performance of follow-up care tasks in a 
culturally competent manner and in the 
designated individual's native language. 

I. A general hospital shall establish 
protocols to ensure that any patient 
scheduled to receive an elective surgical 
procedure for which the patient can 
reasonably be expected to require 
outpatient physical therapy as a follow-up 
treatment after discharge is informed that 
the patient: 

1. Is expected to require 
outpatient physical therapy as a 
follow-up treatment; and 
2. Will be required to select a 
physical therapy provider prior to 
being discharged from a general 
hospital. 

 
 
INTENT: The intent of the change is to 
have all of the inpatient discharge 
planning information located in the part of 
the regulatory chapter where inpatient 
services are addressed. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with statutory/legislative 
mandates and that many of these 
requirements were incorrectly located in 
the part of the regulatory chapter for 
hospitals that do not provide inpatient 
services. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals about inpatient discharge 
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requirements and where they are located 
in 12VAC5-410. 
 

410-370 N/A 12VAC5-410-370. Medical 
records.  

* * * 
E. Provisions shall be made 

for the safe storage of medical 
records or accurate and legible 
reproductions thereof according 
to § 32.1-127.1:03 of the Code of 
Virginia and the Health Insurance 
Portability and Accountability 
Act, or HIPAA (42 USC § 1320d 
et seq.). 

F. All medical records either 
original or accurate 
reproductions shall be preserved 
for a minimum of five years 
following discharge of the 
patient. 

1. Records of minors 
shall be kept for at least 
five years after such 
minor has reached the 
age of 18 years. 
2. Birth and death 
information shall be 
retained for 10 years in 
accordance with § 32.1-
274 of the Code of 
Virginia. 

 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-370. Medical records.  

* * * 
E. Provisions shall be made for the 

safe storage of medical records or and the 
accurate and legible reproductions 
thereof of medical records according to § 
32.1-127.1:03 of the Code of Virginia and 
the Health Insurance Portability and 
Accountability Act, or HIPAA (42 USC § 
1320d et seq.) (Pub. L. No. 104-191). 

F. All medical records either original 
or accurate reproductions shall be 
preserved for a minimum of five years 
following discharge of the patient. 

1. Records of minors shall be 
kept for at least five years after 
such minor has reached the age 
of 18 years. 
2. Birth and death information 
shall be retained for 10 years in 
accordance with § 32.1-274 of 
the Code of Virginia. 
3. Record of abortions and proper 
information for the issuance of a 
fetal death certificate shall be 
furnished the Office of Vital 
Records, Virginia Department of 
Health, as required by law. 

G. A general hospital that makes 
health records, as defined in § 32.1-
127.1:03 of the Code of Virginia, of 
patients who are minors available to 
patients through a secure website shall 
make the health records available to the 
patient's parent or guardian through the 
secure website, unless the general 
hospital cannot make the health record 
available: 

1. In a manner that prevents 
disclosure of information, the 
disclosure of which has been 
denied pursuant to subsection F 
of § 32.1-127.1:03 of the Code of 
Virginia; or 
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2. Because the consent required 
in accordance with subsection E 
of § 54.1-2969 of the Code of 
Virginia has not been provided. 

 
INTENT: The intent of the change is to 
correct an erroneous statutory citation, to 
require that hospitals are capable of both 
safe storage and accurate reproduction of 
medical records, to update the regulatory 
text to match the style guidelines, to  
mirror fetal death reporting provisions for 
outpatient surgical hospitals, and to 
describe minimum standards for giving 
parent’s or guardian’s electronic access 
to their minor’s medical records. 
 
RATIONALE: The rationale for the 
change is that statutory references should 
be accurate, that fetal death reporting 
should not be different between general 
hospitals and outpatient surgical 
hospitals, that hospitals should not have 
the discretion to choose between whether 
to provide safe storage or accurate 
reproduction of medical records, that the 
style guidelines ensure more intelligible 
regulatory text, and that the regulation 
should be in conformity with Chapter 218 
of the 2022 Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals regarding parental/guardian 
electronic access to a minor patient’s 
medical records. 
 

410-380 N/A 12VAC5-410-380. Nursing 
service.  

* * * 
C. All nursing services shall 

be directly provided by an 
appropriately qualified registered 
nurse or licensed practical nurse, 
except for those nursing tasks 
that may be delegated by a 
registered nurse according to 
18VAC90-20-420 through 
18VAC90-20-460 of the 
regulation of the Virginia Board of 
Nursing with a plan developed 
and implemented by the hospital. 

D. Nursing personnel shall 
be assigned to patient care units 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-380. Nursing service.  

* * * 
C. All nursing services shall be 

directly provided by an appropriately 
qualified registered nurse or licensed 
practical nurse, except for those nursing 
tasks that may be delegated by a 
registered nurse according to 18VAC90-
20-420 18VAC90-19-240 through 
18VAC90-20-460 18VAC90-19-280 of 
the regulation of the Virginia Board of 
Nursing with a plan developed and 
implemented by the hospital. 
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in a manner that minimizes the 
risk of cross infection and 
accidental contamination. 

D. Nursing personnel shall be 
assigned to patient care units in a manner 
that minimizes the risk of cross infection 
and accidental contamination. 

E. Each hospital shall quarterly report 
to the department no later than 30 
calendar days after January 1st, April 1st, 
July 1st, and October 1st: 

1. The total number of certified 
sexual assault nurse examiners 
employed by the hospital; and 
2. The location, including street 
address, and contact information 
for each location at which such 
certified sexual assault nurse 
examiner provides services. 

Each hospital shall report the 
information required by this subsection to 
the Office of Family Health Services, 
Virginia Department of Health. 
 
INTENT: The intent of the change is to 
update regulatory references and to 
describe what hospitals should report, 
when they should report, and to whom 
they should report data regarding SANEs 
they employ. 
 
RATIONALE: The rationale for the 
change is that regulatory references 
should be accurate and the regulations 
should be in conformity with Chapter 1088 
of the 2020 Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
about their reporting responsibilities and 
what regulations apply to them and 
improved consistency in the data being 
reported. 
 

410-442 N/A 12VAC5-410-442. Obstetric 
service design and equipment 
criteria.  

A. Renovation or 
construction of a hospital's 
obstetric unit shall be consistent 
with (i) section 2.2-2.9 of Part 2 
of the 2018 Guidelines for Design 
and Construction of Hospitals of 
the Facility Guidelines Institute 
pursuant to § 32.1-127.001 of the 
Code of Virginia and (ii) the 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-442. Obstetric service 
design and equipment criteria.  

A. Renovation or construction of a 
hospital's obstetric unit shall be consistent 
with (i) section 2.2-2.9 2.2-2.10 of Part 2 
of the 2018 Guidelines for Design and 
Construction of Hospitals, 2022 Edition of 
the (The Facility Guidelines Institute) 
pursuant to § 32.1-127.001 of the Code of 
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Virginia Uniform Statewide 
Building Code (13VAC5-63). 

* * * 
 

Virginia and (ii) the Virginia Uniform 
Statewide Building Code (13VAC5-63). 

* * * 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
edition. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
edition of the FGI guidelines general 
hospitals should reference. 
 

410-444 N/A 12VAC5-410-444. Newborn 
service medical direction; 
physician consultation and 
coverage; nursing direction, 
nurse staffing and coverage; 
policies and procedures.  

* * * 
B. The duties and 

responsibilities of the medical 
directors of all levels of 
newborn service shall include, 
but not be limited to the: 

* * * 
F. The nursing direction, 

staff and coverage required 
for the general level newborn 
service shall be as follows: 

* * * 
2. The nursing 
director's 
responsibilities shall 
include, but not be 
limited to: 
* * * 

H. The nursing direction, 
staff and coverage for the 
specialty level newborn service 
shall be the same as the lower 
level newborn service levels with 
the following exceptions: 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-444. Newborn service 
medical direction; physician 
consultation and coverage; nursing 
direction, nurse staffing and coverage; 
policies and procedures.  

* * * 
B. The duties and responsibilities 

of the medical directors of all levels of 
newborn service shall include, but not 
be limited to the: 

* * * 
F. The nursing direction, staff and 

coverage required for the general 
level newborn service shall be as 
follows: 

* * * 
2. The nursing director's 
responsibilities shall include, 
but not be limited to: 

* * * 
H. The nursing direction, staff and 

coverage for the specialty level newborn 
service shall be the same as the lower 
level newborn service levels with the 
following exceptions: 

1. …The responsibilities of the 
nurse manager shall include, but 
not be limited to: 
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1. …The responsibilities 
of the nurse manager 
shall include, but not be 
limited to: 
* * * 

K. The policies and 
procedures for the general level 
nursery and all higher levels of 
newborn services shall include, 
but not be limited to: 

* * * 
3. …The collaboration 
agreements shall 
include, but not be 
limited to: 
* * * 
17. The management of 
mothers who utilize 
breast milk with their 
newborns. Breast milk 
shall be collected in 
aseptic containers, 
dated, stored under 
refrigeration and 
consumed or disposed 
of within 24-48 hours of 
collection if the breast 
milk has not been frozen. 
This policy pertains to 
breast milk collected 
while in the hospital or at 
home for hospital use. 
18. Preparation and use 
of formula including, but 
not limited to: 
* * * 

L. The additional policies and 
procedures required for the 
intermediate level newborn 
service shall include, but not be 
limited to: 

* * * 
M. The additional policies 

and procedures required for the 
specialty level newborn service 
shall include, but not be limited 
to: 

* * * 
N. The additional policies 

and procedures required for the 

* * * 
K. The policies and procedures for the 

general level nursery and all higher levels 
of newborn services shall include, but not 
be limited to: 

* * * 
3. …The collaboration 
agreements shall include, but not 
be limited to: 

* * * 
17. The management of mothers 
who utilize breast milk with their 
newborns. Breast milk shall be 
collected in aseptic containers, 
dated, stored under refrigeration 
and consumed or disposed of 
within 24-48 96 hours of 
collection if the breast milk has 
not been frozen. This policy 
pertains to breast milk collected 
while in the hospital or at home 
for hospital use. 
18. Preparation and use of 
formula including, but not limited 
to: 

* * * 
L. The additional policies and 

procedures required for the intermediate 
level newborn service shall include, but 
not be limited to: 

* * * 
M. The additional policies and 

procedures required for the specialty level 
newborn service shall include, but not be 
limited to: 

* * * 
N. The additional policies and 

procedures required for the subspecialty 
level newborn service shall include, but 
not be limited to: 

* * * 
 
INTENT: The intent of the change is to 
update breast milk storage requirements 
to match current recommendations from 
the CDC and to update the regulatory text 
to match the style guidelines. 
 
RATIONALE: The rationale for the 
change is that regulation should reference 
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subspecialty level newborn 
service shall include, but not be 
limited to: 

* * * 
 

 

current clinical practices as 
recommended by subject matter experts 
and that the style guidelines ensure more 
intelligible regulatory text. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals regarding breast milk storage. 
 

410-445 N/A 12VAC5-410-445. 
Newborn service design and 
equipment criteria.  

A. Construction or 
renovation of a hospital's nursery 
shall be consistent with (i) 
section 2.2-2.10 of Part 2 of the 
2018 Guidelines for Design and 
Construction of Hospitals of the 
Facility Guidelines Institute 
pursuant to § 32.1-127.001 of the 
Code of Virginia and (ii) the 
Virginia Uniform Statewide 
Building Code (13VAC5-63). 
Hospitals with higher-level 
nurseries shall comply with 
section 2.2-2.8 of Part 2 of the 
2018 edition of the guidelines as 
applicable. 

* * * 
 

 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-445. Newborn service 
design and equipment criteria.  

A. Construction or renovation of a 
hospital's nursery shall be consistent with 
(i) section 2.2-2.10 2.2-2.11 of Part 2 of 
the 2018 Guidelines for Design and 
Construction of Hospitals, 2022 Edition of 
the (The Facility Guidelines Institute) 
pursuant to § 32.1-127.001 of the Code of 
Virginia and (ii) the Virginia Uniform 
Statewide Building Code (13VAC5-63). 
Hospitals with higher-level nurseries shall 
comply with section 2.2-2.8 2.2-2.9 of Part 
2 of the 2018 2022 edition of the 
guidelines as applicable. 

* * * 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
edition. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
edition of the FGI guidelines general 
hospitals should reference. 
 

410-447 N/A 12VAC5-410-447. Combined 
obstetric and clean 
gynecological service; 
infection control.  

A. A hospital may combine 
obstetric and clean 
gynecological services…The 
policies and procedures shall be 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-447. Combined obstetric 
and clean gynecological service; 
infection control.  

A. A hospital may combine obstetric 
and clean gynecological services…The 
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approved by the medical and 
nursing staff of these services 
and adopted by the governing 
body and shall include, but not 
limited to the following 
requirements: 

* * * 
B. In addition to the infection 

control requirements specified in 
12VAC5-410-490…The policies 
and procedures shall be adopted 
by the governing body and shall 
include, but not be limited to, the 
following: 

* * * 
2. Written criteria for the 
isolation or segregation 
of mothers and 
newborns, in 
accordance with 
Guidelines for Perinatal 
Care (American 
Academy of 
Pediatrics/American 
College of Obstetricians 
and Gynecologists) and 
Control of 
Communicable 
Diseases in Man 
(American Public Health 
Association) to include at 
least the following 
categories: 
* * * 
3. Written policies and 
procedures for the 
isolation of patients in 
accordance with 
Guidelines for Perinatal 
Care (AAP/ACOG) and 
Control of 
Communicable 
Diseases in Man  
(American Public Health 
Association) including, 
but not limited to, the 
following: 
* * * 
7. Techniques of patient 
care, including 
handwashing and the 

policies and procedures shall be 
approved by the medical and nursing staff 
of these services and adopted by the 
governing body and shall include, but not 
limited to the following requirements: 

* * * 
B. In addition to the infection control 

requirements specified in 12VAC5-410-
490…The policies and procedures shall 
be adopted by the governing body and 
shall include, but not be limited to, the 
following: 

* * * 
2. Written criteria for the isolation 
or segregation of mothers and 
newborns, in accordance with 
Guidelines for Perinatal Care, 8th 
Edition, 2017, (American 
Academy of Pediatrics/American 
College of Obstetricians and 
Gynecologists) and Control of 
Communicable Diseases in Man 
Manual, 21st Edition, 2022 
(American Public Health 
Association) to include at least 
the following categories: 

* * * 
3. Written policies and 
procedures for the isolation of 
patients in accordance with 
Guidelines for Perinatal Care, 8th 
Edition, 2017 (AAP/ACOG) 
(American Academy of 
Pediatrics/American College of 
Obstetricians and Gynecologists) 
and Control of Communicable 
Diseases in Man Manual, 21st 
Edition, 2022 (American Public 
Health Association) including, but 
not limited to, the following: 

* * * 
7. Techniques of patient care, 
including handwashing and the 
use of protective clothing such as 
gowns, masks, and gloves; and 
8. Infection control in the nursery, 
including but not limited to: 

* * * 
 
INTENT: The intent of the change to 
update the regulatory text to match the 
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use of protective clothing 
such as gowns, masks, 
and gloves; and 
* * * 

 

style guidelines and to cite the current 
editions of the relevant clinical texts. 
 
RATIONALE: The rationale for the 
change is that the style guidelines ensure 
more intelligible regulatory text, that the 
regulation should be in conformity with the 
Virginia Code Commission’s regulation on 
documents incorporated by reference, 
and that general hospitals should be 
relying on current clinical texts about 
infection prevention and control. 
 
LIKELY IMPACT: The likely impact of the 
change is general hospitals being able to 
utilize current clinical texts about infection 
prevention and control while remaining in 
compliance with the applicable 
regulations. 
 

N/A 410-465 None CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-465. Long-term care 
nursing services.  

A. The provisions of this section shall 
apply to a general hospital's long-term 
care nursing unit if that unit is a certified 
nursing facility. The general hospital shall 
be responsible for ensuring its long-term 
care nursing unit meets the requirements 
of this section. 

B. For the purposes of this section, 
"resident" means any person admitted to 
a general hospital's long-term care 
nursing unit. 

C. A long-term care nursing unit shall 
fully disclose to the applicant for 
admission the unit's admissions policies, 
including any preferences given. 

D. A long-term care nursing unit shall 
train, or arrange for training of, all 
employees who work in the long-term 
care unit and who are mandated to report 
adult abuse, neglect, or exploitation 
pursuant to § 63.2-1606 of the Code of 
Virginia on such reporting procedures and 
the consequences for failing to make a 
required report. 

E. A long-term care nursing unit shall 
register with the Department of State 
Police to receive notice of the registration, 
reregistration, or verification of 
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registration information of any person 
required to register with the Sex Offender 
and Crimes Against Minors Registry 
pursuant to Chapter 9 (§ 9.1-900 et seq.) 
of Title 9.1 of the Code of Virginia within 
the same or a contiguous zip code area in 
which the long-term care nursing unit is 
located, pursuant to § 9.1-914 of the Code 
of Virginia. 

F. If a long-term care nursing unit 
anticipates a potential resident will have a 
length of stay greater than three days or 
in fact stays longer than three days, the 
long-term care nursing unit shall 
ascertain, prior to admission, whether the 
potential resident is required to register 
with the Sex Offender and Crimes Against 
Minors Registry pursuant to Chapter 9 (§ 
9.1-900 et seq.) of Title 9.1 of the Code of 
Virginia. 

G. Upon the request of the unit's 
family council, a long-term care nursing 
unit shall send notices and information 
about the family council mutually 
developed by the family council and the 
administration of the unit, and provided to 
the unit for such purpose, to the listed 
responsible party or a contact person of 
the resident's choice up to six times per 
year. 

1. Such notices may be included 
together with a monthly billing 
statement or other regular 
communication.  
2. Notices and information shall 
also be posted in a designated 
location within the unit. 
3. No family member of a resident 
or other resident representative 
shall be restricted from 
participating in meetings in the 
unit with the families or resident 
representatives of other residents 
in the unit. 

H. A general hospital shall maintain 
for its long-term care unit liability 
insurance coverage in a minimum amount 
of $1 million, and professional liability 
coverage in an amount at least equal to 
the recovery limit set forth in § 8.01-
581.15 of the Code of Virginia, to 
compensate residents or individuals for 
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injuries and losses resulting from the 
negligent or criminal acts of the unit. 

I. During a public health emergency 
related to COVID-19, a long-term care 
unit shall establish a protocol to allow 
each resident to receive visits, consistent 
with guidance from the CDC and as 
directed by CMS and the board, which 
shall include: 

1.Provisions describing: 
a. The conditions, including 
conditions related to the 
presence of COVID-19 in the 
long-term care nursing unit 
and community, under which 
in-person visits will be 
allowed and under which in-
person visits will not be 
allowed and visits will be 
required to be virtual; 
b. The requirements with 
which in-person visitors will 
be required to comply to 
protect the health and safety 
of the residents and staff of 
the long-term care nursing 
unit; 
c. The types of technology, 
including interactive audio or 
video technology, and the 
staff support necessary to 
ensure visits are provided as 
required by this subsection; 
and 
d. The steps the long-term 
care unit will take in the event 
of a technology failure, 
service interruption, or 
documented emergency that 
prevents visits from occurring 
as required by this 
subsection; 

2. A statement of the frequency 
with which visits, including virtual 
and in-person, where 
appropriate, will be allowed, 
which shall be at least once every 
10 calendar days for each 
resident; 
3. A provision authorizing a 
resident or the resident's 
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personal representative to waive 
or limit visitation, provided that 
such waiver or limitation is 
included in the resident's health 
record; and  
4. A requirement that the general 
hospital publish on its website or 
communicate to each resident or 
the resident's authorized 
representative, in writing or via 
electronic means, the long-term 
care unit's plan for providing visits 
to residents as required by this 
subsection. 

J. Unless the vaccination is medically 
contraindicated or the resident declines 
the offer of vaccination, a general hospital 
shall provide, or arrange for, the 
administration to the residents of an 
annual influenza vaccination and a 
pneumococcal vaccination in accordance 
with the following recommendations of 
ACIP: 

1. Prevention and Control of 
Seasonal Influenza with 
Vaccines: Recommendations of 
the Advisory Committee on 
Immunization Practices — United 
States, 2022–23 Influenza 
Season, MMWR 71 (1), 2022, 
CDC; 
2. Use of 15-Valent 
Pneumococcal Conjugate 
Vaccine and 20-Valent 
Pneumococcal Conjugate 
Vaccine Among U.S. Adults: 
Updated Recommendations of 
ACIP — United States, MMWR 
71 (4), 2022, CDC; 
3. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Adults Aged >65 
Years: Updated 
Recommendations of ACIP, 
MMWR 68 (46), 2019, CDC; 
4. Intervals Between PCV13 and 
PPSV23 Vaccines: 
Recommendations of ACIP, 
MMWR 64 (15), 2015, CDC; 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
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5. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Adults Aged >65 
Years: Recommendations of 
ACIP, MMWR 63 (37), 2014, 
CDC; 
6. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Children Aged 
6–18 Years with 
Immunocompromising 
Conditions: Recommendations of 
ACIP, MMWR 62 (25), 2013, 
CDC; 
7. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine for Adults with 
Immunocompromising 
Conditions: Recommendations of 
ACIP, MMWR 61 (40), 2012, 
CDC; 
8. Prevention of Pneumococcal 
Disease Among Infants and 
Children — Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine: Recommendations of 
ACIP, MMWR 59 (RR-11), 2010, 
CDC; and 
9. Updated Recommendations 
for Prevention of Invasive 
Pneumococcal Disease Among 
Adults Using the 23-Valent 
Pneumococcal Polysaccharide 
Vaccine (PPSV23), MMWR 59 
(34), 2010, CDC. 

 
INTENT: The intent of the change is to 
update the general hospital requirements 
with the minimum requirements required 
by Virginia law for those general hospitals 
operating a long-term care nursing unit 
that is a certified nursing facility. 
 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
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RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with Va. Code § 32.1-127. 
 
LIKELY IMPACT: The likely impact of the 
change is increased or new awareness by 
general hospitals that their long-term care 
nursing units that are certified nursing 
facilities have state-specific requirements 
they must meet. 
 

410-650 N/A 12VAC5-410-650. General 
building and physical plant 
information.  

A. All construction of new 
buildings and additions, 
renovations, alterations or 
repairs of existing buildings for 
occupancy as a hospital shall 
conform to state and local codes, 
zoning ordinances, and the 
Virginia Uniform Statewide 
Building Code (13VAC5-63). 

In addition, hospitals shall be 
designed and constructed 
consistent with Part 1 and Part 2 
of the 2018 Guidelines for Design 
and Construction of Hospitals of 
the Facility Guidelines Institute 
pursuant to § 32.1-127.001 of the 
Code of Virginia. 

B. Architectural drawings 
and specifications for all new 
construction or for additions, 
alterations, or renovations to any 
existing building shall be dated, 
stamped with professional seal, 
and signed by the architect. The 
architect shall certify that the 
drawings and specifications were 
prepared to conform to the 
Virginia Uniform Statewide 
Building Code (13VAC5-63) and 
be consistent with Part 1 and 
Part 2 of the 2018 Guidelines for 
Design and Construction of 
Hospitals of the Facility 
Guidelines Institute. 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-650. General building and 
physical plant information.  

A. All construction of new buildings 
and additions, renovations, or alterations 
or repairs of existing buildings for 
occupancy as a hospital shall conform to 
state and local codes, zoning ordinances, 
and the Virginia Uniform Statewide 
Building Code (13VAC5-63). 

In addition, hospitals shall be 
designed and constructed consistent with 
Part 1 and Part 2 of the 2018 Guidelines 
for Design and Construction of Hospitals, 
2022 Edition of the (The Facility 
Guidelines Institute), as amended by the 
November 2022 Errata for Guidelines for 
Design and Construction of Hospitals, 
2022 Edition (The Facility Guidelines 
Institute), and if applicable, Chapter 2.8 of 
Part 2 of the Guidelines for Design and 
Construction of Outpatient Facilities, 2022 
Edition (The Facility Guidelines Institute), 
as amended by the November 2022 
Errata for Guidelines for Design and 
Construction of Outpatient Facilities, 2022 
Edition (The Facility Guidelines Institute) 
pursuant to § 32.1-127.001 of the Code of 
Virginia. 

B. Architectural drawings and 
specifications for all new construction or 
for additions, alterations, or renovations to 
any existing building shall be dated, 
stamped with professional seal, and 
signed by the architect. The architect shall 
certify that the drawings and 
specifications were prepared to conform 
to the Virginia Uniform Statewide Building 
Code (13VAC5-63) and be consistent 
with Part 1 and Part 2 of the 2018 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
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Guidelines for Design and Construction of 
Hospitals, 2022 Edition of the (The 
Facility Guidelines Institute), as amended 
by the November 2022 Errata for 
Guidelines for Design and Construction of 
Hospitals, 2022 Edition (The Facility 
Guidelines Institute), and if applicable, 
Chapter 2.8 of the Guidelines for Design 
and Construction of Outpatient Facilities, 
2022 Edition (The Facility Guidelines 
Institute), as amended by the November 
2022 Errata for Guidelines for Design and 
Construction of Outpatient Facilities, 2022 
Edition (The Facility Guidelines Institute). 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
editions, including the move of provisions 
related to freestanding emergency 
departments from the hospital guidelines 
to the outpatient facility guidelines. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
editions of the FGI guidelines general 
hospitals should reference. 
 

410-760 N/A 12VAC5-410-760. Long-term 
care nursing units.  

Construction and renovation 
of long-term care nursing units, 
including intermediate and 
skilled nursing care nursing units, 
shall be designed and 
constructed consistent with 
section 2.2-2.13 of Part 2 of the 
2018 Guidelines for Design and 
Construction of Hospitals of the 
Facility Guidelines Institute 
pursuant to § 32.1-127.001 of the 
Code of Virginia. 

…The architect shall certify 
that the drawings and 
specifications were prepared to 
conform to the Virginia Uniform 
Statewide Building Code 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-760. Long-term care 
nursing units.  

Construction and renovation of long-
term care nursing units, including 
intermediate and skilled nursing care 
nursing units, shall be designed and 
constructed consistent with section 2.2-
2.13 2.2-2.15 of Part 2 of the 2018 
Guidelines for Design and Construction of 
Hospitals, 2022 Edition of the (The 
Facility Guidelines Institute) pursuant to § 
32.1-127.001 of the Code of Virginia. 

…The architect shall certify that the 
drawings and specifications were 
prepared to conform to the Virginia 
Uniform Statewide Building Code 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
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(13VAC5-63) and be consistent 
with section 2.2-2.13 of Part 2 of 
the 2018 Guidelines for Design 
and Construction of Hospitals of 
the Facility Guidelines Institute 
 

(13VAC5-63) and be consistent with 
section 2.2-2.13 2.2-2.15 of Part 2 of the 
2018 Guidelines for Design and 
Construction of Hospitals, 2022 Edition of 
the (The Facility Guidelines Institute). 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
edition. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
edition of the FGI guidelines general 
hospitals should reference. 
 

410-
1170 

N/A Part IV 

Outpatient Surgical Hospitals: 
Organization, Operation, and 
Design Standards for Existing 

and New Facilities 
12VAC5-410-1170. Policy and 
procedures manual.  

* * * 
B. A copy of approved 

policies and procedures and 
revisions thereto shall be made 
available to the OLC upon 
request. 

C. Each outpatient surgical 
hospital shall establish a protocol 
relating to the rights and 
responsibilities of patients based 
on Joint Commission on 
Accreditation of Healthcare 
Organizations' Standards for 
Ambulatory Care (2000 Hospital 
Accreditation Standards, 
January 2000). The protocol 
shall include a process 
reasonably designed to inform 
patients of their rights and 
responsibilities. Patients shall be 
given a copy of their rights and 
responsibilities upon admission.  

CHANGE: The Board is proposing the 
following change: 
 

Part IV 

Organization and Operation of Outpatient 
Surgical Hospitals: Organization, 

Operation, and Design Standards for 
Existing and New Facilities 

12VAC5-410-1170. Policy and 
procedures manual.  

* * * 
B. An outpatient surgical hospital 

shall provide A a copy of approved 
policies and procedures and any 
subsequent revisions thereto shall be 
made available to the OLC upon request. 

C. Each outpatient surgical hospital 
shall establish a protocol relating to the 
rights and responsibilities of patients 
based on 42 C.F.R. § 416.50 Joint 
Commission on Accreditation of 
Healthcare Organizations' Standards for 
Ambulatory Care (2000 Hospital 
Accreditation Standards, January 2000). 
The protocol shall include a process 
reasonably designed to inform patients of 
their rights and responsibilities. Patients 
shall be given a copy of their rights and 
responsibilities upon admission.  
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D. If the Governor has 
declared a public health 
emergency related to the novel 
coronavirus (COVID-19), each 
outpatient surgical hospital shall 
allow a person with a disability 
who requires assistance as a 
result of such disability to be 
accompanied by a designated 
support person at any time 
during which health care services 
are provided. 

1. A designated support 
person shall not be 
subject to any 
restrictions on visitation 
adopted by such 
outpatient surgical 
hospital. However, such 
designated support 
person may be required 
to comply with all 
reasonable 
requirements of the 
outpatient surgical 
hospital adopted to 
protect the health and 
safety of patients and 
staff of the outpatient 
surgical hospital. 
2. Every outpatient 
surgical hospital shall 
establish policies 
applicable to designated 
support persons and 
shall: 

a. Make such 
policies available to 
the public on a 
website maintained 
by the outpatient 
surgical hospital; 
and 
b. Provide such 
policies, in writing, to 
the patient at such 
time as health care 
services are 
provided. 

E. Each outpatient surgical 
hospital shall obtain a criminal 
history record check pursuant to 

D. If the Governor has declared a 
public health emergency related to the 
novel coronavirus (COVID-19), each 
outpatient surgical hospital shall allow a 
person with a disability who requires 
assistance as a result of such disability to 
be accompanied by a designated support 
person at any time during which health 
care services are provided. 

1. A designated support person 
shall not be subject to any 
restrictions on visitation adopted 
by such outpatient surgical 
hospital. However, such 
designated support person may 
be required to comply with all 
reasonable requirements of the 
outpatient surgical hospital 
adopted to protect the health and 
safety of patients and staff of the 
outpatient surgical hospital. 
2. Every outpatient surgical 
hospital shall establish policies 
applicable to designated support 
persons and shall: 

a. Make such policies 
available to the public on a 
website maintained by the 
outpatient surgical hospital; 
and 
b. Provide such policies, in 
writing, to the patient at such 
time as health care services 
are provided. 

E. D. Each outpatient surgical 
hospital shall obtain a criminal history 
record check pursuant to § 32.1-126.02 of 
the Code of Virginia on any compensated 
employee not licensed by the Board of 
Pharmacy whose job duties provide 
access to controlled substances within 
the outpatient surgical hospital pharmacy. 
 
INTENT: The intent of the change is to 
update the Part’s name to match Part II 
and not be confused with Part V, to use a 
more relevant basis for patient rights 
protocols, and to create a new section of 
regulation that separately addresses 
designated support persons. 
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§ 32.1-126.02 of the Code of 
Virginia on any compensated 
employee not licensed by the 
Board of Pharmacy whose job 
duties provide access to 
controlled substances within the 
outpatient surgical hospital 
pharmacy. 
 

RATIONALE: The rationale for the 
change is that the current Part name 
gives the incorrect impression it 
addresses design and construction 
standards when it does not, that a 
document from 2000 is an out-of-date 
basis for patient rights, that over 95% of 
outpatient surgical hospitals in Virginia 
are already complying with 42 C.F.R. § 
416.50 as a condition for coverage 
participation in Medicare, and that 
designated support persons is a topics 
requiring significantly more detail that, if it 
were to continue to be addressed in the 
present section of regulation, would make 
the section more difficult to read. 
 
LIKELY IMPACT: The likely impact of the 
change is improved readability of this 
regulatory section and improved ease in 
locating provisions addressing 
designated support persons and design 
and constructions for outpatient surgical 
hospitals. 
 

410-
1170(D) 

410-1171 See row above about proposed 
changes to 410-1170 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-1171. Persons with a 
disability; designated support person 
in outpatient surgical hospital.  

A. For the purposes of this section, 
"admission" means accepting a person 
for observation. 

B. An outpatient surgical hospital 
shall allow a person with a disability who 
requires support and assistance 
necessary due to the specifics of the 
person's disability to be accompanied by 
a DSP who will provide support and 
assistance necessary due to the specifics 
of the person's disability to the person 
with a disability during an admission. 

1. In any case in which the 
duration of the admission lasts 
more than 24 hours, the person 
with a disability may designate 
more than one DSP. 
2. No outpatient surgical hospital 
shall be required to allow more 
than one DSP to be present with 
a person with a disability at any 
time. 
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C. An outpatient surgical hospital 
may: 

1. Not subject a DSP to any 
restrictions on visitation; 
2. Require a DSP to comply with 
all reasonable requirements of an 
outpatient surgical hospital 
adopted to protect the health and 
safety of the person with a 
disability; the DSP; the staff and 
other patients of, or visitors to, an 
outpatient surgical hospital; and 
the public; and 
3. Restrict a DSP's access to 
specified areas of and movement 
on the premises of an outpatient 
surgical hospital when such 
restrictions are determined by an 
outpatient surgical hospital to be 
reasonably necessary to protect 
the health and safety of the 
person with a disability; the DSP; 
the staff and other patients of, or 
visitors to, an outpatient surgical 
hospital; and the public. 

D. An outpatient surgical hospital may 
request that a person with a disability 
provide documentation indicating that he 
is a person with a disability. 

1. If the person with a disability 
fails, refuses, or is unable to 
provide documentation 
requested pursuant to subsection 
D of this section, an outpatient 
surgical hospital may perform an 
objective assessment of the 
person to determine whether he 
is a person with a disability. 
2. If an outpatient surgical 
hospital fails to perform an 
objective assessment pursuant to 
subdivision D 1 of this section, an 
outpatient surgical hospital may 
not prohibit a DSP from 
accompanying a person with a 
disability for the purpose of 
providing support and assistance 
necessary due to the specifics of 
the person's disability. 

E. An outpatient surgical hospital 
shall 
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1. Establish protocols to inform 
patients, at the time of admission, 
of the right of a person with a 
disability who requires support 
and assistance necessary due to 
the specifics of the person's 
disability to be accompanied by a 
DSP for the purpose of providing 
support and assistance 
necessary due to the specifics of 
the person's disability; 
2. Develop and make available to 
a patient or his guardian, 
authorized representative, or 
care provider upon request 
written information regarding the 
right of a person with a disability 
who requires support and 
assistance necessary due to the 
specifics of the person's disability 
to be accompanied by a DSP and 
any policies related to that right; 
and 
3. Make the written information 
described in subdivision E 2 of 
this section available to the public 
on its website. 

G. This section may not: 
1. Alter the obligation of an 
outpatient surgical hospital to 
provide patients with effective 
communication support or other 
required services, regardless of 
the presence of a DSP or other 
reasonable accommodation, 
consistent with applicable federal 
or state law or regulations; and 
2. Be interpreted to: 

a. Prevent an outpatient 
surgical hospital from 
complying, or interfere with 
the ability of an outpatient 
surgical hospital to comply, 
with or cause an outpatient 
surgical hospital to violate 
any federal or state law or 
regulation; 
b. Deem a DSP to be acting 
under the direction or control 
of an outpatient surgical 
hospital or as an agent of an 
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outpatient surgical hospital; 
or 
c. Require an outpatient 
surgical hospital to allow a 
DSP to perform any action or 
provide any support or 
assistance necessary due to 
the specifics of the person's 
disability when an outpatient 
surgical hospital reasonably 
determines that the 
performance of the action or 
provision would be: 
(1) Medically or 
therapeutically 
contraindicated; or 
(2) Would pose a threat to the 
health and safety of the 
person with a disability, the 
DSP, or the staff or other 
patients of, or visitors to, an 
outpatient surgical hospital. 

 
 
INTENT: The intent of the change is to 
describe the minimum requirements for 
access to designated support persons by 
persons with disabilities in outpatient 
surgical hospitals. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with Chapter 220 of the 2021 
Acts of Assembly, Special Session I. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
outpatient surgical hospitals about what 
the minimum requirements for designated 
support persons are outside of a 
Governor-declared public health 
emergency related to COVID-19. 
 

410-
1175 

N/A 12VAC5-410-1175. Discharge 
planning. 

A. Every hospital shall 
provide each patient admitted as 
an inpatient or his legal guardian 
the opportunity to designate an 
individual who will care for or 
assist the patient in his residence 
following discharge from the 
hospital and to whom the hospital 

CHANGE: The Board is proposing to 
repeal this section. 
 
INTENT: The intent of the change is to 
remove provisions about discharge 
planning in an inpatient setting from the 
provisions about outpatient surgical 
hospitals. 
 
RATIONALE: The rationale for the 
change is that these discharge planning 
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shall provide information 
regarding the patient's discharge 
plan and any follow-up care, 
treatment, and services that the 
patient may require.  

B. Every hospital upon 
admission shall record in the 
patient's medical record:  

1. The name of the 
individual designated by 
the patient; 
2. The relationship 
between the patient and 
the person; and 
3. The person's 
telephone number and 
address.  

C. If the patient fails or 
refuses to designate an 
individual to receive information 
regarding his discharge plan and 
any follow-up care, treatment, 
and services, the hospital shall 
record the patient's failure or 
refusal in the patient's medical 
record.  

D. A patient may change the 
designated individual at any time 
prior to the patient's release, and 
the hospital shall record the 
changes, including the 
information referenced in 
subsection B of this section, in 
the patient's medical record 
within 24 hours of such a change.  

E. Prior to discharging a 
patient who has designated an 
individual pursuant to subsection 
A or D of this section, the hospital 
shall (i) notify the designated 
individual of the patient's 
discharge, (ii) provide the 
designated individual with a copy 
of the patient's discharge plan 
and instructions and information 
regarding any follow-up care, 
treatment, or services that the 
designated individual will 
provide, and (iii) consult with the 
designated individual regarding 
the designated individual's ability 
to provide the care, treatment, or 

provisions were inadvertently placed in 
the wrong Part of this regulation and 
should be moved to the Part for general 
hospitals. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
and improved ease of locating the 
discharge planning requirements. 
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services. Such discharge plan 
shall include: 

1. The name and contact 
information of the 
designated individual;  
2. A description of follow-
up care, treatment, and 
services that the patient 
requires; and 
3. Information, including 
contact information, 
about any health care, 
long-term care, or other 
community-based 
services and supports 
necessary for the 
implementation of the 
patient's discharge plan.  

A copy of the discharge plan 
and any instructions or 
information provided to the 
designated individual shall be 
included in the patient's medical 
record.  

F. The hospital shall provide 
each individual designated 
pursuant to subsection A or D of 
this section the opportunity for a 
demonstration of specific follow-
up care tasks that the designated 
individual will provide to the 
patient in accordance with the 
patient's discharge plan prior to 
the patient's discharge, including 
opportunity for the designated 
individual to ask questions 
regarding the performance of 
follow-up care tasks. Such 
opportunity shall be provided in a 
culturally competent manner and 
in the designated individual's 
native language.  
 

N/A 410-1178 None CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-1178. Financial 
assistance in outpatient surgical 
hospitals.  

A. As used in this section, "patient" 
and "uninsured patient" have the same 
meanings as ascribed to these terms in 
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subsection A of § 32.1-137.010 of the 
Code of Virginia. 

B. An outpatient surgical hospital 
shall make reasonable efforts to screen 
every uninsured patient to determine 
whether the individual is eligible for 
medical assistance pursuant to the state 
plan for medical assistance or for financial 
assistance under the outpatient surgical 
hospital's financial assistance policy. 

C. An outpatient surgical hospital 
shall inform every uninsured patient who 
receives services at the outpatient 
surgical hospital and who is determined to 
be eligible for assistance under the 
outpatient surgical hospital's financial 
assistance policy of the option to enter 
into a payment plan with the outpatient 
surgical hospital. 

1. A payment plan entered into 
pursuant to this subsection shall 
be provided to the patient in 
writing or electronically and shall 
provide for repayment of the 
cumulative amount owed to the 
outpatient surgical hospital. 
2. The amount of monthly 
payments and the term of the 
payment plan shall be 
determined based upon the 
patient's ability to pay. 
3. Any interest on amounts owed 
pursuant to the payment plan 
shall not exceed the maximum 
judgment rate of interest pursuant 
to § 6.2-302 of the Code of 
Virginia. 
4. The outpatient surgical hospital 
may not charge any fees related 
to the payment plan. 
5. The payment plan shall allow 
prepayment of amounts owed 
without penalty. 

D. An outpatient surgical hospital 
shall develop a process by which either 
an uninsured patient who agrees to a 
payment plan pursuant to subsection C of 
this section or the outpatient surgical 
hospital may request and shall be granted 
the opportunity to renegotiate the 
payment plan. 
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1. Renegotiation shall include 
opportunity for a new screening in 
accordance with subsection B of 
this section. 
2. An outpatient surgical hospital 
may not charge any fees for 
renegotiation of a payment plan 
pursuant to this subsection. 

E. An outpatient surgical hospital 
shall provide written information about: 

1. Its charity care policies, 
including: 

a. Policies related to free and 
discounted care; 
b. Specific eligibility criteria 
for charity care; and 
c. Procedures for applying for 
charity care; 

2. The availability of a payment 
plan for the payment of debt 
owed to the outpatient surgical 
hospital pursuant to subsection C 
of this section; and 
3. The renegotiation process 
described in subsection D of this 
section. 

F. To provide the information required 
by subsection F of this section, an 
outpatient hospital shall: 

1. Post the information 
conspicuously in public areas of 
the outpatient surgical hospital, 
including admissions or 
registration areas and associated 
waiting rooms; 
2. Make the information available 
to: 

a. A patient at the time of 
admission or discharge, or at 
the time services are 
provided; and 
b. Persons with limited 
English proficiency in 
accordance with the U.S. 
Department of Health and 
Human Services' Guidance 
to Federal Financial 
Assistance Recipients 
Regarding Title VI Prohibition 
Against National Origin 
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Discrimination Affecting 
Limited English Proficient 
Persons (August 8, 2003, 68 
FR 47311), if the outpatient 
surgical hospital is subject to 
the requirements of Title VI of 
the Civil Rights Act of 1964 
(Pub. L. No. 88-352), as 
amended; and 

3. Include the information: 
a. With any billing statements 
sent to uninsured patients; 
and 
b. On any website 
maintained by the outpatient 
surgical hospital. 

G. Notwithstanding any other 
provision of law, an outpatient surgical 
hospital may not engage in any action 
described in § 501(r)(6) of the Internal 
Revenue Code, as it was in effect on 
January 1, 2020, to recover a debt for 
medical services against any patient 
unless the outpatient surgical hospital has 
made all reasonable efforts to determine 
whether the patient: 

1. Qualifies for medical 
assistance pursuant to the state 
plan for medical assistance; or 
2. Is eligible for financial 
assistance under the outpatient 
surgical hospital's financial 
assistance policy. 

H. Nothing in this section shall be 
construed to: 

1. Prohibit an outpatient surgical 
hospital, as part of its financial 
assistance policy, from requiring 
a patient to: 

a. Provide necessary 
information needed to 
determine eligibility for 
financial assistance under 
the outpatient surgical 
hospital's financial 
assistance policy, medical 
assistance pursuant to Title 
XVIII or XIX of the Social 
Security Act (42 U.S.C. § 301 
et seq.) or 10 U.S.C. § 1071 
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et seq., or other programs of 
insurance; or 
b. Undertake good faith 
efforts to apply for and enroll 
in the programs of insurance 
for which the patient may be 
eligible as a condition of 
awarding financial 
assistance; 

2. Require an outpatient surgical 
hospital to grant or continue to 
grant any financial assistance or 
payment plan pursuant to this 
section when: 

a. A patient has provided 
false, inaccurate, or 
incomplete information 
required for determining 
eligibility for the outpatient 
surgical hospital's financial 
assistance policy; or 
b. A patient has not 
undertaken good faith efforts 
to comply with any payment 
plan pursuant to this section; 
or 

3. Prohibit the coordination of 
benefits as required by state or 
federal law. 

 
INTENT: The intent of the change is to 
describe the minimum requirements for 
information disclosure about financial 
assistance, for payment plans, and for 
renegotiation of payment plans. 
 
RATIONALE: The rationale for the 
change is that the regulation should 
conform to Chapters 678 and 679 of the 
2022 Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for 
outpatient surgical hospitals about the 
minimum requirements for providing 
information about financial assistance 
and providing financial assistance to 
patients. 
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410-
1190 

N/A 12VAC5-410-1190. Nursing 
staff.  

The total number of nursing 
personnel will vary depending 
upon the number and types of 
patients to be admitted and the 
types of operative procedures to 
be performed or the services 
programmed. 

* * * 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-1190. Nursing staff.  

A. The total number of nursing 
personnel will vary depending upon the 
number and types of patients to be 
admitted and the types of operative 
procedures to be performed or the 
services programmed. 

* * * 
B. Each outpatient surgical hospital 

shall quarterly report to the department no 
later than 30 calendar days after January 
1st, April 1st, July 1st, and October 1st: 

1. The total number of certified 
sexual assault nurse examiners 
employed by the outpatient 
surgical hospital; and 
2. The location, including street 
address, and contact information 
for each location at which such 
certified sexual assault nurse 
examiner provides services. 

Each outpatient surgical hospital shall 
report the information required by this 
subsection to the Office of Family Health 
Services, Virginia Department of Health. 
 
INTENT: The intent of the change is to 
describe what hospitals should report, 
when they should report, and to whom 
they should report data regarding SANEs 
they employ. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with Chapter 1088 of the 2020 
Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for hospitals 
about their reporting responsibilities and 
improved consistency about the data 
being reported. 
 

410-
1260 

N/A 12VAC5-410-1260. Medical 
records.  

A. Medical records. An 
accurate and complete clinical 
record or chart shall be 
maintained on each patient. The 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-1260. Medical records.  

A. Medical records. An accurate and 
complete clinical record or chart shall be 
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record or chart shall contain 
sufficient information to satisfy 
the diagnosis or need for the 
medical or surgical service. It 
shall include, when applicable, 
but not be limited to the following: 

* * * 
4. Confirmation of 
pregnancy, if applicable; 
* * * 
13. Patient instructions, 
preoperative and 
postoperative; 
* * * 

B. Provisions shall be made 
for the safe storage of medical 
records or accurate and legible 
reproductions thereof according 
to § 32.1-127.1:03 of the Code of 
Virginia and the Health Insurance 
Portability and Accountability 
Act, or HIPAA (42 USC § 1320d 
et seq.). 

C. All medical records, either 
original or accurate 
reproductions, shall be 
preserved for a minimum of five 
years following discharge of the 
patient. 

* * * 
3. Record of abortions 
and proper information 
for the issuance of a fetal 
death certificate shall be 
furnished the Division of 
Vital Records, Virginia 
Department of Health, 
within 10 days after the 
abortion. 

maintained on each patient. The record or 
chart shall contain sufficient information to 
satisfy the diagnosis or need for the 
medical or surgical service. It shall 
include, when applicable, but not be 
limited to the following: 

* * * 
4. Confirmation of pregnancy, if 
applicable; 

* * * 
13. Patient instructions, 
preoperative and postoperative; 
and 

* * * 
B. Provisions shall be made for the 

safe storage of medical records or and the 
accurate and legible reproductions 
thereof of medical records according to § 
32.1-127.1:03 of the Code of Virginia and 
the Health Insurance Portability and 
Accountability Act, or HIPAA (42 USC § 
1320d et seq.) (Pub. L. No. 104-191). 

C. All medical records, either original 
or accurate reproductions, shall be 
preserved for a minimum of five years 
following discharge of the patient. 

* * * 
3. Record of abortions and proper 
information for the issuance of a 
fetal death certificate shall be 
furnished to the Division Office of 
Vital Records, Virginia 
Department of Health, within 10 
days after the abortion as 
required by law. 

D. An outpatient surgical hospital that 
makes health records, as defined in § 
32.1-127.1:03 of the Code of Virginia, of 
patients who are minors available to 
patients through a secure website shall 
make the health records available to the 
patient's parent or guardian through the 
secure website, unless the hospital 
cannot make the health record available: 

1. In a manner that prevents 
disclosure of information, the 
disclosure of which has been 
denied pursuant to subsection F 
of § 32.1-127.1:03 of the Code of 
Virginia; or 
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2. Because the consent required 
in accordance with subsection E 
of § 54.1-2969 of the Code of 
Virginia has not been provided. 

 
INTENT: The intent of the change is to 
correct an erroneous statutory citation, to 
update the name of a business unit within 
VDH, to require that hospitals are capable 
of both safe storage and accurate 
reproduction of medical records, to 
update the regulatory text to match the 
style guidelines, and to describe minimum 
standards for giving parent’s or guardian’s 
electronic access to their minor’s medical 
records. 
 
RATIONALE: The rationale for the 
change is that statutory references should 
be accurate, that VDH business units 
should be referred to by their current 
names, that hospitals should not have the 
discretion to choose between whether to 
provide safe storage or accurate 
reproduction of medical records, that the 
style guidelines ensure more intelligible 
regulatory text, and that the regulation 
should be in conformity with Chapter 218 
of the 2022 Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for general 
hospitals regarding parental/guardian 
electronic access to a minor patient’s 
medical records. 
 

410-
1350 

N/A 12VAC5-410-1350. Local and 
state codes and standards.  

A. All construction of new 
buildings and additions,  
alterations, or repairs to existing 
buildings for occupancy as a 
"free-standing" outpatient 
hospital shall conform to state 
and local codes, zoning 
ordinances, and the Virginia 
Uniform Statewide Building Code 
(13VAC5-63). 

In addition, hospitals shall be 
designed and constructed 
consistent with Part 1 and 
sections 2.1 and 2.7 of Part 2 of 
the 2018 Guidelines for Design 
and Construction of Outpatient 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-410-1350. Local and state 
codes and standards.  

A. All construction of new buildings 
and additions, renovations, or alterations, 
or repairs to existing buildings for 
occupancy as a "free-standing" outpatient 
hospital shall conform to state and local 
codes, zoning ordinances, and the 
Virginia Uniform Statewide Building Code 
(13VAC5-63). 

In addition, hospitals shall be 
designed and constructed consistent with 
Part 1 and sections Chapters 2.1 and 2.7 
of Part 2 of the 2018 Guidelines for 
Design and Construction of Outpatient 
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Facilities of the Facility 
Guidelines Institute pursuant to § 
32.1-127.001 of the Code of 
Virginia. 

Architectural drawings and 
specifications for all new 
construction or for additions, 
alterations, or renovations to any 
existing building shall be dated, 
stamped with professional seal, 
and signed by the architect. The 
architect shall certify that the 
drawings and specifications were 
prepared to conform to the 
Virginia Uniform Statewide 
Building Code (13VAC5-63) and 
be consistent with Part 1 and 
sections 2.1 and 2.7 of Part 2 of 
the 2018 Guidelines for Design 
and Construction of Outpatient 
Facilities of the Facility 
Guidelines Institute. 

B. The use of an incinerator 
shall require permitting from the 
nearest regional office of the 
Department of Environmental 
Quality. 

* * * 
 

Facilities, 2022 Edition of the (The Facility 
Guidelines Institute) pursuant to § 32.1-
127.001 of the Code of Virginia, as 
amended by the November 2022 Errata 
for Guidelines for Design and 
Construction of Outpatient Facilities, 2022 
Edition (The Facility Guidelines Institute). 

Architectural drawings and 
specifications for all new construction or 
for additions, alterations, or renovations to 
any existing building shall be dated, 
stamped with professional seal, and 
signed by the architect. The architect shall 
certify that the drawings and 
specifications were prepared to conform 
to the Virginia Uniform Statewide Building 
Code (13VAC5-63) and be consistent 
with Part 1 and sections Chapters 2.1 and 
2.7 of Part 2 of the 2018 Guidelines for 
Design and Construction of Outpatient 
Facilities, 2022 Edition of the (The Facility 
Guidelines Institute), as amended by the 
November 2022 Errata for Guidelines for 
Design and Construction of Outpatient 
Facilities, 2022 Edition (The Facility 
Guidelines Institute). 

* * * 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
edition. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
edition of the FGI guidelines outpatient 
surgical hospitals should reference. 
 

DIBR  Documents Incorporated by 
Reference (12VAC5-410) 

Guidelines for Design and 
Construction of Hospitals, 2018 
Edition, Facility Guidelines 
Institute, Washington D.C., 
http://www.fgiguidelines.org 

CHANGE: The Board is proposing the 
following change: 

Documents Incorporated by 
Reference (12VAC5-410) 

Control of Communicable Diseases 
Manual, American Public Health 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
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Guidelines for Design and 
Construction of Outpatient 
Facilities, 2018 Edition, Facility 
Guidelines Institute, Washington, 
D.C., https://fgiguidelines.org 

Association, 21st Edition, 2022, 
https://www.apha.org 

Errata for Guidelines for Design and 
Construction of Hospitals, The Facility 
Guidelines Institute, 2022 Edition, 
https://fgiguidelines.org/guidelines/errata-
addenda/ (eff. 11/2022). 

Errata for Guidelines for Design and 
Construction of Outpatient Facilities, The 
Facility Guidelines Institute, 2022 Edition, 
https://fgiguidelines.org/guidelines/errata-
addenda/ (eff. 11/2022). 

Guidelines for Design and 
Construction of Hospitals, 2018 Edition, 
The Facility Guidelines Institute, 
Washington D.C. 2022 Edition, 
http://www.fgiguidelines.org 
https://fgiguidelines.org. 

Guidelines for Design and 
Construction of Outpatient Facilities, 2018 
Edition, The Facility Guidelines Institute, 
Washington, D.C. 2022 Edition, 
https://fgiguidelines.org. 

Guidelines for Perinatal Care, 
American Academy of Pediatric/American 
College of Obstetricians and 
Gynecologists, 8th Edition, 2017, 
https://www.aap.org and 
https://www.acog.org. 

Intervals Between PCV13 and 
PPSV23 Vaccines: Recommendations of 
ACIP, MMWR 64 (15), 2015, CDC. 

Prevention and Control of Seasonal 
Influenza with Vaccines: 
Recommendations of the Advisory 
Committee on Immunization Practices — 
United States, 2022–23 Influenza 
Season, MMWR 71 (1), 2022, CDC. 

Prevention of Pneumococcal Disease 
Among Infants and Children — Use of 13-
Valent Pneumococcal Conjugate Vaccine 
and 23-Valent Pneumococcal 
Polysaccharide Vaccine: 
Recommendations of ACIP, MMWR 59 
(RR-11), 2010, CDC. 

Updated Recommendations for 
Prevention of Invasive Pneumococcal 
Disease Among Adults Using the 23-
Valent Pneumococcal Polysaccharide 
Vaccine (PPSV23), MMWR 59 (34), 
2010, CDC. 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
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Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Adults Aged >65 Years: 
Recommendations of ACIP, MMWR 63 
(37), 2014, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Adults Aged >65 Years: Updated 
Recommendations of ACIP, MMWR 68 
(46), 2019, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
for Adults with Immunocompromising 
Conditions: Recommendations of ACIP, 
MMWR 61 (40), 2012, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Children Aged 6–18 Years with 
Immunocompromising Conditions: 
Recommendations of ACIP, MMWR 62 
(25), 2013, CDC. 

Use of 15-Valent Pneumococcal 
Conjugate Vaccine and 20-Valent 
Pneumococcal Conjugate Vaccine 
Among U.S. Adults: Updated 
Recommendations of ACIP — United 
States, MMWR 71 (4), 2022, CDC. 
 
 
INTENT: The intent of these proposed 
changes is to ensure documents 
incorporated by reference are current and 
accurate. 
 
RATIONALE: The rationale behind these 
proposed changes is that hospitals should 
be held to current standards and 
guidelines. 
 
LIKELY IMPACT: The likely impact of 
these proposed changes is improved 
patient health and safety at hospitals. 
 

 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
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Department of Health 2 

Amend Regulation After Periodic Review 3 
12VAC5-410-10. Definitions.  4 

As used in this chapter, the following words and terms shall have the following meanings 5 
unless the context clearly indicates otherwise: 6 

"ACIP" means the Advisory Committee on Immunization Practices of the CDC. 7 
"Activity of daily living" or "ADL" has the same meaning as ascribed to the term in subsection 8 

A of § 32.1-137.08 of the Code of Virginia. 9 
"Board" means the State Board of Health. 10 
"Business day" means any day that is not a Saturday, Sunday, legal holiday, or day on which 11 

the OLC is closed. For the purposes of this chapter, any day on which the Governor authorizes 12 
the closing of the state government shall be considered a legal holiday. 13 

"Campus" means the physical area that is immediately adjacent to the hospital's main 14 
buildings, other areas and structures that are not strictly contiguous to the main buildings but are 15 
located within 250 yards of the main buildings, and any other physical areas determined on an 16 
individual case basis, by the OLC in accordance with 42 C.F.R. § 413.65, to be part of the 17 
hospital's campus. 18 

"Care provider" has the same meaning as ascribed to the term in subsection A of § 32.1-19 
137.08 of the Code of Virginia. 20 

"CDC" means the Centers for Disease Control and Prevention. 21 
"Certified nursing facility" has the same meaning as ascribed to the term in § 32.1-123 of the 22 

Code of Virginia. 23 
"Certified sexual assault nurse examiner" means a nurse who is board certified by the 24 

International Association of Forensic Nurses as either a Sexual Assault Nurse Examiner-Pediatric 25 
(SANE-P) or a Sexual Assault Nurse Examiner-Adult/Adolescent (SANE-A). 26 

"Chief executive officer" means a job descriptive term used to identify the individual appointed 27 
by the governing body to act in its behalf in the overall management of the hospital. Job titles may 28 
include administrator, superintendent, director, executive director, president, vice-president, and 29 
executive vice-president. 30 

"CMS" means the Centers for Medicare and Medicaid Services. 31 
"Commissioner" means the State Health Commissioner. 32 
"Consultant" means one who provides services or advice upon request. 33 
"Department" means an organized section of the hospital. 34 
"Designated support person" or "DSP" means a person who is knowledgeable about the 35 

needs of a person with a disability, and who is designated, orally or in writing, by the individual 36 
with a disability, the individual's guardian, or the individual's care provider to provide support and 37 
assistance, including physical assistance, emotional support, assistance with communication or 38 
decision-making, or any other assistance necessary as a result of the person's disability, to the 39 
person with a disability at any time during which health care services are provided has the same 40 
meaning as ascribed to the term in subsection A of § 32.1-137.08 of the Code of Virginia and is 41 
not a visitor. 42 

"Direction" means authoritative policy or procedural guidance for the accomplishment of a 43 
function or activity. 44 
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"Emergency department" means a department of the hospital that provides emergency 45 
services and is located on, or within a 35-mile radius of, the campus of the hospital. 46 

"Facilities" means building(s), equipment, and supplies necessary for implementation of 47 
services by personnel. 48 

"Full-time" means a 37-1/2 to 40 hour work week. 49 
"General hospital" means institutions a hospital as defined by § 32.1-123 of the Code of 50 

Virginia with an organized medical staff; with permanent facilities that include inpatient beds; and 51 
with medical services, including physician services, dentist services and continuous nursing 52 
services, to provide diagnosis and treatment for patients who have a variety of medical and dental 53 
conditions that may require various types of care, such as medical, surgical, and maternity. 54 

"General hospital accrediting organization" means the Accreditation Commission for Health 55 
Care, the Center for Improvement in Healthcare Quality, DNV - Healthcare, The Joint 56 
Commission, or any accrediting organization that has been granted deeming authority for 57 
hospitals by CMS. 58 

"Home health care department/service/program" "Home health services" means a formally 59 
structured organizational unit of the hospital that is designed to provide health services to patients 60 
in their place of residence and meets Part II (12VAC5-381-150 et seq.) of the regulations adopted 61 
by the board for the licensure of home care organizations in Virginia. 62 

"Hospital" has the same meaning ascribed to the term in § 32.1-123 of the Code of Virginia 63 
and includes general hospitals and outpatient surgical hospitals. 64 

"Inspector" means an individual employed by or contracted by the Virginia Department of 65 
Health and designated by the commissioner to conduct inspections, investigations, or evaluations. 66 

"Long-term care nursing unit" means an organized jurisdiction of nursing service in which 67 
nursing services are provided on a continuous basis. 68 

"Medical" means pertaining to or dealing with the healing art and the science of medicine. 69 
"Nursing care unit" means an organized jurisdiction of nursing service in which nursing 70 

services are provided on a continuous basis. 71 
"Nursing home" means an institution or any identifiable component of any institution as 72 

defined by has the same meaning as ascribed to the term in § 32.1-123 of the Code of Virginia 73 
with permanent facilities that include inpatient beds and whose primary function is the provision, 74 
on a continuing basis, of nursing and health related services for the treatment of patients who 75 
may require various types of long term care, such as skilled care and intermediate care. 76 

"Nursing services" means patient care services pertaining to the curative, palliative, 77 
restorative, or preventive aspects of nursing that are prepared or supervised by a registered 78 
nurse. 79 

"Office of Licensure and Certification" or "OLC" means the Office of Licensure and 80 
Certification of the Virginia Department of Health. 81 

"Operating room" means a room in a hospital designated for the performance of surgery. 82 
"Organized" means administratively and functionally structured. 83 
"Organized medical staff" means a formal organization of physicians and dentists with the 84 

delegated responsibility and authority to maintain proper standards of medical care and to plan 85 
for continued betterment of that care. 86 

"Outpatient surgical hospital" means institutions a hospital as defined by § 32.1-123 of the 87 
Code of Virginia that primarily provide provides facilities for the performance of surgical 88 
procedures on outpatients. Such patients may require treatment in a medical environment 89 
exceeding the normal capability found in a physician's office, but do not require inpatient 90 
hospitalization. 91 
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"Outpatient surgical hospital accrediting organization" means the Accreditation Commission 92 
for Ambulatory Health Care, the Accreditation Commission for Health Care, the American 93 
Association for Accreditation of Ambulatory Surgery Facilities, The Joint Commission, or any 94 
accrediting organization that has been granted deeming authority for ambulatory surgical centers 95 
by CMS. 96 

"Ownership/person" means any individual, partnership, association, trust, corporation, 97 
municipality, county, governmental agency, or any other legal or commercial entity that owns or 98 
controls the physical facilities and/or manages or operates a hospital. 99 

"Person with a disability" has the same meaning as ascribed to the term in subsection A of § 100 
32.1-137.08 of the Code of Virginia. 101 

"Rural hospital" means any general hospital in a county classified by the federal Office of 102 
Management and Budget (OMB) as rural, any hospital designated as a critical access hospital, 103 
any general hospital that is eligible to receive funds under the federal Small Rural Hospital 104 
Improvement Grant Program, or any general hospital that notifies the commissioner of its desire 105 
to retain its rural status when that hospital is in a county reclassified by the OMB as a metropolitan 106 
statistical area as of June 6, 2003. 107 

"Service" means a functional division of the hospital. Also used to indicate the delivery of care. 108 
"Special hospital" means institutions as defined by § 32.1-123 of the Code of Virginia that 109 

provide care for a specialized group of patients or limit admissions to provide diagnosis and 110 
treatment for patients who have specific conditions (e.g., tuberculosis, orthopedic, pediatric, 111 
maternity). 112 

"Special care unit" means an appropriately equipped area of the hospital where there is a 113 
concentration of physicians, nurses, and others who have special skills and experience to provide 114 
optimal medical care for patients assigned to the unit. 115 

"Staff privileges" means authority to render medical care in the granting institution within well-116 
defined limits, based on the individual's professional license and the individual's experience, 117 
competence, ability, and judgment. 118 

"Support and assistance necessary due to the specifics of the person's disability" has the 119 
same meaning as ascribed to the term in subsection A of § 32.1-137.08 of the Code of Virginia. 120 

"Surgery" has the same meaning as ascribed to the term in subsection A of § 54.1-2400.01:1 121 
of the Code of Virginia. 122 

"Unit" means a functional division or facility of the hospital. 123 
Statutory Authority  124 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 125 
Historical Notes  126 
Derived from VR355-33-500 § 1.1, eff. July 28, 1993; amended, Virginia Register Volume 11, 127 
Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; Volume 21, Issue 12, eff. May 128 
9, 2005; Volume 23, Issue 10, eff. March 1, 2007; Volume 29, Issue 19, eff. June 20, 2013; 129 
Volume 37, Issue 14, eff. March 31, 2021. 130 
12VAC5-410-50. Classification.  131 

Hospitals to be licensed shall be classified as general hospitals, special hospitals or outpatient 132 
surgical hospitals defined by 12VAC5-410-10. 133 
Statutory Authority  134 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 135 
Historical Notes  136 
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Derived from VR355-33-500 § 1.5, eff. July 28, 1993; amended, Virginia Register Volume 11, 137 
Issue 8, eff. April 1, 1995. 138 
12VAC5-410-60. Separate license.  139 

A. A separate license shall be required by hospitals maintained on separate premises 140 
campuses even though they are operated under the same management. Separate license is not 141 
required for separate buildings on the same grounds campus or within the same complex of 142 
buildings or for an emergency department of a general hospital. 143 

B. Hospitals which have separate organized sections, units, or buildings to provide services 144 
of a classification covered by provisions of other state statutes or regulations may be required to 145 
have an additional applicable license for that type or classification of service (e.g., psychiatric, 146 
nursing home, home health services, and outpatient surgery). 147 
Statutory Authority  148 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 149 
Historical Notes  150 
Derived from VR355-33-500 § 1.6, eff. July 28, 1993; amended, Virginia Register Volume 11, 151 
Issue 8, eff. April 1, 1995; Volume 29, Issue 19, eff. June 20, 2013. 152 
12VAC5-410-100. Name.  153 

Every hospital shall be designated by a permanent and appropriate name which that shall 154 
appear on the application for license. Any change of name shall be reported to the OLC within 30 155 
days. 156 
Statutory Authority  157 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 158 
Historical Notes  159 
Derived from VR355-33-500 § 1.10, eff. July 28, 1993; amended, Virginia Register Volume 11, 160 
Issue 8, eff. April 1, 1995; Volume 23, Issue 10, eff. March 1, 2007. 161 
12VAC5-410-130. Return of license Surrender of license; mid-term change of license.  162 

A. Upon revocation or suspension of a license, the hospital shall surrender its license to the 163 
OLC. 164 

B. The hospital shall notify the director of the OLC shall be notified in writing by submitting a 165 
mid-term change application at least within 30 working days no less than 30 calendar days in 166 
advance of any proposed change in location or ownership of the facility. A license shall not be 167 
transferred from one owner to another or from one location to another. The license issued by the 168 
commissioner shall be returned to the OLC for correction or reissuance when any of the following 169 
changes occur during the licensing year implementing any: 170 

1. Revocation; 171 
2. 1. Change of location of the hospital, including change of location of any emergency 172 
department not located on the hospital's campus; 173 
3. 2. Change of ownership of the hospital; 174 
3. Change of operator of the hospital; 175 
4. Change of name of the hospital; 176 
5. Change of bed capacity, except as provided in 12VAC5-410-110 C;, which shall be 177 
accompanied by an approved Certificate of Public Need if the requested change is for an 178 
increase in bed capacity; or 179 
6. Change of services being provided, including any proposed addition or discontinuation, 180 
regardless of whether licensure is required for the service; or 181 
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6. Voluntary closure 7. Closure of the hospital. 182 
C. The OLC shall: 183 

1. Consider the submission date of a mid-term change application to be the date it is 184 
postmarked or the date it is received, whichever is earlier; and 185 
2. Notify in writing the licensee if the commissioner will issue a changed license. 186 

D. The commissioner's issuance of a changed license to the hospital shall satisfy the 187 
requirements of subdivision C 2 of this section. 188 

E. Upon receipt of the changed license, the licensee shall return its prior license issued by the 189 
commissioner to the OLC and destroy any copies of the prior license. 190 

F. A license may not be transferred or assigned. The commissioner may not issue a changed 191 
license in response to a change of operator of the hospital, but shall instead require the hospital 192 
to obtain a new license. If the hospital intends to implement a change of operator, it shall: 193 

1. File for a new license, in accordance with 12VAC5-410-70, no less than 30 calendar 194 
days in advance of any change of operator; and 195 
2. Upon receipt of the new license, surrender its prior license issued by the commissioner 196 
to the OLC and destroy any copies of the prior license. 197 

G. If the hospital is closing or will otherwise no longer be operational, it shall: 198 
1. Notify patients, legal representatives, and the OLC no fewer than seven calendar days 199 
prior to closing or ceasing operations where all clinical records are to be located following 200 
closure or cessation of operations; and 201 
2. Surrender its license to the OLC and destroy all copies of its license no more than five 202 
calendar days after the hospital closes or ceases operations. 203 

H. The OLC shall determine if any changes listed in subsection B affect the terms of the 204 
license or the continuing eligibility for a license. An inspector may inspect the hospital during the 205 
process of evaluating a proposed change. 206 
Statutory Authority  207 
§§ 32.1-12, and 32.1-127, and 32.1-132 of the Code of Virginia. 208 
Historical Notes  209 
Derived from VR355-33-500 § 1.13, eff. July 28, 1993; amended, Virginia Register Volume 11, 210 
Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; Volume 23, Issue 10, eff. March 211 
1, 2007; Volume 35, Issue 24, eff. August 23, 2019. 212 
12VAC5-410-140. Inspection procedure.  213 

A. The OLC shall make periodic unannounced on-site inspections of a hospital as necessary 214 
but not less often than biennially. The OLC may make on-site inspections of applicants for 215 
licensure. Compliance with all standards shall be determined by the OLC. 216 

B. The hospital or applicant shall: 217 
1. Make available to the inspector any requested records; 218 
2. Permit an inspector to enter upon and into its property to inspect or investigate as the 219 
inspector reasonably deems necessary in order to determine the state of compliance with 220 
the provisions of this chapter and all laws administered by the board; and 221 
3. Allow the inspector access to interview the agents, employees, independent 222 
contractors, patients, legal representatives, patients' family members, and any person 223 
under the hospital's or applicant's control, direction, or supervision. 224 

C. After the on-site inspection, the inspector shall: 225 
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1. Discuss the findings of the inspection with the chief executive officer or his designee; 226 
and 227 
2. Provide a written inspection report to the chief executive officer or his designee. 228 

D. If the OLC cites one or more licensing violations in the written inspection report, the chief 229 
executive officer or his designee shall submit a plan of correction in accordance with 12VAC5-230 
410-150. 231 

A. E. The OLC may presume that a general hospital accredited deemed by the Joint 232 
Commission on Accreditation of Healthcare Organizations (JCAHO) a general hospital 233 
accrediting organization and certified for participation in Title XVIII of the Social Security Act 234 
(Medicare) (42 U.S.C. § 301 et seq.) generally meets the requirements of Part II (12VAC5-410-235 
170 et seq.) of this chapter provided the following conditions are met: 236 

1. The general hospital provides to the OLC, upon request, a copy of the most current 237 
accreditation survey findings made by the Joint Commission on Accreditation of 238 
Healthcare Organizations general hospital accrediting organization; and 239 
2. The general hospital notifies the OLC within 10 days after receipt of any notice of 240 
revocation or denial of accreditation by the Joint Commission on Accreditation of 241 
Healthcare Organizations general hospital accrediting organization. 242 

F. The OLC may presume that an outpatient surgical hospital deemed by an outpatient 243 
surgical hospital accrediting organization and certified for participation in Title XVIII of the Social 244 
Security Act (42 U.S.C. § 301 et seq.) generally meets the requirements of Part IV (12VAC5-410-245 
1150 et seq.) of this chapter provided the following conditions are met: 246 

1. The outpatient surgical hospital provides to the OLC, upon request, a copy of the most 247 
current accreditation survey findings made by the outpatient surgical hospital accrediting 248 
organization; and 249 
2. The outpatient surgical hospital notifies the OLC within 10 days after receipt of any 250 
notice of revocation or denial of accreditation by the outpatient surgical hospital accrediting 251 
organization. 252 

B. G. The OLC may presume that a unit or part of a general hospital licensed or certified by 253 
another state agency, or another section, bureau or division of the OLC meets the requirements 254 
of Part II (12VAC5-410-170 et seq.) of this chapter for that specific unit or part provided the 255 
following conditions are met: 256 

1. The general hospital provides the OLC, upon request, a copy of the most current 257 
inspection report made by the other state agency; and 258 
2. The general hospital notifies the OLC within 10 days after receipt of any notice of 259 
revocation or suspension by the other state agency. 260 

H. The OLC may presume that a unit or part of an outpatient surgical hospital licensed or 261 
certified by another state agency, or another section, bureau or division of the OLC meets the 262 
requirements of Part IV (12VAC5-410-1150 et seq.) of this chapter for that specific unit or part 263 
provided the following conditions are met: 264 

1. The outpatient surgical hospital provides the OLC, upon request, a copy of the most 265 
current inspection report made by the other state agency; and 266 
2. The outpatient surgical hospital notifies the OLC within 10 days after receipt of any 267 
notice of revocation or suspension by the other state agency. 268 

C. I. Notwithstanding any other provision of this chapter to the contrary, if the licensing agency 269 
OLC finds, after inspection, violations pertaining to environmental health or life safety, the hospital 270 
shall receive a written licensing report of such findings. The hospital shall be required to submit a 271 
plan of correction in accordance with provisions of 12VAC5-410-150. 272 



Version 6 
Markup 

Page 7 of 41 

Statutory Authority  273 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 274 
Historical Notes  275 
Derived from VR355-33-500 § 1.14, eff. July 28, 1993; amended, Virginia Register Volume 11, 276 
Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; Volume 23, Issue 10, eff. March 277 
1, 2007. 278 
12VAC5-410-150. Plan of correction.  279 

A. Upon receipt of a written licensing inspection report, the chief executive officer or his 280 
designee each hospital shall prepare a written plan for correcting of correction addressing any 281 
each licensing violations violation cited at the time of inspection. The plan of correction shall be 282 
to the OLC within the specified time limit set forth in the licensing report. The plan of correction 283 
shall contain at least the following information: 284 

B. The chief executive officer or his designee shall submit to the OLC a written plan of 285 
correction no more than 15 business days after receipt of the inspection report. The plan of 286 
correction shall contain for each licensing violation cited: 287 

1. The methods implemented to correct any violations of this chapter A description of the 288 
corrective action or actions to be taken and the position title of the employees to implement 289 
the corrective action. If employees share the same position title, the chief executive officer 290 
or his designee shall assign the employees a unique identifier to distinguish them; and 291 
2. The expected correction date, on which such corrections are expected to be completed 292 
not to exceed 45 business days from the exit date of the inspection.; and 293 
3. A description of the measures implemented to prevent a recurrence of each licensing 294 
violation. 295 

C. The chief executive officer or his designee shall ensure that the person responsible for the 296 
validity of the plan of correction signs, dates, and indicates their title on the plan of correction. 297 

B. D. The OLC shall notify the hospital chief executive officer or his designee, in writing, 298 
whenever if the OLC determines any item in the plan of correction is determined to be 299 
unacceptable. 300 

E. The OLC may conduct an inspection to verify any portion of a plan of correction has been 301 
implemented. 302 

F. The chief executive officer or his designee shall ensure the plan of correction is 303 
implemented and monitored so that compliance is maintained. 304 

G. The commissioner may deny licensure or renewal of licensure if the chief executive officer 305 
or his designee fails to submit an acceptable plan of correction or fails to implement an acceptable 306 
plan of correction. 307 

H. The OLC shall consider the submission date of a plan of correction to be the date it is 308 
postmarked or the date it is received, whichever is earlier. 309 
Statutory Authority  310 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 311 
Historical Notes  312 
Derived from VR355-33-500 § 1.15, eff. July 28, 1993; amended, Virginia Register Volume 11, 313 
Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; Volume 23, Issue 10, eff. March 314 
1, 2007. 315 
12VAC5-410-160. Revocation of license Disciplinary action.  316 

The commissioner may revoke or suspend the license to operate a hospital in accordance 317 
with § 32.1-135 of the Code of Virginia for the following reasons: 318 
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1. Violation of any provision of these rules and regulations. Violations which in the 319 
judgment of the commissioner jeopardize the health or safety of patients shall be sufficient 320 
cause for immediate revocation or suspension; or 321 
2. Willfully permitting, aiding, or abetting the commission of any illegal act in the hospital. 322 

A. A hospital may not: 323 
1. Violate the provisions of this chapter or Article 1 (§ 32.1-123 et seq.) of Chapter 5 of 324 
Title 32.1 of the Code of Virginia; 325 
2. Permit, aid, or abet the commission of any illegal act in the hospital; 326 
3. Engage in a pattern of violations pursuant to § 38.2-3445.01 of the Code of Virginia; or 327 
4. Engage in a pattern of violations of subdivision B 13 of § 38.2-3407.15 of the Code of 328 
Virginia. 329 

B. The commissioner may: 330 
1. For each violation of subsection A of this section: 331 

a. Deny, revoke, or suspend the license to operate a hospital, in accordance with the 332 
Administrative Process Act (§ 2.2-4000 et seq. of the Code of Virginia); 333 
b. Refer a hospital for criminal prosecution pursuant to subsection A of § 32.1-27 of 334 
the Code of Virginia; or 335 
c. Petition an appropriate court for an injunction, mandamus, or other appropriate 336 
remedy or imposition of a civil penalty against a hospital pursuant to subsection B or 337 
C of § 32.1-27 of the Code of Virginia;  338 

2. For each violation of subsection A of this section by or occurring in a long-term care 339 
nursing unit of a general hospital if that unit is a certified nursing facility: 340 

a. Restrict or prohibit new admissions to the long-term care nursing unit in accordance 341 
with the Administrative Process Act (§ 2.2-4000 et seq. of the Code of Virginia); 342 
b. Petition an appropriate court for imposition of a civil monetary penalty against a 343 
hospital pursuant to subsection A of § 32.1-27.1 of the Code of Virginia; or 344 
c. Petition an appropriate court for appointment of a receiver for the long-term care 345 
nursing unit pursuant to subsection B of § 32.1-27.1 of the Code of Virginia; and 346 

3. For each violation of subdivision A 3 of this section, levy a fine upon the hospital in an 347 
amount not to exceed $1,000 per violation, in accordance with the Administrative Process 348 
Acts (§ 2.2-4000 et seq. of the Code of Virginia). 349 

C. Suspension of a license shall in all cases be for an indefinite time. 350 
D. For each violation of subsection A of this section and with the consent of the person who 351 

has violated subsection A of this section, the board may provide, in an order issued by the board, 352 
for the payment of civil charges for past violations in specific sums, which may not exceed the 353 
limits specified in § 32.1-27 of the Code of Virginia or if applicable, the limits specified in § 32.1-354 
27.1 of the Code of Virginia. 355 

E. Upon receipt of a completed application and a nonrefundable service charge, the 356 
commissioner may issue a new license to a hospital that has had its license revoked if the 357 
commissioner determines that: 358 

1. The conditions upon which revocation was based have been corrected; and 359 
2. The applicant is in compliance with this chapter, Article 1 (§ 32.1-123 et seq.) of Chapter 360 
5 of Title 32.1 of the Code of Virginia, and all other applicable state and federal law and 361 
regulations. 362 

F. Upon receipt of a completed application, the commissioner may partially or completely 363 
restore a suspended license to a hospital if the commissioner determines that: 364 
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1. The conditions upon which suspension was based have been completely or partially 365 
corrected; and 366 
2. The interests of the public will not be jeopardized by resumption of operation. 367 

G. The commissioner may not require an additional service charge for restoring a license 368 
pursuant to subsection F of this section. 369 

H. The hospital shall submit evidence relevant to subdivisions E 1, E 2, F 1, and F 2 of this 370 
subsection that is satisfactory to the commissioner or his designee. The commissioner or his 371 
designee may conduct an inspection prior to making a determination. 372 
Statutory Authority  373 
§§ 32.1-12, 32.1-27, 32.1-27.1, and 32.1-127, 32.1-135, 32.1-137.07, and 38.2-3407.15 of the 374 
Code of Virginia. 375 
Historical Notes  376 
Derived from VR355-33-500 § 1.16, eff. July 28, 1993; amended, Virginia Register Volume 11, 377 
Issue 8, eff. April 1, 1995. 378 

Part II 379 

Organization and Operation of General and Special Hospitals 380 
12VAC5-410-215. Financial assistance in general hospitals.  381 

A. As used in this section, "patient" and "uninsured patient" have the same meanings as 382 
ascribed to these terms in subsection A of § 32.1-137.010 of the Code of Virginia. 383 

B. A general hospital shall make reasonable efforts to screen every uninsured patient to 384 
determine whether the individual is eligible for medical assistance pursuant to the state plan for 385 
medical assistance or for financial assistance under the general hospital's financial assistance 386 
policy. 387 

C. A general hospital shall inform every uninsured patient who receives services at the general 388 
hospital and who is determined to be eligible for assistance under the general hospital's financial 389 
assistance policy of the option to enter into a payment plan with the general hospital. 390 

1. A payment plan entered into pursuant to this subsection shall be provided to the patient 391 
in writing or electronically and shall provide for repayment of the cumulative amount owed 392 
to the general hospital. 393 
2. The amount of monthly payments and the term of the payment plan shall be determined 394 
based upon the patient's ability to pay. 395 
3. Any interest on amounts owed pursuant to the payment plan shall not exceed the 396 
maximum judgment rate of interest pursuant to § 6.2-302 of the Code of Virginia. 397 
4. The general hospital may not charge any fees related to the payment plan. 398 
5. The payment plan shall allow prepayment of amounts owed without penalty. 399 

D. A general hospital shall develop a process by which either an uninsured patient who agrees 400 
to a payment plan pursuant to subsection C of this section or the general hospital may request 401 
and shall be granted the opportunity to renegotiate the payment plan. 402 

1. Renegotiation shall include opportunity for a new screening in accordance with 403 
subsection B of this section. 404 
2. A general hospital may not charge any fees for renegotiation of a payment plan pursuant 405 
to this subsection. 406 

E. A general hospital shall provide written information about: 407 
1. Its charity care policies, including: 408 
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a. Policies related to free and discounted care; 409 
b. Specific eligibility criteria for charity care; and 410 
c. Procedures for applying for charity care; 411 

2. The availability of a payment plan for the payment of debt owed to the general hospital 412 
pursuant to subsection C of this section; and 413 
3. The renegotiation process described in subsection D of this section. 414 

F. To provide the information required by subsection E of this section, a general hospital shall: 415 
1. Post the information conspicuously in public areas of the general hospital, including 416 
admissions or registration areas, emergency departments, and associated waiting rooms; 417 
2. Make the information available to: 418 

a. A patient at the time of admission or discharge, or at the time services are provided; 419 
and 420 
b. Persons with limited English proficiency in accordance with the U.S. Department of 421 
Health and Human Services' Guidance to Federal Financial Assistance Recipients 422 
Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited 423 
English Proficient Persons (August 8, 2003, 68 FR 47311), if the general hospital is 424 
subject to the requirements of Title VI of the Civil Rights Act of 1964 (Pub. L. No. 88-425 
352), as amended; and 426 

3. Include the information: 427 
a. With any billing statements sent to uninsured patients; and 428 
b. On any website maintained by the general hospital. 429 

G. Notwithstanding any other provision of law, a general hospital may not engage in any action 430 
described in § 501(r)(6) of the Internal Revenue Code, as it was in effect on January 1, 2020, to 431 
recover a debt for medical services against any patient unless the general hospital has made all 432 
reasonable efforts to determine whether the patient: 433 

1. Qualifies for medical assistance pursuant to the state plan for medical assistance; or 434 
2. Is eligible for financial assistance under the general hospital's financial assistance 435 
policy. 436 

H. Nothing in this section shall be construed to: 437 
1. Prohibit a general hospital, as part of its financial assistance policy, from requiring a 438 
patient to: 439 

a. Provide necessary information needed to determine eligibility for financial 440 
assistance under the general hospital's financial assistance policy, medical assistance 441 
pursuant to Title XVIII or XIX of the Social Security Act (42 U.S.C. § 301 et seq.), 10 442 
U.S.C. § 1071 et seq., or other programs of insurance; or 443 
b. Undertake good faith efforts to apply for and enroll in the programs of insurance for 444 
which the patient may be eligible as a condition of awarding financial assistance; 445 

2. Require a general hospital to grant or continue to grant any financial assistance or 446 
payment plan pursuant to this section when: 447 

a. A patient has provided false, inaccurate, or incomplete information required for 448 
determining eligibility for the general hospital's financial assistance policy; or 449 
b. A patient has not undertaken good faith efforts to comply with any payment plan 450 
pursuant to this section; or 451 

3. Prohibit the coordination of benefits as required by state or federal law. 452 
Statutory Authority  453 
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§§ 32.1-12, 32.1-127, 32.1-137.01, and 32.1-137.010 of the Code of Virginia. 454 
12VAC5-410-225. Newborn safety devices.  455 

A general hospital that voluntarily installs a newborn safety device for the reception of children 456 
shall ensure that: 457 

1. The device is located inside the hospital in an area that is conspicuous and visible to 458 
employees or personnel; 459 
2. The device is staffed 24 hours a day by a health care provider; 460 
3. The device is climate controlled and serves as a safe sleep environment for an infant; 461 
4. The device is equipped with a dual alarm system that sounds 60 seconds after a child 462 
is placed in the device and automatically places a call to 911 if the alarm is not deactivated 463 
within 60 seconds from within the hospital; 464 
5. The dual alarm system is visually checked at least two times per day and tested at least 465 
one time per week to ensure the alarm system is in working order; 466 
6. The device automatically locks when a child is placed in the device; and 467 
7. The device is identifiable by appropriate signage that shall include written and pictorial 468 
operational instructions. 469 

Statutory Authority  470 
§§ 8.01-226.5:2, 32.-12, and 32.1-127 of the Code of Virginia. 471 
12VAC5-410-230. Patient care management.  472 

A. All patients shall be under the care of a member of the medical staff. 473 
B. Each hospital shall have a plan that includes effective mechanisms for the periodic review 474 

and revision of patient care policies and procedures. 475 
C. Each hospital shall establish a protocol relating to the rights and responsibilities of patients 476 

based on 42 C.F.R. § 482.13 Joint Commission on Accreditation of Healthcare Organizations' 477 
2000 Hospital Accreditation Standards, January 2000. The protocol shall include a process 478 
reasonably designed to inform patients of their rights and responsibilities. Patients shall be given 479 
a copy of their rights and responsibilities upon admission. 480 

D. No medication or treatment shall be given except on the signed order of a person lawfully 481 
authorized by state statutes. 482 

1. Hospital personnel, as designated in medical staff bylaws, rules and regulations, or 483 
hospital policies and procedures, may accept emergency telephone and other verbal 484 
orders for medication or treatment for hospital patients from physicians and other persons 485 
lawfully authorized by state statute to give patient orders. 486 
2. As specified in the hospital's medical staff bylaws, rules and regulations, or hospital 487 
policies and procedures, emergency telephone and other verbal orders shall be signed 488 
within a reasonable period of time not to exceed 72 hours, by the person giving the order, 489 
or, when such person is not available, cosigned by another physician or other person 490 
authorized to give the order. 491 

E. Each hospital shall have a reliable method for identification of each patient, including 492 
newborn infants. 493 

F. Each hospital shall include in its visitation policy a provision allowing each adult patient to 494 
receive visits from any individual from whom the patient desires to receive visits, subject to other 495 
restrictions contained in the visitation policy including the patient's medical condition and the 496 
number of visitors permitted in the patient's room simultaneously. 497 

G. If the Governor has declared a public health emergency related to the novel coronavirus 498 
(COVID-19), each hospital shall allow a person with a disability who requires assistance as a 499 
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result of such disability to be accompanied by a designated support person at any time during 500 
which health care services are provided. 501 

1. In any case in which health care services are provided in an inpatient setting, and the 502 
duration of health care services in such inpatient setting is anticipated to last more than 503 
24 hours, the person with a disability may designate more than one designated support 504 
person. However, no hospital shall be required to allow more than one designated support 505 
person to be present with a person with a disability at any time. 506 
2. A designated support person shall not be subject to any restrictions on visitation 507 
adopted by such hospital. However, such designated support person may be required to 508 
comply with all reasonable requirements of the hospital adopted to protect the health and 509 
safety of patients and staff of the hospital. 510 
3. Every hospital shall establish policies applicable to designated support persons and 511 
shall: 512 

a. Make such policies available to the public on a website maintained by the hospital; 513 
and 514 
b. Provide such policies, in writing, to the patient at such time as health care services 515 
are provided. 516 

H. G. Each hospital that is equipped to provide life-sustaining treatment shall develop a policy 517 
to determine the medical or ethical appropriateness of proposed medical care, which shall include: 518 

1. A process for obtaining a second opinion regarding the medical and ethical 519 
appropriateness of proposed medical care in cases in which a physician has determined 520 
proposed care to be medically or ethically inappropriate; 521 
2. Provisions for review of the determination that proposed medical care is medically or 522 
ethically inappropriate by an interdisciplinary medical review committee and a 523 
determination by the interdisciplinary medical review committee regarding the medical and 524 
ethical appropriateness of the proposed health care of the patient; 525 
3. Requirements for a written explanation of the decision of the interdisciplinary medical 526 
review committee, which shall be included in the patient's medical record; and 527 
4. Provisions to ensure the patient, the patient's agent, or the person authorized to make 528 
the patient's medical decisions in accordance with § 54.1-2986 of the Code of Virginia is 529 
informed of the patient's right to obtain the patient's medical record and the right to obtain 530 
an independent medical opinion and afforded reasonable opportunity to participate in the 531 
medical review committee meeting. 532 

The policy shall not prevent the patient, the patient's agent, or the person authorized to make 533 
the patient's medical decisions from obtaining legal counsel to represent the patient or from 534 
seeking other legal remedies, including court review, provided that the patient, the patient's agent, 535 
person authorized to make the patient's medical decisions, or legal counsel provide written notice 536 
to the chief executive officer of the hospital within 14 days of the date of the physician's 537 
determination that proposed medical treatment is medically or ethically inappropriate as 538 
documented in the patient's medical record. 539 

I. H. Each hospital shall establish a protocol requiring that, before a health care provider 540 
arranges for air medical transportation services for a patient who does not have an emergency 541 
medical condition as defined in 42 USC § 1395dd(e)(1), the hospital shall provide the patient or 542 
the patient's authorized representative with written or electronic notice that the patient (i) may 543 
have a choice of transportation by an air medical transportation provider or medically appropriate 544 
ground transportation by an emergency medical services provider and (ii) will be responsible for 545 
charges incurred for such transportation in the event that the provider is not a contracted network 546 
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provider of the patient's health insurance carrier or such charges are not otherwise covered in full 547 
or in part by the patient's health insurance plan. 548 

J. I. Each hospital shall provide written information about the patient's ability to request an 549 
estimate of the payment amount for which the participant will be responsible pursuant to § 32.1-550 
137.05 of the Code of Virginia. The written information shall be posted conspicuously in public 551 
areas of the hospital, including admissions or registration areas, and included on any website 552 
maintained by the hospital. 553 

K. Each hospital shall establish protocols to ensure that any patient scheduled to receive an 554 
elective surgical procedure for which the patient can reasonably be expected to require outpatient 555 
physical therapy as a follow-up treatment after discharge is informed that the patient: 556 

1. Is expected to require outpatient physical therapy as a follow-up treatment; and 557 
2. Will be required to select a physical therapy provider prior to being discharged from the 558 
hospital. 559 

Statutory Authority  560 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 561 
Historical Notes  562 
Derived from VR355-33-500 § 2.7, eff. July 28, 1993; amended, Virginia Register Volume 11, 563 
Issue 8, eff. April 1, 1995; Volume 19, Issue 1, eff. November 1, 2002; Errata, 19:3 VA.R. 549 564 
October 21, 2002; amended, Virginia Register Volume 24, Issue 11, eff. March 5, 2008; Volume 565 
35, Issue 4, eff. November 14, 2018; Volume 35, Issue 21, eff. July 10, 2019; Volume 35, Issue 566 
24, eff. August 23, 2019; Volume 36, Issue 23, eff. August 6, 2020; Volume 37, Issue 14, eff. 567 
March 31, 2021. 568 
12VAC5-410-235. Persons with a disability; designated support person in general 569 
hospitals.  570 

A. For the purposes of this section: 571 
1. "Admission" means accepting a person for bed occupancy and care that is anticipated 572 
to span at least two midnights or for observation; 573 
2. "General hospital" means a general hospital other than one that is certified as a long-574 
term acute care hospital or specialty rehabilitation hospital. 575 

B. A general hospital shall allow a person with a disability who requires support and assistance 576 
necessary due to the specifics of the person's disability to be accompanied by a DSP who will 577 
provide support and assistance necessary due to the specifics of the person's disability to the 578 
person with a disability during an admission. 579 

1. In any case in which the duration of the admission lasts more than 24 hours, the person 580 
with a disability may designate more than one DSP. 581 
2. No general hospital shall be required to allow more than one DSP to be present with a 582 
person with a disability at any time. 583 

C. A general hospital may: 584 
1. Not subject a DSP to any restrictions on visitation; 585 
2. Require a DSP to comply with all reasonable requirements of a general hospital adopted 586 
to protect the health and safety of the person with a disability; the DSP; the staff and other 587 
patients of, or visitors to, a general hospital; and the public; and 588 
3. Restrict a DSP's access to specified areas of and movement on the premises of a 589 
general hospital when such restrictions are determined by a general hospital to be 590 
reasonably necessary to protect the health and safety of the person with a disability; the 591 
DSP; the staff and other patients of, or visitors to, a general hospital; and the public. 592 
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D. A general hospital may request that a person with a disability provide documentation 593 
indicating that he is a person with a disability. 594 

1. If the person with a disability fails, refuses, or is unable to provide documentation 595 
requested pursuant to subsection D of this section, a general hospital may perform an 596 
objective assessment of the person to determine whether he is a person with a disability. 597 
2. If a general hospital fails to perform an objective assessment pursuant to subdivision D 598 
1 of this section, a general hospital may not prohibit a DSP from accompanying a person 599 
with a disability for the purpose of providing support and assistance necessary due to the 600 
specifics of the person's disability. 601 

E. A general hospital shall 602 
1. Establish protocols to inform patients, at the time of admission, of the right of a person 603 
with a disability who requires support and assistance necessary due to the specifics of the 604 
person's disability to be accompanied by a DSP for the purpose of providing support and 605 
assistance necessary due to the specifics of the person's disability; 606 
2. Develop and make available to a patient or his guardian, authorized representative, or 607 
care provider upon request written information regarding the right of a person with a 608 
disability who requires support and assistance necessary due to the specifics of the 609 
person's disability to be accompanied by a DSP and any policies related to that right; and 610 
3. Make the written information described in subdivision E 2 of this section available to the 611 
public on its website. 612 

G. This section may not: 613 
1. Alter the obligation of a general hospital to provide patients with effective 614 
communication support or other required services, regardless of the presence of a DSP 615 
or other reasonable accommodation, consistent with applicable federal or state law or 616 
regulations; and 617 
2. Be interpreted to: 618 

a. Prevent a general hospital from complying, or interfere with the ability of a general 619 
hospital to comply, with or cause a general hospital to violate any federal or state law 620 
or regulation; 621 
b. Deem a DSP to be acting under the direction or control of a general hospital or as 622 
an agent of a general hospital; or 623 
c. Require a general hospital to allow a DSP to perform any action or provide any 624 
support or assistance necessary due to the specifics of the person's disability when a 625 
general hospital reasonably determines that the performance of the action or provision 626 
would be: 627 
(1) Medically or therapeutically contraindicated; or 628 
(2) A threat to the health and safety of the person with a disability, the DSP, or the staff 629 
or other patients of, or visitors to, a general hospital. 630 

Statutory Authority  631 
§§ 32.1-12, 32.1-127, and 32.1-137.08 of the Code of Virginia. 632 
12VAC5-410-237. Discharge planning.  633 

A. A general hospital shall provide each patient admitted as an inpatient or his legal guardian 634 
the opportunity to designate: 635 

1. An individual who will care for or assist the patient in his residence following discharge 636 
from a general hospital; and 637 
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2. To whom a general hospital shall provide information regarding the patient's discharge 638 
plan and any follow-up care, treatment, and services that the patient may require. 639 

B. Upon admission, a general hospital shall record in the patient's medical record: 640 
1. The name of the individual designated by the patient; 641 
2. The relationship between the patient and the person; and 642 
3. The person's telephone number and address. 643 

C. If the patient fails or refuses to designate an individual to receive information regarding his 644 
discharge plan and any follow-up care, treatment, and services, a general hospital shall record 645 
the patient's failure or refusal in the patient's medical record. 646 

D. A patient may change the designated individual at any time prior to the patient's release, 647 
and a general hospital shall record the changes, including the information referenced in 648 
subsection B of this section, in the patient's medical record within 24 hours of such a change. 649 

E. Prior to discharging a patient who has designated an individual pursuant to subsections A 650 
or D of this section, a general hospital shall: 651 

1. Notify the designated individual of the patient's discharge,  652 
2. Provide the designated individual with a copy of the patient's discharge plan and 653 
instructions and information regarding any follow-up care, treatment, or services that the 654 
designated individual will provide; and 655 
3. Consult with the designated individual regarding the designated individual's ability to 656 
provide the care, treatment, or services.  657 

F. The discharge plan prescribed in subdivision E 2 of this section shall include: 658 
1. The name and contact information of the designated individual; 659 
2. A description of follow-up care, treatment, and services that the patient requires; and 660 
3. Information, including contact information, about any health care, long-term care, or 661 
other community-based services and supports necessary for the implementation of the 662 
patient's discharge plan. 663 

G. A general hospital shall include a copy of the discharge plan and any instructions or 664 
information provided to the designated individual in the patient's medical record. 665 

H. A general hospital shall provide each individual designated pursuant to subsection A or D 666 
of this section the opportunity for a demonstration of specific follow-up care tasks that the 667 
designated individual will provide to the patient in accordance with the patient's discharge plan 668 
prior to the patient's discharge, including opportunity for the designated individual to ask questions 669 
regarding the performance of follow-up care tasks in a culturally competent manner and in the 670 
designated individual's native language. 671 

I. A general hospital shall establish protocols to ensure that any patient scheduled to receive 672 
an elective surgical procedure for which the patient can reasonably be expected to require 673 
outpatient physical therapy as a follow-up treatment after discharge is informed that the patient: 674 

1. Is expected to require outpatient physical therapy as a follow-up treatment; and 675 
2. Will be required to select a physical therapy provider prior to being discharged from a 676 
general hospital. 677 

Statutory Authority  678 
§§ 32.1-12, 32.1-127, and 32.1-137.03 of the Code of Virginia. 679 
12VAC5-410-370. Medical records.  680 

A. The medical record department shall be staffed and equipped to facilitate the accurate 681 
processing, checking, indexing, filing and retrieval of all medical records. 682 
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B. A medical record shall be established and maintained for every person treated on an 683 
inpatient, outpatient (ambulatory) or emergency basis, in any unit of the hospital. The record shall 684 
be available to all other units. 685 

A separate medical record shall be maintained for each newborn infant. Entered on the chart 686 
of the newborn shall be notes of gestational history, including any pathology and information 687 
regarding complications of delivery and mother's medication during labor and delivery. 688 

C. Written policies and procedures shall be established regarding content and completion of 689 
medical records. 690 

D. Entries in the medical record shall be made by the responsible person in accordance with 691 
hospital policies and procedures. 692 

E. Provisions shall be made for the safe storage of medical records or and the accurate and 693 
legible reproductions thereof of medical records according to § 32.1-127.1:03 of the Code of 694 
Virginia and the Health Insurance Portability and Accountability Act, or HIPAA (42 USC § 1320d 695 
et seq.) (Pub. L. No. 104-191). 696 

F. All medical records either original or accurate reproductions shall be preserved for a 697 
minimum of five years following discharge of the patient. 698 

1. Records of minors shall be kept for at least five years after such minor has reached the 699 
age of 18 years. 700 
2. Birth and death information shall be retained for 10 years in accordance with § 32.1-701 
274 of the Code of Virginia. 702 
3. Record of abortions and proper information for the issuance of a fetal death certificate 703 
shall be furnished to the Office of Vital Records, Virginia Department of Health, as required 704 
by law. 705 

G. A general hospital that makes health records, as defined in § 32.1-127.1:03 of the Code of 706 
Virginia, of patients who are minors available to patients through a secure website shall make the 707 
health records available to the patient's parent or guardian through the secure website, unless 708 
the general hospital cannot make the health record available: 709 

1. In a manner that prevents disclosure of information, the disclosure of which has been 710 
denied pursuant to subsection F of § 32.1-127.1:03 of the Code of Virginia; or 711 
2. Because the consent required in accordance with subsection E of § 54.1-2969 of the 712 
Code of Virginia has not been provided. 713 

Statutory Authority  714 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 715 
Historical Notes  716 
Derived from VR355-33-500 § 2.21, eff. July 28, 1993; amended, Virginia Register Volume 11, 717 
Issue 8, eff. April 1, 1995; Volume 22, Issue 8, eff. January 25, 2006. 718 
12VAC5-410-380. Nursing service.  719 

A. Each hospital shall have an organized nursing department. A registered nurse qualified on 720 
the basis of education, experience and clinical ability shall be responsible for the direction of 721 
nursing care provided the patients. 722 

B. The number and type of nursing personnel on all shifts shall be based upon the needs of 723 
the patients and the capabilities of the nursing staff assigned to the patient care unit. All registered 724 
nurses and licensed practical nurses shall hold a current license issued by the Virginia Board of 725 
Nursing or a current multistate licensure privilege to practice nursing in Virginia. 726 

C. All nursing services shall be directly provided by an appropriately qualified registered nurse 727 
or licensed practical nurse, except for those nursing tasks that may be delegated by a registered 728 
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nurse according to 18VAC90-20-420 18VAC90-19-240 through 18VAC90-20-460 18VAC90-19-729 
280 of the regulation of the Virginia Board of Nursing with a plan developed and implemented by 730 
the hospital. 731 

D. Nursing personnel shall be assigned to patient care units in a manner that minimizes the 732 
risk of cross infection and accidental contamination. 733 

E. Each hospital shall quarterly report to the department no later than 30 calendar days after 734 
January 1st, April 1st, July 1st, and October 1st: 735 

1. The total number of certified sexual assault nurse examiners employed by the hospital; 736 
and 737 
2. The location, including street address, and contact information for each location at 738 
which such certified sexual assault nurse examiner provides services. 739 

Each hospital shall report the information required by this subsection to the Office of Family 740 
Health Services, Virginia Department of Health. 741 
Statutory Authority  742 
§§ 32.1-12, 32.1-23.2, and 32.1-127 of the Code of Virginia. 743 
Historical Notes  744 
Derived from VR355-33-500 § 2.22, eff. July 28, 1993; amended, Virginia Register Volume 11, 745 
Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; Volume 22, Issue 8, eff. January 746 
25, 2006. 747 
12VAC5-410-442. Obstetric service design and equipment criteria.  748 

A. Renovation or construction of a hospital's obstetric unit shall be consistent with (i) section 749 
2.2-2.9 2.2-2.10 of Part 2 of the 2018 Guidelines for Design and Construction of Hospitals, 2022 750 
Edition of the (The Facility Guidelines Institute) pursuant to § 32.1-127.001 of the Code of Virginia 751 
and (ii) the Virginia Uniform Statewide Building Code (13VAC5-63). 752 

B. Delivery rooms labor, deliver, and recover (LDR) rooms; labor delivery, recovery, and 753 
postpartrum (LDRP) rooms; and nurseries shall be equipped to provide emergency resuscitation 754 
for mothers and infants. 755 

C. Equipment and supplies shall be assigned for exclusive use in the obstetric and newborn 756 
units. 757 

D. The same equipment and supplies required for the labor room and delivery room shall be 758 
available for use in the LDR/LDRP rooms during periods of labor, delivery, and recovery. 759 

E. Sterilizing equipment shall be available in the obstetric unit or in a central sterilizing 760 
department. Flash sterilizing equipment or sterile supplies and instruments shall be provided in 761 
the obstetric unit. 762 

F. Daily monitoring is required of the stock of necessary equipment in the LDR rooms and 763 
LDRP rooms and nursery. 764 

G. The hospital shall provide the following equipment in the labor, delivery and recovery rooms 765 
and, except where noted, in the LDR/LDRP rooms: 766 

1. Labor rooms. 767 
a. A labor or birthing bed with adjustable side rails. 768 
b. Adjustable lighting adequate for the examination of patients. 769 
c. An emergency signal and intercommunication system. 770 
d. A sphygmomanometer, stethoscope and fetoscope or doppler. 771 
e. Fetal monitoring equipment with internal and external attachments. 772 
f. Mechanical infusion equipment. 773 
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g. Wall-mounted oxygen and suction outlets. 774 
h. Storage equipment. 775 
i. Sterile equipment for emergency delivery to include at least one clamp and suction 776 
bulb. 777 
j. Neonatal resuscitation cart. 778 

2. Delivery rooms. 779 
a. A delivery room table that allows variation in positions for delivery. This equipment 780 
is not required for the LDR/LDRP rooms. 781 
b. Adequate lighting for vaginal deliveries or cesarean deliveries. 782 
c. Sterile instruments, equipment, and supplies to include sterile uterine packs for 783 
vaginal deliveries or cesarean deliveries, episiotomies or laceration repairs, 784 
postpartum sterilizations and cesarean hysterectomies. 785 
d. Continuous in-wall oxygen source and suction outlets for both mother and infant. 786 
e. Equipment for inhalation and regional anesthesia. This equipment is not required 787 
for LDR/LDRP rooms. 788 
f. A heated, temperature-controlled infant examination and resuscitation unit. 789 
g. An emergency call system. 790 
h. Plastic pharyngeal airways, adult and newborn sizes. 791 
i. Laryngoscope and endotracheal tubes, adult and newborn sizes. 792 
j. A self-inflating bag with manometer and adult and newborn masks that can deliver 793 
100% oxygen. 794 
k. Separate cardiopulmonary crash carts for mothers and infants. 795 
l. Sphygmomanometer. 796 
m. Cardiac monitor. This equipment is not required for the LDR/LDRP rooms. 797 
n. Gavage tubes. 798 
o. Umbilical vessel catheterization trays. This equipment is not required for LDR/LDRP 799 
rooms. 800 
p. Equipment that provides a source of continuous suction for aspiration of the pharynx 801 
and stomach. 802 
q. Stethoscope. 803 
r. Fetoscope. 804 
s. Intravenous solutions and equipment. 805 
t. Wall clock with a second hand. 806 
u. Heated bassinets equipped with oxygen and transport incubator. 807 
v. Neonatal resuscitation cart. 808 

3. Recovery rooms. 809 
a. Beds with side rails. 810 
b. Adequate lighting. 811 
c. Bedside stands, overbed tables, or fixed shelving. 812 
d. An emergency call signal. 813 
e. Equipment necessary for a complete physical examination. 814 
f. Accessible oxygen and suction equipment. 815 

Statutory Authority  816 
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§§ 32.1-12, 32.1-127, and 32.1-127.001 of the Code of Virginia. 817 
Historical Notes  818 
Former 12VAC5-41-440 C 5 and 6 derived from VR 355-33-500 § 2.28, eff. July 28, 1993; 819 
amended, Virginia Register Volume 11, Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 820 
1, 1995; Volume 11, Issue 21, eff. August 10, 1995; amended and adopted as 12VAC5-410-442, 821 
Virginia Register 21, Issue 6, eff. February 14, 2005; Volume 22, Issue 8, eff. January 25, 2006; 822 
Volume 23, Issue 10, eff. March 1, 2007; Volume 37, Issue 19, eff. June 9, 2021. 823 
12VAC5-410-444. Newborn service medical direction; physician consultation and 824 
coverage; nursing direction, nurse staffing and coverage; policies and procedures.  825 

A. The governing body shall appoint a physician as medical director of the organized newborn 826 
service who meets the qualifications specified in the medical staff bylaws. In addition, the medical 827 
director must meet the qualifications specified for the medical direction of the highest level of 828 
newborn service provided by the hospital. 829 

1. If a hospital offers only general level newborn services, the medical director shall be a 830 
physician qualified to provide normal newborn care, including the ability to immediately 831 
resuscitate and stabilize a sick newborn for transfer to a higher level of service. 832 
2. If a hospital offers intermediate level newborn services, the medical director shall be a 833 
board-certified or board-eligible pediatrician with training and experience in the care of 834 
preterm neonates, including stabilization and ventilation management. 835 
3. If a hospital offers specialty level newborn services, the medical director shall be a 836 
board-certified or board-eligible neonatologist. 837 
4. If a hospital offers subspecialty level newborn services, the medical director shall be a 838 
board-certified or board-eligible neonatologist. 839 

B. The duties and responsibilities of the medical directors of all levels of newborn service shall 840 
include, but not be limited to the: 841 

1. General supervision of the quality of care provided patients admitted to the service; 842 
2. Establishment of criteria for admission to the service; 843 
3. Adherence of the service to standards of professional practices, policies and 844 
procedures, the medical protocol, and the hospital's collaboration agreements adopted by 845 
the medical staff and governing body applicable to the service; 846 
4. Development of recommendations to the medical staff on standards of professional 847 
practice and staff privileges applicable to the service; 848 
5. Identification of clinical conditions and medical and surgical procedures that require 849 
physician consultation; 850 
6. Conducting conferences, at least quarterly, to review routine and emergency surgical 851 
procedures, complications and infant and maternal mortality and morbidity. Infant mortality 852 
and morbidity shall be discussed with the obstetric service staff; and 853 
7. Active participation in the service's quality assurance program. 854 

C. The hospital shall provide the following physician consultation and coverage in the general 855 
level newborn nursery service and all higher level nursery services unless unique requirements 856 
are specifically imposed for the higher level nursery services: 857 

1. A physician with pediatric privileges capable of arriving on-site within 30 minutes of 858 
notification shall be on the 24-hour on-call duty roster; 859 
2. A physician or nurse skilled in neonatal cardiopulmonary resuscitation (CPR) shall be 860 
available in the hospital at all times. 861 
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3. A current roster of physicians, with a delineation of their newborn, pediatric, medical 862 
and surgical privileges shall be posted at each nurses' station in the newborn service unit. 863 
4. A copy of the 24-hour on-call duty schedule, including a list of on-call consulting 864 
physicians, shall be posted at each nurses' station in the newborn service unit. 865 
5. If the medical director is not a board-certified or board-eligible pediatrician, the hospital 866 
shall have a written agreement with one or more board-certified or board-eligible 867 
pediatricians to be available to provide consultation on a 24-hour basis. Consultation may 868 
be by telephone. 869 
6. If a hospital does not have a neonatologist on staff available on a 24-hour basis, it shall 870 
have a written agreement with another hospital to provide consultation, at least by 871 
telephone, on a 24-hour basis, by a board-certified or board-eligible neonatologist. The 872 
consultant shall be available to advise on the development of a protocol for the care and 873 
transport of sick newborns. 874 

D. The physician consultation and coverage for the intermediate level newborn nursery 875 
service shall be the same as the general level newborn service with the following exceptions: 876 

1. Subdivision C 1 of this section shall not apply. 877 
2. Physician coverage shall be provided on a 24-hour on-call basis by a board-certified or 878 
board-eligible pediatrician or pediatricians capable of arriving on-site within 30 minutes of 879 
notification. 880 

E. The physician consultation and coverage for the specialty level and the subspecialty level 881 
newborn services shall be the same as for the lower level newborn services with the following 882 
exceptions: 883 

1. Subdivision C 1 of this section shall not apply. 884 
2. In-house physician consultation and coverage shall be provided 24 hours a day by a: 885 

a. Board-certified or board-eligible neonatologist; 886 
b. Board-certified or board-eligible pediatrician; 887 
c. Second year or higher level pediatric resident; or 888 
d. Neonatal nurse practitioner. 889 

3. Whenever in-house coverage is provided as stated in subdivision 2 b, c, or d of this 890 
subsection, a board-certified or board-eligible neonatologist shall be on-call and available 891 
to be on-site within 20 minutes of request. 892 

F. The nursing direction, staff and coverage required for the general level newborn service 893 
shall be as follows: 894 

1. The neonatal nursing program shall be under the direction of a registered nurse. 895 
2. The nursing director's responsibilities shall include, but not be limited to: 896 

a. Directing neonatal nursing services; 897 
b. Guiding the development and implementation of neonatal nursing policies and 898 
procedures; 899 
c. Collaborating with the medical staff; and 900 
d. Consulting with referral hospitals with which a hospital has transfer agreements 901 
applicable to the service or services. 902 

3. Each occupied unit of the newborn service shall be under the direct supervision of a 903 
registered nurse 24 hours a day. The registered nurse shall have documented 904 
competence in neonatal nursing appropriate to the level of service provided. 905 
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4. If a general level newborn nursery is organized as a separate nursing unit, staffing shall 906 
be based on a formula of a minimum of one nursing personnel to every eight newborns. 907 
Staffing shall include at least one registered nurse for the unit for each duty shift to provide 908 
direct supervision for nursing care. 909 
5. If the postpartum and general level newborn units are organized as combined rooming-910 
in or modified rooming-in units, staffing shall be based on a formula of one nursing 911 
personnel for every four mother-baby units. The rooming-in units shall always be staffed 912 
with no less than two nursing personnel assigned to each shift. One of the two nursing 913 
personnel shall be a registered nurse to provide direct supervision of nursing care. 914 
6. When infants are present in the nursery, at least one nursing personnel trained in the 915 
care of newborn infants, with duties restricted to the care of the infants, shall be assigned 916 
to the nursery at all times. This nursing personnel is in addition to the registered nurse 917 
who is required to provide supervision. 918 
7. To ensure adequate nursing staff for the nursery for normal newborns, duty schedules 919 
shall be developed and actual shift staffing shall occur according to the following minimum 920 
nurse to patient ratios: 921 

a. 1:4 Recently born infants and those needing close observation. 922 
b. 1:8 Newborns needing only routine care. 923 
c. 1:4 Mother-newborn routine care. 924 

8. Student nurses, licensed practical nurses and nursing aides who assist in the nursing 925 
care of newborn infants shall be under the direct supervision of a registered nurse. 926 
9. At least one nurse on each shift who is skilled in neonatal cardiopulmonary resuscitation 927 
must be immediately available to the nursery. 928 
10. All nursing personnel assigned to the newborn service shall have orientation to the 929 
nursery, including orientation to patient care appropriate for the service level provided. 930 

G. The nursing direction, staff and coverage required of the intermediate level newborn 931 
service shall be the same as required of the general level newborn service with the following 932 
exceptions: 933 

1. To ensure adequate nursing staff for the nursery, duty schedules shall be developed 934 
and actual shift staffing shall occur according to a ratio of at least one nurse to four 935 
neonates. 936 
2. All registered nurses assigned to the newborn service shall be trained in neonatal 937 
cardiopulmonary resuscitation (CPR). 938 

H. The nursing direction, staff and coverage for the specialty level newborn service shall be 939 
the same as the lower level newborn service levels with the following exceptions: 940 

1. The newborn nursery service shall have a nurse manager. The nurse manager shall be 941 
a registered nurse with advanced training and experience in the nursing management of 942 
high-risk neonates and their families. The responsibilities of the nurse manager shall 943 
include, but not be limited to: 944 

a. Daily management of the nursery; 945 
b. Supervision and evaluation of nursing personnel assigned to the nursery; 946 
c. Assuring nursing coverage 24 hours a day; and 947 
d. Implementing nursing policies and procedures at the service level. 948 

2. All registered nurses shall have advanced training and experience in the management 949 
of neonatal patients, including specialized care technology and ventilator care for 950 



Version 6 
Markup 

Page 22 of 41 

neonates. Only registered nurses with this advanced training and experience shall be 951 
assigned to care for neonates on ventilators. 952 
3. To ensure adequate nursing staff for the nursery, duty schedules shall be developed 953 
and actual shift staffing shall occur according to a ratio of at least one nurse to three 954 
patients for neonates requiring specialty level care. For those neonates who have been 955 
assessed as no longer needing specialty level care, nurse to patient ratios shall be 956 
according to the neonate's appropriate level of service. 957 

I. The nursing direction, staff and coverage for the subspecialty level newborn service shall 958 
be the same as all lower levels of newborn services with the following exceptions: 959 

1. A neonatal clinical nurse specialist shall be assigned to the nursery, duties and 960 
responsibilities shall include staff consultation, collaboration, and teaching. 961 
2. All registered nurses shall have advanced training and experience, beyond what is 962 
required of nurses in the lower level nurseries, in the management of high-risk neonates, 963 
including the care of unstable neonates with multisystem problems. 964 
3. To ensure adequate nursing staff for the nursery, duty schedules shall be developed 965 
and actual shift staffing shall occur according to the following minimum nurse to patient 966 
ratios for neonates requiring subspecialty level care: 967 

a. 1:2 Neonates requiring subspecialty level care; and 968 
b. 1:1 Neonates requiring multisystem support. 969 

For those neonates who have been assessed as no longer needing subspecialty level 970 
care, nurse to patient ratios shall be according to the neonate's appropriate level of 971 
service. 972 
4. All nursing patient care shall be provided by registered nurses assigned to the 973 
subspecialty level nursery. 974 

J. The governing body shall adopt written policies and procedures approved by the medical 975 
and nursing staff of the service, for the medical care of newborns. 976 

K. The policies and procedures for the general level nursery and all higher levels of newborn 977 
services shall include, but not be limited to: 978 

1. Medical criteria for the identification of high-risk neonatal patients. 979 
2. Protocols for the management of all neonatal medical conditions that are routinely 980 
managed by the service as well as protocols for the stabilization and transfer of neonates 981 
that require a higher level of newborn service. These protocols shall be maintained in the 982 
nursery in addition to the telephone numbers of each nursery and the names of each 983 
referral newborn service medical director. 984 
3. Written collaboration agreements with hospitals with higher levels of newborn services. 985 
A hospital may enter into more than one collaboration agreement. The collaboration 986 
agreements shall specifically identify those medical conditions that require consultation 987 
and may necessitate a neonatal transfer as well as the interim treatment required prior to 988 
transfer. Nothing in the regulation shall require a birth hospital to enter into a collaboration 989 
agreement with a referral hospital that disagrees with the medical, consultation and 990 
transfer protocols adopted by the birth hospital. All neonatal transfers shall conform with 991 
Section 1867 of the Social Security Act, its amendments in force to date and implementing 992 
regulations. At the time of any transfer, the medical treatment at the referral hospital shall 993 
outweigh the risks to the neonate from affecting the transfer. The collaboration 994 
agreements shall include, but not be limited to: 995 

a. Criteria for neonatal transfer to the referral nursery; 996 
b. Procedures for neonatal transport; 997 
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c. Back transfer criteria which provides for the return of the neonate to the referring 998 
hospital when medically appropriate; 999 
d. Annual review by both parties of all cases of neonatal transfer; 1000 
e. Annual review by both parties of the collaboration agreements; and 1001 
f. Annual evaluation by both parties of the collaboration agreement and modification 1002 
of the agreement, as necessary, as indicated by the evaluation results. 1003 

4. Establishment and maintenance of an ongoing, documented quality assurance program 1004 
by the service that utilizes a multidisciplinary team of health practitioners and 1005 
administrators for review and is integrated with the hospital's overall quality assurance 1006 
program. 1007 

a. The quality assurance program shall include: 1008 
(1) Problem identification; 1009 
(2) Action plans; 1010 
(3) Evaluation; and 1011 
(4) Follow-up. 1012 
b. The quality assurance program shall include an annual review of the following: 1013 
(1) Neonatal transfer cases; 1014 
(2) Management of in-house neonatal cases; and 1015 
(3) Staff in-house inservice programs. 1016 
c. Outcome statistics, including morbidity, mortality, and the appropriateness of 1017 
neonatal transfers, shall be compiled in a standardized manner and reviewed quarterly 1018 
by a multidisciplinary committee. 1019 

5. Immediate resuscitation and stabilization of the sick neonate in accordance with current 1020 
cardiopulmonary resuscitation (CPR) standards of the American Heart Association and 1021 
the American Academy of Pediatrics. 1022 
6. Care of newborns after delivery to include the following: 1023 

a. Care of eyes, skin and umbilical cord and the provision of a single parenteral dose 1024 
of Vitamin K-1, water soluble, as a prophylaxis against hemorrhagic disorder; 1025 
b. Maintenance of the newborn's airway, respiration, and body temperature; and 1026 
c. Assessment of the newborn and recording of the one-minute and five-minute Apgar 1027 
scores. 1028 

7. Performance of prophylaxis against ophthalmia neonatorum by the administration of a 1029 
1.0% solution of silver nitrate aqueous solution, erythromycin, or tetracycline ointment or 1030 
solution. This process is to be performed within one hour of delivery with documentation 1031 
entered in the newborn's medical record. The process may be performed in the nursery. 1032 
8. Clamping or tying of the umbilical cord and, when indicated, collecting a sample of cord 1033 
blood. 1034 
9. Performance of Rh type and Coombs' test for every newborn born to a Rh negative 1035 
mother and performing major blood grouping and Coombs' tests when indicated for every 1036 
newborn born to an O blood group mother or a mother with a family history of blood 1037 
incompatibility. If such qualitative tests are performed, the results shall be documented in 1038 
the newborn's medical record. 1039 
10. Identification and treatment of hyperbilirubinemia and hypoglycemia. 1040 



Version 6 
Markup 

Page 24 of 41 

11. Identification of each newborn, prior to leaving the delivery room, with two identification 1041 
bands fastened on the newborn and one identification band fastened on the mother. The 1042 
newborn's medical record shall accompany the infant from the delivery room. 1043 
12. Newborn transport, within the hospital, of all newborns who are either premature or 1044 
compromised by using a heated bassinet equipped with oxygen, a transport incubator or 1045 
other similar equipment. 1046 
13. Registered nurse or physician assessment of a newborn within one hour after delivery 1047 
and documentation of the assessment in the newborn's medical record. Assessment in 1048 
the delivery area is permitted if the hospital permits a newborn and its mother to remain 1049 
together during the immediate post-delivery period. 1050 
14. Delineation of how infants are to be monitored during stays with their mothers and 1051 
under what circumstances infants must be taken to the nursery immediately after delivery 1052 
and not allowed to remain with their mothers. 1053 
15. Physician examination of the newborn consistent with guidelines of the American 1054 
Academy of Pediatrics. A high-risk newborn shall be examined upon admission to the 1055 
nursery. 1056 
16. Ensuring that every bassinet and incubator in the nursery bears the identification of 1057 
the newborn's last name, sex, date and time of birth, the mother's last name, and the 1058 
attending physician's name. 1059 
17. The management of mothers who utilize breast milk with their newborns. Breast milk 1060 
shall be collected in aseptic containers, dated, stored under refrigeration and consumed 1061 
or disposed of within 24-48 96 hours of collection if the breast milk has not been frozen. 1062 
This policy pertains to breast milk collected while in the hospital or at home for hospital 1063 
use. 1064 
18. Preparation and use of formula including, but not limited to: 1065 

a. The distribution of feeding units immediately after assembly; 1066 
b. The use of prepared formula only within the time period designated on the package; 1067 
and 1068 
c. The use of presterilized formula only, except in the case of facility-defined 1069 
emergencies. 1070 

19. Screening newborns for risk factors associated with hearing impairment as required in 1071 
§§ 32.1-64.1 and 32.1-64.2 of the Code of Virginia and in accordance with the regulations 1072 
of the Board of Health governing the Virginia Hearing Impairment Identification and 1073 
Monitoring System (12VAC5-80). 1074 
20. Screening and treatment of genetic, metabolic, and other diseases identifiable in the 1075 
newborn period as specified in § 32.1-65 of the Code of Virginia and in accordance with 1076 
the Regulations Governing the Newborn Screening and Treatment Program (12VAC5-1077 
70). 1078 
21. Reporting to the Department of Health all required reportable congenital defects. 1079 
22. Visitor contact with the newborn, including newborns delivered by cesarean section, 1080 
and premature, sick, congenitally malformed, and dying newborns. 1081 
23. Completion of birth certificates. 1082 
24. Discharge planning appropriate for the needs of the patient for at-risk infants. 1083 

L. The additional policies and procedures required for the intermediate level newborn service 1084 
shall include, but not be limited to: 1085 
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1. Insertion and maintenance of peripheral intravenous lines and use of pediatric infusion 1086 
pumps that are accurate to plus or minus one milliliter an hour; 1087 
2. Insertion and maintenance of umbilical arterial lines and the use of pediatric infusion 1088 
pumps accurate to plus or minus one milliliter an hour; 1089 
3. Use of heated, humidified, and blended supplemental oxygen by hood with a recording 1090 
of oxygen levels every hour using a calibrated constant oxygen analyzer. The policy shall 1091 
address consultation with a higher level nursery identified in the collaboration agreement 1092 
when oxygen levels exceed 40% and remain at 40% or greater for a period of four hours 1093 
or more; 1094 
4. Administration of nasogastric or orogastric feedings; 1095 
5. Use of saturation monitor (pulse oximeter or equivalent) for any newborn requiring 1096 
supplemental oxygen; 1097 
6. Use of assisted ventilation in preparation for transport; 1098 
7. Initiation of PgE1 prior to transport; and 1099 
8. Administration of blood components and a policy for provision of partial and total 1100 
exchange transfusions. 1101 

M. The additional policies and procedures required for the specialty level newborn service 1102 
shall include, but not be limited to: 1103 

1. Provision of ongoing assisted ventilation; 1104 
2. Administration of surfactant; 1105 
3. Preparation and administration of total parenteral nutrition (TPN); 1106 
4. Initiation and maintenance of pressor medications; 1107 
5. Provision for developmental follow up; 1108 
6. Insertion and maintenance of central umbilical arterial catheters or peripheral arterial 1109 
lines with constant pressure monitoring; 1110 
7. Placement of chest tubes with water seal on an emergency basis; 1111 
8. Use of heated, humidified, and blended supplemental oxygen by hood with a recording 1112 
of oxygen levels every hour using a calibrated constant oxygen analyzer; 1113 
9. Administration and maintenance of CPAP including the requirement for in-house 1114 
physician coverage; 1115 
10. Daily availability of appropriate drug peak and trough assays on one milliliter or less 1116 
of blood; 1117 
11. Cardioversion capability specific for newborns; and 1118 
12. Provision for ophthalmology consult and requirements regarding the examination of 1119 
high-risk newborns. 1120 

N. The additional policies and procedures required for the subspecialty level newborn service 1121 
shall include, but not be limited to: 1122 

1. Provision for returning patients to the operating room within 30 minutes, if indicated; 1123 
2. Provision for echocardiography evaluation; 1124 
3. Provision for patient treatment on an extracorporeal membrane oxygenator (ECMO) or 1125 
a written collaboration agreement with a hospital with this capability; 1126 
4. Provision for maintenance of central venous pressure monitoring; and 1127 
5. Provision for the maintenance of neonates on prostaglandin E1 (PgE1). 1128 

Statutory Authority  1129 
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§§ 32.1-12 and 32.1-127 of the Code of Virginia. 1130 
Historical Notes  1131 
Former 12VAC5-41-440 D 3 to 6 derived from VR 355-33-500 § 2.28, eff. July 28, 1993; amended, 1132 
Virginia Register Volume 11, Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; 1133 
Volume 11, Issue 21, eff. August 10, 1995; amended and adopted as 12VAC5-410-444, Virginia 1134 
Register 21, Issue 6, eff. February 14, 2005; Errata, 21:8 VA.R. 1016 December 27, 2004; 1135 
amended, Virginia Register Volume 22, Issue 8, eff. January 25, 2006; Errata, 22:9 VA.R. 1437 1136 
January 9, 2006. 1137 
12VAC5-410-445. Newborn service design and equipment criteria.  1138 

A. Construction or renovation of a hospital's nursery shall be consistent with (i) section 2.2-1139 
2.10 2.2-2.11 of Part 2 of the 2018 Guidelines for Design and Construction of Hospitals, 2022 1140 
Edition of the (The Facility Guidelines Institute) pursuant to § 32.1-127.001 of the Code of Virginia 1141 
and (ii) the Virginia Uniform Statewide Building Code (13VAC5-63). Hospitals with higher-level 1142 
nurseries shall comply with section 2.2-2.8 2.2-2.9 of Part 2 of the 2018 2022 edition of the 1143 
guidelines as applicable. 1144 

B. The hospital shall provide the following equipment in the general level nursery and all higher 1145 
level nurseries, unless additional equipment requirements are imposed for the higher level 1146 
nurseries: 1147 

1. Resuscitation equipment as specified for the delivery room in 12VAC5-410-442 G 2 1148 
shall be available in the nursery at all times; 1149 
2. Equipment for the delivery of 100% oxygen concentration, properly heated, blended, 1150 
and humidified, with the ability to measure oxygen delivery in fractional inspired 1151 
concentration (FI02). The oxygen analyzer shall be calibrated every eight hours and 1152 
serviced according to the manufacturer's recommendations by a member of the hospital's 1153 
respiratory therapy department or other responsible personnel trained to perform the task; 1154 
3. Saturation monitor (pulse oximeter or equivalent); 1155 
4. Equipment for monitoring blood glucose; 1156 
5. Infant scales; 1157 
6. Intravenous therapy equipment; 1158 
7. Equipment and supplies for the insertion of umbilical arterial and venous catheters; 1159 
8. Open bassinets, self-contained incubators, open radiant heat infant care system or any 1160 
combination thereof appropriate to the service level; 1161 
9. Equipment for stabilization of a sick infant prior to transfer that includes a radiant heat 1162 
source capable of maintaining an infant's body temperature at 99°F; 1163 
10. Equipment for insertion of a thoracotomy tube; and 1164 
11. Equipment for proper administration and maintenance of phototherapy. 1165 

C. The additional equipment required for the intermediate level newborn service and for any 1166 
higher service level is: 1167 

1. Pediatric infusion pumps accurate to plus or minus 1 milliliter (ml) per hour; 1168 
2. On-site supply of PgE1; 1169 
3. Equipment for 24-hour cardiorespiratory monitoring for neonatal use available for every 1170 
incubator or radiant warmer; 1171 
4. Saturation monitor (pulse oximeter or equivalent) available for every infant given 1172 
supplemental oxygen; 1173 
5. Portable x-ray machine; and 1174 
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6. If a mechanical ventilator is selected to provide assisted ventilation prior to transport, it 1175 
shall be approved for the use of neonates. 1176 

D. The additional equipment required for the specialty level newborn service and a higher 1177 
newborn service is as follows: 1178 

1. Equipment for 24-hour cardiorespiratory monitoring with central blood pressure 1179 
capability for each neonate with an arterial line; 1180 
2. Equipment necessary for ongoing assisted ventilation approved for neonatal use with 1181 
online capabilities for monitoring airway pressure and ventilation performance; 1182 
3. Equipment and supplies necessary for insertion and maintenance of chest tube for 1183 
drainage; 1184 
4. On-site supply of surfactant; 1185 
5. Computed axial tomography equipment (CAT) or magnetic resonance imaging 1186 
equipment (MRI); 1187 
6. Equipment necessary for initiation and maintenance of continuous positive airway 1188 
pressure (CPAP) with ability to constantly measure delineated pressures and including 1189 
alarm for abnormal pressure (i.e., vent with PAP mode); and 1190 
7. Cardioversion unit with appropriate neonatal paddles and ability to deliver appropriate 1191 
small watt discharges. 1192 

E. The hospital shall document that it has the appropriate equipment necessary for any of the 1193 
neonatal surgical and special procedures it provides that are specified in its medical protocol and 1194 
that are required for the specialty level newborn service. 1195 

F. The additional equipment requirements for the subspecialty level newborn service are: 1196 
1. Equipment for emergency gastrointestinal, genitourinary, central nervous system, and 1197 
sonographic studies available 24 hours a day; 1198 
2. Pediatric cardiac catheterization equipment; 1199 
3. Portable echocardiography equipment; and 1200 
4. Computed axial tomography equipment (CAT) and magnetic resonance imaging 1201 
equipment (MRI). 1202 

G. The hospital shall document that it has the appropriate equipment necessary for any of the 1203 
neonatal surgical and special procedures it provides that are specified in the medical protocol and 1204 
are required for the subspecialty level newborn service. 1205 
Statutory Authority  1206 
§§ 32.1-12, 32.1-127, and 32.1-127.001 of the Code of Virginia. 1207 
Historical Notes  1208 
Former 12VAC5-41-440 D 7 and 8 derived from VR 355-33-500 § 2.28, eff. July 28, 1993; 1209 
amended, Virginia Register Volume 11, Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1210 
1, 1995; Volume 11, Issue 21, eff. August 10, 1995; amended and adopted as 12VAC5-410-445, 1211 
Virginia Register 21, Issue 6, eff. February 14, 2005; amended, Virginia Register Volume 22, 1212 
Issue 8, eff. January 25, 2006; Volume 23, Issue 10, eff. March 1, 2007; Volume 26, Issue 22, eff. 1213 
August 4, 2010; Volume 37, Issue 19, eff. June 9, 2021. 1214 
12VAC5-410-447. Combined obstetric and clean gynecological service; infection control.  1215 

A. A hospital may combine obstetric and clean gynecological services. The hospital shall 1216 
define clean gynecological cases in written hospital policy. A combined obstetric and clean 1217 
gynecologic service shall be organized under written policies and procedures. The policies and 1218 
procedures shall be approved by the medical and nursing staff of these services and adopted by 1219 
the governing body and shall include, but not limited to the following requirements: 1220 
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1. Cesarean section and obstetrically related surgery, other than vaginal delivery, shall be 1221 
carried out in designated operating or delivery rooms. Vaginal deliveries may be 1222 
performed in designated delivery or operating rooms that are used solely for obstetric or 1223 
clean gynecologic procedures. 1224 
2. Clean gynecological cases may be admitted to the postpartum nursing unit of the 1225 
obstetric service according to procedures determined by the obstetrics and gynecologic 1226 
staff and the hospital's infection control committee. 1227 
3. Only members of the medical staff with approved privileges shall admit and care for 1228 
patients in the combined service area. These admissions shall be subject to the medical 1229 
staff bylaws. 1230 
4. Hospitals with a combined service shall limit admission to the service to those patients 1231 
allowed by policies adopted by the obstetric and gynecological medical staff and the 1232 
hospital's infection control committee. 1233 
5. Unoccupied beds shall be reserved daily in a combined service ready for use by 1234 
obstetric patients. 1235 
6. Patients admitted to the combined service may be taken to radiology or other hospital 1236 
departments for diagnostic procedures, before or after surgery, if it is not evident that these 1237 
procedures may be hazardous to the patients or to other patients on the combined service. 1238 
7. Patients may receive postpartum or immediate postoperative care in the general 1239 
recovery room prior to being returned to the combined service area if the following 1240 
conditions prevail: 1241 

a. The recovery room or intensive care unit is a separate unit adjacent to or part of the 1242 
general surgical operating suite or delivery suite; and 1243 
b. The recovery room is under the direct supervision of the chairman of the 1244 
anesthesiology department of the hospital. 1245 

In separate obstetric recovery rooms, supervision shall be provided by the obstetrician in 1246 
charge or by physicians approved by the medical staff of the combined service. 1247 
8. Nursing care of all patients shall be supervised by a registered nurse. 1248 
9. Nursing care of both obstetrical and gynecological patients may be given by the same 1249 
nursing personnel. 1250 
10. Visitor regulations applicable to visitors of obstetric patients shall also apply to visitors 1251 
of other patients admitted to the combined service. 1252 

B. In addition to the infection control requirements specified in 12VAC5-410-490, the hospital's 1253 
infection control committee, in cooperation with the obstetric and newborn medical and nursing 1254 
staff, shall establish written policies and procedures for infection control within the obstetric and 1255 
newborn services. The policies and procedures shall be adopted by the governing body and shall 1256 
include, but not be limited to, the following: 1257 

1. The establishment of criteria for determining infection-related maternal and newborn 1258 
morbidity; 1259 
2. Written criteria for the isolation or segregation of mothers and newborns, in accordance 1260 
with Guidelines for Perinatal Care, 8th Edition, 2017, (American Academy of 1261 
Pediatrics/American College of Obstetricians and Gynecologists) and Control of 1262 
Communicable Diseases in Man Manual, 21st Edition, 2022 (American Public Health 1263 
Association) to include at least the following categories: 1264 

a. Birth prior to admission to the facility; 1265 
b. Birth within the facility but prior to admission to the labor and delivery area; 1266 
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c. Readmission to the service after transfer or discharge; 1267 
d. Presence of infection; 1268 
e. Elevated temperature; and 1269 
f. Presence of rash, diarrhea, or discharging skin lesions; 1270 

3. Written policies and procedures for the isolation of patients in accordance with 1271 
Guidelines for Perinatal Care, 8th Edition, 2017 (AAP/ACOG) (American Academy of 1272 
Pediatrics/American College of Obstetricians and Gynecologists) and Control of 1273 
Communicable Diseases in Man Manual, 21st Edition, 2022 (American Public Health 1274 
Association) including, but not limited to, the following: 1275 

a. Ensuring that a physician orders and documents in the patient's medical record the 1276 
placement of a mother or newborn in isolation; 1277 
b. Ensuring that at least one labor room is available for use by a patient requiring 1278 
isolation; 1279 
c. Provisions for the isolation of a mother and newborn together (rooming-in) or 1280 
separately; and 1281 
d. Policies and procedures for assigning nursing personnel to care for patients in 1282 
isolation; 1283 

4. Control of traffic, including personnel and visitors. Policies and procedures shall be 1284 
established in the event that personnel from other services must work in the obstetric and 1285 
newborn services or personnel from the obstetric and newborn services must work on 1286 
other services. Appropriate clothing changes and handwashing shall be required of any 1287 
individual prior to assuming temporary assignments or substitution from any other area or 1288 
service in the hospital; 1289 
5. Determination of the health status of personnel, and control of personnel with symptoms 1290 
of communicable infectious disease; 1291 
6. Review of cleaning procedures, agents, and schedules in use in the obstetric and 1292 
newborn services. Incubators or bassinets shall be cleaned with detergent and disinfectant 1293 
registered by the U.S. Environmental Protection Agency each time a newborn occupying 1294 
it is discharged or at least every seven days; 1295 
7. Techniques of patient care, including handwashing and the use of protective clothing 1296 
such as gowns, masks, and gloves; and 1297 
8. Infection control in the nursery, including but not limited to: 1298 

a. Closing of the nursery immediately in the event of an epidemic, as determined by 1299 
the infection control director in consultation with the medical director and the 1300 
Department of Health; 1301 
b. Assigning a newborn to a clean incubator or bassinet at least every seven days; 1302 
c. Using an impervious cover that completely covers the surface of the scale pan if 1303 
newborns are weighed on a common scale, and changing the cover after each 1304 
newborn is weighed; 1305 
d. Gowning in isolation cases; and 1306 
e. Requiring nursery personnel wear clean scrub attire in the nursery when they are 1307 
handling infants. Appropriate cover garments shall be worn over scrub attire when 1308 
personnel are holding infants. Personnel shall wash their hands after contact with each 1309 
patient and upon entering or leaving the nursery. 1310 

Statutory Authority  1311 
§ § 32.1-12 and 32.1-127 of the Code of Virginia. 1312 
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Historical Notes  1313 
Former 12VAC5-41-440 E and F derived from VR 355-33-500 § 2.28, eff. July 28, 1993; amended, 1314 
Virginia Register Volume 11, Issue 8, eff. April 1, 1995; Volume 11, Issue 16, eff. June 1, 1995; 1315 
Volume 11, Issue 21, eff. August 10, 1995; amended and adopted as 12VAC5-410-447, Virginia 1316 
Register Volume 21, Issue 6, eff. February 14, 2005. 1317 
12VAC5-410-465. Long-term care nursing services.  1318 

A. The provisions of this section shall apply to a general hospital's long-term care nursing unit 1319 
if that unit is a certified nursing facility. The general hospital shall be responsible for ensuring its 1320 
long-term care nursing unit meets the requirements of this section. 1321 

B. For the purposes of this section, "resident" means any person admitted to a general 1322 
hospital's long-term care nursing unit. 1323 

C. A long-term care nursing unit shall fully disclose to the applicant for admission the unit's 1324 
admissions policies, including any preferences given. 1325 

D. A long-term care nursing unit shall train, or arrange for training of, all employees who work 1326 
in the long-term care unit and who are mandated to report adult abuse, neglect, or exploitation 1327 
pursuant to § 63.2-1606 of the Code of Virginia on such reporting procedures and the 1328 
consequences for failing to make a required report. 1329 

E. A long-term care nursing unit shall register with the Department of State Police to receive 1330 
notice of the registration, reregistration, or verification of registration information of any person 1331 
required to register with the Sex Offender and Crimes Against Minors Registry pursuant to 1332 
Chapter 9 (§ 9.1-900 et seq.) of Title 9.1 of the Code of Virginia within the same or a contiguous 1333 
zip code area in which the long-term care nursing unit is located, pursuant to § 9.1-914 of the 1334 
Code of Virginia. 1335 

F. If a long-term care nursing unit anticipates a potential resident will have a length of stay 1336 
greater than three days or in fact stays longer than three days, the long-term care nursing unit 1337 
shall ascertain, prior to admission, whether the potential resident is required to register with the 1338 
Sex Offender and Crimes Against Minors Registry pursuant to Chapter 9 (§ 9.1-900 et seq.) of 1339 
Title 9.1 of the Code of Virginia. 1340 

G. Upon the request of the unit's family council, a long-term care nursing unit shall send 1341 
notices and information about the family council mutually developed by the family council and the 1342 
administration of the unit, and provided to the unit for such purpose, to the listed responsible party 1343 
or a contact person of the resident's choice up to six times per year. 1344 

1. Such notices may be included together with a monthly billing statement or other regular 1345 
communication.  1346 
2. Notices and information shall also be posted in a designated location within the unit. 1347 
3. No family member of a resident or other resident representative shall be restricted from 1348 
participating in meetings in the unit with the families or resident representatives of other 1349 
residents in the unit. 1350 

H. A general hospital shall maintain for its long-term care unit liability insurance coverage in a 1351 
minimum amount of $1 million, and professional liability coverage in an amount at least equal to 1352 
the recovery limit set forth in § 8.01-581.15 of the Code of Virginia, to compensate residents or 1353 
individuals for injuries and losses resulting from the negligent or criminal acts of the unit. 1354 

I. During a public health emergency related to COVID-19, a long-term care unit shall establish 1355 
a protocol to allow each resident to receive visits, consistent with guidance from the CDC and as 1356 
directed by CMS and the board, which shall include: 1357 

1.Provisions describing: 1358 
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a. The conditions, including conditions related to the presence of COVID-19 in the 1359 
long-term care nursing unit and community, under which in-person visits will be 1360 
allowed and under which in-person visits will not be allowed and visits will be required 1361 
to be virtual; 1362 
b. The requirements with which in-person visitors will be required to comply to protect 1363 
the health and safety of the residents and staff of the long-term care nursing unit; 1364 
c. The types of technology, including interactive audio or video technology, and the 1365 
staff support necessary to ensure visits are provided as required by this subsection; 1366 
and 1367 
d. The steps the long-term care unit will take in the event of a technology failure, 1368 
service interruption, or documented emergency that prevents visits from occurring as 1369 
required by this subsection; 1370 

2. A statement of the frequency with which visits, including virtual and in-person, where 1371 
appropriate, will be allowed, which shall be at least once every 10 calendar days for each 1372 
resident; 1373 
3. A provision authorizing a resident or the resident's personal representative to waive or 1374 
limit visitation, provided that such waiver or limitation is included in the resident's health 1375 
record; and  1376 
4. A requirement that the general hospital publish on its website or communicate to each 1377 
resident or the resident's authorized representative, in writing or via electronic means, the 1378 
long-term care unit's plan for providing visits to residents as required by this subsection. 1379 

J. Unless the vaccination is medically contraindicated or the resident declines the offer of 1380 
vaccination, a general hospital shall provide, or arrange for, the administration to the residents of 1381 
an annual influenza vaccination and a pneumococcal vaccination in accordance with the following 1382 
recommendations of ACIP: 1383 

1. Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the 1384 
Advisory Committee on Immunization Practices — United States, 2022–23 Influenza 1385 
Season, MMWR 71 (1), 2022, CDC; 1386 
2. Use of 15-Valent Pneumococcal Conjugate Vaccine and 20-Valent Pneumococcal 1387 
Conjugate Vaccine Among U.S. Adults: Updated Recommendations of ACIP — United 1388 
States, MMWR 71 (4), 2022, CDC; 1389 
3. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1390 
Polysaccharide Vaccine Among Adults Aged >65 Years: Updated Recommendations of 1391 
ACIP, MMWR 68 (46), 2019, CDC; 1392 
4. Intervals Between PCV13 and PPSV23 Vaccines: Recommendations of ACIP, MMWR 1393 
64 (15), 2015, CDC; 1394 
5. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1395 
Polysaccharide Vaccine Among Adults Aged >65 Years: Recommendations of ACIP, 1396 
MMWR 63 (37), 2014, CDC; 1397 
6. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1398 
Polysaccharide Vaccine Among Children Aged 6–18 Years with Immunocompromising 1399 
Conditions: Recommendations of ACIP, MMWR 62 (25), 2013, CDC; 1400 
7. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1401 
Polysaccharide Vaccine for Adults with Immunocompromising Conditions: 1402 
Recommendations of ACIP, MMWR 61 (40), 2012, CDC; 1403 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
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8. Prevention of Pneumococcal Disease Among Infants and Children — Use of 13-Valent 1404 
Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal Polysaccharide Vaccine: 1405 
Recommendations of ACIP, MMWR 59 (RR-11), 2010, CDC; and 1406 
9. Updated Recommendations for Prevention of Invasive Pneumococcal Disease Among 1407 
Adults Using the 23-Valent Pneumococcal Polysaccharide Vaccine (PPSV23), MMWR 59 1408 
(34), 2010, CDC. 1409 

Statutory Authority  1410 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 1411 
12VAC5-410-650. General building and physical plant information.  1412 

A. All construction of new buildings and additions, renovations, or alterations or repairs of 1413 
existing buildings for occupancy as a hospital shall conform to state and local codes, zoning 1414 
ordinances, and the Virginia Uniform Statewide Building Code (13VAC5-63). 1415 

In addition, hospitals shall be designed and constructed consistent with Part 1 and Part 2 of 1416 
the 2018 Guidelines for Design and Construction of Hospitals, 2022 Edition of the (The Facility 1417 
Guidelines Institute), as amended by the November 2022 Errata for Guidelines for Design and 1418 
Construction of Hospitals, 2022 Edition (The Facility Guidelines Institute), and if applicable, 1419 
Chapter 2.8 of Part 2 of the Guidelines for Design and Construction of Outpatient Facilities, 2022 1420 
Edition (The Facility Guidelines Institute), as amended by the November 2022 Errata for 1421 
Guidelines for Design and Construction of Outpatient Facilities, 2022 Edition (The Facility 1422 
Guidelines Institute) pursuant to § 32.1-127.001 of the Code of Virginia. 1423 

B. Architectural drawings and specifications for all new construction or for additions, 1424 
alterations, or renovations to any existing building shall be dated, stamped with professional seal, 1425 
and signed by the architect. The architect shall certify that the drawings and specifications were 1426 
prepared to conform to the Virginia Uniform Statewide Building Code (13VAC5-63) and be 1427 
consistent with Part 1 and Part 2 of the 2018 Guidelines for Design and Construction of Hospitals, 1428 
2022 Edition of the (The Facility Guidelines Institute), as amended by the November 2022 Errata 1429 
for Guidelines for Design and Construction of Hospitals, 2022 Edition (The Facility Guidelines 1430 
Institute), and if applicable, Chapter 2.8 of the Guidelines for Design and Construction of 1431 
Outpatient Facilities, 2022 Edition (The Facility Guidelines Institute), as amended by the 1432 
November 2022 Errata for Guidelines for Design and Construction of Outpatient Facilities, 2022 1433 
Edition (The Facility Guidelines Institute). 1434 
Statutory Authority  1435 
§§ 32.-12, 32.1-127, and 32.1-127.001 of the Code of Virginia. 1436 
Historical Notes  1437 
Derived from VR355-33-500 § 3.1, eff. July 28, 1993; amended, Virginia Register Volume 11, 1438 
Issue 8, eff. April 1, 1995; Volume 22, Issue 8, eff. January 25, 2006; Volume 23, Issue 10, eff. 1439 
March 1, 2007; Volume 26, Issue 22, eff. August 4, 2010; Volume 37, Issue 19, eff. June 9, 2021. 1440 
12VAC5-410-760. Long-term care nursing units.  1441 

Construction and renovation of long-term care nursing units, including intermediate and skilled 1442 
nursing care nursing units, shall be designed and constructed consistent with section 2.2-2.13 1443 
2.2-2.15 of Part 2 of the 2018 Guidelines for Design and Construction of Hospitals, 2022 Edition 1444 
of the (The Facility Guidelines Institute) pursuant to § 32.1-127.001 of the Code of Virginia. 1445 

Architectural drawings and specifications for all new construction or for additions, alterations, 1446 
or renovations to any existing building shall be dated, stamped with professional seal, and signed 1447 
by the architect. The architect shall certify that the drawings and specifications were prepared to 1448 
conform to the Virginia Uniform Statewide Building Code (13VAC5-63) and be consistent with 1449 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
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section 2.2-2.13 2.2-2.15 of Part 2 of the 2018 Guidelines for Design and Construction of 1450 
Hospitals, 2022 Edition of the (The Facility Guidelines Institute). 1451 
Statutory Authority  1452 
§§ 32.1-12, 32.1-127 , and 32.1-127.001 of the Code of Virginia. 1453 
Historical Notes  1454 
Derived from VR355-33-500 § 3.12, eff. July 28, 1993; amended, Virginia Register Volume 11, 1455 
Issue 8, eff. April 1, 1995; Volume 22, Issue 8, eff. January 25, 2006; Volume 23, Issue 10, eff. 1456 
March 1, 2007; Volume 37, Issue 19, eff. June 9, 2021. 1457 

Part IV 1458 

Organization and Operation of Outpatient Surgical Hospitals: Organization, Operation, and 1459 
Design Standards for Existing and New Facilities 1460 

12VAC5-410-1170. Policy and procedures manual.  1461 
A. Each outpatient surgical hospital shall develop a policy and procedures manual that shall 1462 

include provisions covering the following items: 1463 
1. The types of emergency and elective procedures that may be performed in the facility. 1464 
2. Types of anesthesia that may be used. 1465 
3. Admissions and discharges, including: 1466 

a. Criteria for evaluating the patient before admission and before discharge; and 1467 
b. Protocols to ensure that any patient scheduled to receive an elective surgical 1468 
procedure for which the patient can reasonably be expected to require outpatient 1469 
physical therapy as a follow-up treatment after discharge is informed that the patient: 1470 
(1) Is expected to require outpatient physical therapy as a follow-up treatment; and 1471 
(2) Will be required to select a physical therapy provider prior to being discharged from 1472 
the hospital. 1473 

4. Written informed consent of patient prior to the initiation of any procedures. 1474 
5. Procedures for housekeeping and infection control and prevention. 1475 
6. Disaster preparedness. 1476 
7. Facility security. 1477 

B. An outpatient surgical hospital shall provide A a copy of approved policies and procedures 1478 
and any subsequent revisions thereto shall be made available to the OLC upon request. 1479 

C. Each outpatient surgical hospital shall establish a protocol relating to the rights and 1480 
responsibilities of patients based on 42 C.F.R. § 416.50 Joint Commission on Accreditation of 1481 
Healthcare Organizations' Standards for Ambulatory Care (2000 Hospital Accreditation 1482 
Standards, January 2000). The protocol shall include a process reasonably designed to inform 1483 
patients of their rights and responsibilities. Patients shall be given a copy of their rights and 1484 
responsibilities upon admission.  1485 

D. If the Governor has declared a public health emergency related to the novel coronavirus 1486 
(COVID-19), each outpatient surgical hospital shall allow a person with a disability who requires 1487 
assistance as a result of such disability to be accompanied by a designated support person at 1488 
any time during which health care services are provided. 1489 

1. A designated support person shall not be subject to any restrictions on visitation 1490 
adopted by such outpatient surgical hospital. However, such designated support person 1491 
may be required to comply with all reasonable requirements of the outpatient surgical 1492 
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hospital adopted to protect the health and safety of patients and staff of the outpatient 1493 
surgical hospital. 1494 
2. Every outpatient surgical hospital shall establish policies applicable to designated 1495 
support persons and shall: 1496 

a. Make such policies available to the public on a website maintained by the outpatient 1497 
surgical hospital; and 1498 
b. Provide such policies, in writing, to the patient at such time as health care services 1499 
are provided. 1500 

E. D. Each outpatient surgical hospital shall obtain a criminal history record check pursuant 1501 
to § 32.1-126.02 of the Code of Virginia on any compensated employee not licensed by the Board 1502 
of Pharmacy whose job duties provide access to controlled substances within the outpatient 1503 
surgical hospital pharmacy. 1504 
Statutory Authority  1505 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 1506 
Historical Notes  1507 
Derived from VR355-33-500 § 4.3, eff. July 28, 1993; amended, Virginia Register Volume 11, 1508 
Issue 8, eff. April 1, 1995; Volume 19, Issue 1, eff. November 1, 2002; Volume 23, Issue 10, eff. 1509 
March 1, 2007; Volume 28, Issue 2, eff. November 1, 2011; Volume 36, Issue 23, eff. August 6, 1510 
2020; Volume 37, Issue 14, eff. March 31, 2021. 1511 
12VAC5-410-1171. Persons with a disability; designated support person in outpatient 1512 
surgical hospitals.  1513 

A. For the purposes of this section, "admission" means accepting a person for observation. 1514 
B. An outpatient surgical hospital shall allow a person with a disability who requires support 1515 

and assistance necessary due to the specifics of the person's disability to be accompanied by a 1516 
DSP who will provide support and assistance necessary due to the specifics of the person's 1517 
disability to the person with a disability during an admission. 1518 

1. In any case in which the duration of the admission lasts more than 24 hours, the person 1519 
with a disability may designate more than one DSP. 1520 
2. No outpatient surgical hospital shall be required to allow more than one DSP to be 1521 
present with a person with a disability at any time. 1522 

C. An outpatient surgical hospital may: 1523 
1. Not subject a DSP to any restrictions on visitation; 1524 
2. Require a DSP to comply with all reasonable requirements of an outpatient surgical 1525 
hospital adopted to protect the health and safety of the person with a disability; the DSP; 1526 
the staff and other patients of, or visitors to, an outpatient surgical hospital; and the public; 1527 
and 1528 
3. Restrict a DSP's access to specified areas of and movement on the premises of an 1529 
outpatient surgical hospital when such restrictions are determined by an outpatient 1530 
surgical hospital to be reasonably necessary to protect the health and safety of the person 1531 
with a disability; the DSP; the staff and other patients of, or visitors to, an outpatient 1532 
surgical hospital; and the public. 1533 

D. An outpatient surgical hospital may request that a person with a disability provide 1534 
documentation indicating that he is a person with a disability. 1535 

1. If the person with a disability fails, refuses, or is unable to provide documentation 1536 
requested pursuant to subsection D of this section, an outpatient surgical hospital may 1537 
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perform an objective assessment of the person to determine whether he is a person with 1538 
a disability. 1539 
2. If an outpatient surgical hospital fails to perform an objective assessment pursuant to 1540 
subdivision D 1 of this section, an outpatient surgical hospital may not prohibit a DSP from 1541 
accompanying a person with a disability for the purpose of providing support and 1542 
assistance necessary due to the specifics of the person's disability. 1543 

E. An outpatient surgical hospital shall 1544 
1. Establish protocols to inform patients, at the time of admission, of the right of a person 1545 
with a disability who requires support and assistance necessary due to the specifics of the 1546 
person's disability to be accompanied by a DSP for the purpose of providing support and 1547 
assistance necessary due to the specifics of the person's disability; 1548 
2. Develop and make available to a patient or his guardian, authorized representative, or 1549 
care provider upon request written information regarding the right of a person with a 1550 
disability who requires support and assistance necessary due to the specifics of the 1551 
person's disability to be accompanied by a DSP and any policies related to that right; and 1552 
3. Make the written information described in subdivision E 2 of this section available to the 1553 
public on its website. 1554 

G. This section may not: 1555 
1. Alter the obligation of an outpatient surgical hospital to provide patients with effective 1556 
communication support or other required services, regardless of the presence of a DSP 1557 
or other reasonable accommodation, consistent with applicable federal or state law or 1558 
regulations; and 1559 
2. Be interpreted to: 1560 

a. Prevent an outpatient surgical hospital from complying, or interfere with the ability 1561 
of an outpatient surgical hospital to comply, with or cause an outpatient surgical 1562 
hospital to violate any federal or state law or regulation; 1563 
b. Deem a DSP to be acting under the direction or control of an outpatient surgical 1564 
hospital or as an agent of an outpatient surgical hospital; or 1565 
c. Require an outpatient surgical hospital to allow a DSP to perform any action or 1566 
provide any support or assistance necessary due to the specifics of the person's 1567 
disability when an outpatient surgical hospital reasonably determines that the 1568 
performance of the action or provision would be: 1569 
(1) Medically or therapeutically contraindicated; or 1570 
(2) A threat to the health and safety of the person with a disability, the DSP, or the staff 1571 
or other patients of, or visitors to, an outpatient surgical hospital. 1572 

Statutory Authority  1573 
§ §32.1-12, 32.1-127, and 32.1-173.08 of the Code of Virginia. 1574 
12VAC5-410-1175. Discharge planning. (Repealed.) 1575 

A. Every hospital shall provide each patient admitted as an inpatient or his legal guardian the 1576 
opportunity to designate an individual who will care for or assist the patient in his residence 1577 
following discharge from the hospital and to whom the hospital shall provide information regarding 1578 
the patient's discharge plan and any follow-up care, treatment, and services that the patient may 1579 
require.  1580 

B. Every hospital upon admission shall record in the patient's medical record:  1581 
1. The name of the individual designated by the patient; 1582 
2. The relationship between the patient and the person; and 1583 
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3. The person's telephone number and address.  1584 
C. If the patient fails or refuses to designate an individual to receive information regarding his 1585 

discharge plan and any follow-up care, treatment, and services, the hospital shall record the 1586 
patient's failure or refusal in the patient's medical record.  1587 

D. A patient may change the designated individual at any time prior to the patient's release, 1588 
and the hospital shall record the changes, including the information referenced in subsection B of 1589 
this section, in the patient's medical record within 24 hours of such a change.  1590 

E. Prior to discharging a patient who has designated an individual pursuant to subsection A 1591 
or D of this section, the hospital shall (i) notify the designated individual of the patient's discharge, 1592 
(ii) provide the designated individual with a copy of the patient's discharge plan and instructions 1593 
and information regarding any follow-up care, treatment, or services that the designated individual 1594 
will provide, and (iii) consult with the designated individual regarding the designated individual's 1595 
ability to provide the care, treatment, or services. Such discharge plan shall include: 1596 

1. The name and contact information of the designated individual;  1597 
2. A description of follow-up care, treatment, and services that the patient requires; and 1598 
3. Information, including contact information, about any health care, long-term care, or 1599 
other community-based services and supports necessary for the implementation of the 1600 
patient's discharge plan.  1601 

A copy of the discharge plan and any instructions or information provided to the designated 1602 
individual shall be included in the patient's medical record.  1603 

F. The hospital shall provide each individual designated pursuant to subsection A or D of this 1604 
section the opportunity for a demonstration of specific follow-up care tasks that the designated 1605 
individual will provide to the patient in accordance with the patient's discharge plan prior to the 1606 
patient's discharge, including opportunity for the designated individual to ask questions regarding 1607 
the performance of follow-up care tasks. Such opportunity shall be provided in a culturally 1608 
competent manner and in the designated individual's native language.  1609 
Statutory Authority  1610 
§ 32.1-127 of the Code of Virginia. 1611 
Historical Notes  1612 
Derived from Virginia Register Volume 32, Issue 14, eff. April 8, 2016. 1613 
12VAC5-410-1178. Financial assistance in outpatient surgical hospitals.  1614 

A. As used in this section, "patient" and "uninsured patient" have the same meanings as 1615 
ascribed to these terms in subsection A of § 32.1-137.010 of the Code of Virginia. 1616 

B. An outpatient surgical hospital shall make reasonable efforts to screen every uninsured 1617 
patient to determine whether the individual is eligible for medical assistance pursuant to the state 1618 
plan for medical assistance or for financial assistance under the outpatient surgical hospital's 1619 
financial assistance policy. 1620 

C. An outpatient surgical hospital shall inform every uninsured patient who receives services 1621 
at the outpatient surgical hospital and who is determined to be eligible for assistance under the 1622 
outpatient surgical hospital's financial assistance policy of the option to enter into a payment plan 1623 
with the outpatient surgical hospital. 1624 

1. A payment plan entered into pursuant to this subsection shall be provided to the patient 1625 
in writing or electronically and shall provide for repayment of the cumulative amount owed 1626 
to the outpatient surgical hospital. 1627 
2. The amount of monthly payments and the term of the payment plan shall be determined 1628 
based upon the patient's ability to pay. 1629 
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3. Any interest on amounts owed pursuant to the payment plan shall not exceed the 1630 
maximum judgment rate of interest pursuant to § 6.2-302 of the Code of Virginia. 1631 
4. The outpatient surgical hospital may not charge any fees related to the payment plan. 1632 
5. The payment plan shall allow prepayment of amounts owed without penalty. 1633 

D. An outpatient surgical hospital shall develop a process by which either an uninsured patient 1634 
who agrees to a payment plan pursuant to subsection C of this section or the outpatient surgical 1635 
hospital may request and shall be granted the opportunity to renegotiate the payment plan. 1636 

1. Renegotiation shall include opportunity for a new screening in accordance with 1637 
subsection B of this section. 1638 
2. An outpatient surgical hospital may not charge any fees for renegotiation of a payment 1639 
plan pursuant to this subsection. 1640 

E. An outpatient surgical hospital shall provide written information about: 1641 
1. Its charity care policies, including: 1642 

a. Policies related to free and discounted care; 1643 
b. Specific eligibility criteria for charity care; and 1644 
c. Procedures for applying for charity care; 1645 

2. The availability of a payment plan for the payment of debt owed to the outpatient surgical 1646 
hospital pursuant to subsection C of this section; and 1647 
3. The renegotiation process described in subsection D of this section. 1648 

F. To provide the information required by subsection F of this section, an outpatient hospital 1649 
shall: 1650 

1. Post the information conspicuously in public areas of the outpatient surgical hospital, 1651 
including admissions or registration areas and associated waiting rooms; 1652 
2. Make the information available to: 1653 

a. A patient at the time of admission or discharge, or at the time services are provided; 1654 
and 1655 
b. Persons with limited English proficiency in accordance with the U.S. Department of 1656 
Health and Human Services' Guidance to Federal Financial Assistance Recipients 1657 
Regarding Title VI Prohibition Against National Origin Discrimination Affecting Limited 1658 
English Proficient Persons (August 8, 2003, 68 FR 47311), if the outpatient surgical 1659 
hospital is subject to the requirements of Title VI of the Civil Rights Act of 1964 (Pub. 1660 
L. No. 88-352), as amended; and 1661 

3. Include the information: 1662 
a. With any billing statements sent to uninsured patients; and 1663 
b. On any website maintained by the outpatient surgical hospital. 1664 

G. Notwithstanding any other provision of law, an outpatient surgical hospital may not engage 1665 
in any action described in § 501(r)(6) of the Internal Revenue Code, as it was in effect on January 1666 
1, 2020, to recover a debt for medical services against any patient unless the outpatient surgical 1667 
hospital has made all reasonable efforts to determine whether the patient: 1668 

1. Qualifies for medical assistance pursuant to the state plan for medical assistance; or 1669 
2. Is eligible for financial assistance under the outpatient surgical hospital's financial 1670 
assistance policy. 1671 

H. Nothing in this section shall be construed to: 1672 
1. Prohibit an outpatient surgical hospital, as part of its financial assistance policy, from 1673 
requiring a patient to: 1674 
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a. Provide necessary information needed to determine eligibility for financial 1675 
assistance under the outpatient surgical hospital's financial assistance policy, medical 1676 
assistance pursuant to Title XVIII or XIX of the Social Security Act (42 U.S.C. § 301 et 1677 
seq.) or 10 U.S.C. § 1071 et seq., or other programs of insurance; or 1678 
b. Undertake good faith efforts to apply for and enroll in the programs of insurance for 1679 
which the patient may be eligible as a condition of awarding financial assistance; 1680 

2. Require an outpatient surgical hospital to grant or continue to grant any financial 1681 
assistance or payment plan pursuant to this section when: 1682 

a. A patient has provided false, inaccurate, or incomplete information required for 1683 
determining eligibility for the outpatient surgical hospital's financial assistance policy; 1684 
or 1685 
b. A patient has not undertaken good faith efforts to comply with any payment plan 1686 
pursuant to this section; or 1687 

3. Prohibit the coordination of benefits as required by state or federal law. 1688 
Statutory Authority  1689 
§§ 32.1-12, 32.1-127, 32.1-137.01, and 32.1-137.010 of the Code of Virginia. 1690 
12VAC5-410-1190. Nursing staff.  1691 

A. The total number of nursing personnel will vary depending upon the number and types of 1692 
patients to be admitted and the types of operative procedures to be performed or the services 1693 
programmed. 1694 

1. A registered nurse qualified on the basis of education, experience, and clinical ability 1695 
shall be responsible for the direction of nursing care provided the patients. 1696 
2. The number and type of nursing personnel, including registered nurses, licensed 1697 
practical nurses, and supplementary staff, shall be based upon the needs of the patients 1698 
and the types of services performed. 1699 
3. At least one registered nurse shall be on duty at all times while the facility is in use. 1700 
4. Job descriptions shall be developed for each level of nursing personnel and include 1701 
functions, responsibilities, and qualifications. 1702 
5. Evidence of current Virginia registration required by state statute shall be on file in the 1703 
facility. 1704 

B. Each outpatient surgical hospital shall quarterly report to the department no later 30 1705 
calendar days after January 1st, April 1st, July 1st, and October 1st: 1706 

1. The total number of certified sexual assault nurse examiners employed by the outpatient 1707 
surgical hospital; and 1708 
2. The location, including street address, and contact information for each location at 1709 
which such certified sexual assault nurse examiner provides services. 1710 

Each outpatient surgical hospital shall report the information required by this subsection to the 1711 
Office of Family Health Services, Virginia Department of Health. 1712 
Statutory Authority  1713 
§§ 32.1-12 , 32.1-23.2, and 32.1-127 of the Code of Virginia. 1714 
Historical Notes  1715 
Derived from VR355-33-500 § 4.5, eff. July 28, 1993; amended, Virginia Register Volume 11, 1716 
Issue 8, eff. April 1, 1995. 1717 
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12VAC5-410-1260. Medical records.  1718 
A. Medical records. An accurate and complete clinical record or chart shall be maintained on 1719 

each patient. The record or chart shall contain sufficient information to satisfy the diagnosis or 1720 
need for the medical or surgical service. It shall include, when applicable, but not be limited to the 1721 
following: 1722 

1. Patient identification; 1723 
2. Admitting information, including patient history and physical examination; 1724 
3. Signed consent; 1725 
4. Confirmation of pregnancy, if applicable; 1726 
5. Physician orders; 1727 
6. Laboratory tests, pathologist's report of tissue, and radiologist's report of x-rays; 1728 
7. Anesthesia record; 1729 
8. Operative record; 1730 
9. Surgical medication and medical treatments; 1731 
10. Recovery room notes; 1732 
11. Physician and nurses' progress notes, 1733 
12. Condition at time of discharge, 1734 
13. Patient instructions, preoperative and postoperative; and 1735 
14. Names of referral physicians or agencies. 1736 

B. Provisions shall be made for the safe storage of medical records or and the accurate and 1737 
legible reproductions thereof of medical records according to § 32.1-127.1:03 of the Code of 1738 
Virginia and the Health Insurance Portability and Accountability Act, or HIPAA (42 USC § 1320d 1739 
et seq.) (Pub. L. No. 104-191). 1740 

C. All medical records, either original or accurate reproductions, shall be preserved for a 1741 
minimum of five years following discharge of the patient. 1742 

1. Records of minors shall be kept for at least five years after such minor has reached the 1743 
age of 18 years. 1744 
2. Birth and death information shall be retained for 10 years in accordance with § 32.1-1745 
274 of the Code of Virginia. 1746 
3. Record of abortions and proper information for the issuance of a fetal death certificate 1747 
shall be furnished to the Division Office of Vital Records, Virginia Department of Health, 1748 
within 10 days after the abortion as required by law. 1749 

D. An outpatient surgical hospital that makes health records, as defined in § 32.1-127.1:03 of 1750 
the Code of Virginia, of patients who are minors available to patients through a secure website 1751 
shall make the health records available to the patient's parent or guardian through the secure 1752 
website, unless the hospital cannot make the health record available: 1753 

1. In a manner that prevents disclosure of information, the disclosure of which has been 1754 
denied pursuant to subsection F of § 32.1-127.1:03 of the Code of Virginia; or 1755 
2. Because the consent required in accordance with subsection E of § 54.1-2969 of the 1756 
Code of Virginia has not been provided. 1757 

Statutory Authority  1758 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 1759 
Historical Notes  1760 
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Derived from VR355-33-500 § 4.12, eff. July 28, 1993; amended, Virginia Register Volume 11, 1761 
Issue 8, eff. April 1, 1995; Volume 22, Issue 8, eff. January 25, 2006. 1762 
12VAC5-410-1350. Local and state codes and standards.  1763 

A. All construction of new buildings and additions, renovations, or alterations, or repairs to 1764 
existing buildings for occupancy as a "free-standing" outpatient hospital shall conform to state 1765 
and local codes, zoning ordinances, and the Virginia Uniform Statewide Building Code (13VAC5-1766 
63). 1767 

In addition, hospitals shall be designed and constructed consistent with Part 1 and sections 1768 
Chapters 2.1 and 2.7 of Part 2 of the 2018 Guidelines for Design and Construction of Outpatient 1769 
Facilities, 2022 Edition of the (The Facility Guidelines Institute) pursuant to § 32.1-127.001 of the 1770 
Code of Virginia, as amended by the November 2022 Errata for the Guidelines for Design and 1771 
Construction of Outpatient Facilities, 2022 Edition (The Facility Guidelines Institute). 1772 

Architectural drawings and specifications for all new construction or for additions, alterations, 1773 
or renovations to any existing building shall be dated, stamped with professional seal, and signed 1774 
by the architect. The architect shall certify that the drawings and specifications were prepared to 1775 
conform to the Virginia Uniform Statewide Building Code (13VAC5-63) and be consistent with 1776 
Part 1 and sections Chapters 2.1 and 2.7 of Part 2 of the 2018 Guidelines for Design and 1777 
Construction of Outpatient Facilities, 2022 Edition of the (The Facility Guidelines Institute), as 1778 
amended by the November 2022 Errata for Guidelines for Design and Construction of Outpatient 1779 
Facilities, 2022 Edition (The Facility Guidelines Institute). 1780 

B. The use of an incinerator shall require permitting from the nearest regional office of the 1781 
Department of Environmental Quality. 1782 

C. Water shall be obtained from an approved water supply system. Outpatient surgery centers 1783 
shall be connected to sewage systems approved by the Department of Health or the Department 1784 
of Environmental Quality. 1785 

D. Each outpatient surgery center shall establish a monitoring program for the internal 1786 
enforcement of all applicable fire and safety laws and regulations. 1787 

E. All radiological machines shall be registered with the Office of Radiological Health of the 1788 
Virginia Department of Health. Installation, calibration and testing of machines and storage 1789 
facilities shall comply with 12VAC5-481, Virginia Radiation Protection Regulations. 1790 

F. Pharmacy services shall comply with Chapter 33 (§ 54.1-3300 et seq.) of Title 54.1 of the 1791 
Code of Virginia and 18VAC110-20, Regulations Governing the Practice of Pharmacy. 1792 
Statutory Authority  1793 
§§ 32.1-12, 32.1-127, and 32.1-127.001 of the Code of Virginia. 1794 
Historical Notes  1795 
Derived from VR355-33-500 § 5.4, eff. July 28, 1993; amended, Virginia Register Volume 11, 1796 
Issue 8, eff. April 1, 1995; Volume 22, Issue 8, eff. January 25, 2006; Volume 23, Issue 10, eff. 1797 
March 1, 2007; Volume 26, Issue 22, eff. August 4, 2010; Volume 37, Issue 19, eff. June 9, 2021. 1798 
Documents Incorporated by Reference (12VAC5-410) 1799 

Control of Communicable Diseases Manual, American Public Health Association, 21st 1800 
Edition, 2022, https://www.apha.org. 1801 

Errata for Guidelines for Design and Construction of Hospitals, The Facility Guidelines 1802 
Institute, 2022 Edition, https://fgiguidelines.org/guidelines/errata-addenda/ (eff. 11/2022). 1803 

Errata for Guidelines for Design and Construction of Outpatient Facilities, The Facility 1804 
Guidelines Institute, 2022 Edition, https://fgiguidelines.org/guidelines/errata-addenda/ (eff. 1805 
11/2022). 1806 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Hospital%20Errata%2022.11.16-20221128141359.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Outpatient%20Errata%2022.11.16-20221128141702.pdf
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Guidelines for Design and Construction of Hospitals, 2018 Edition, The Facility Guidelines 1807 
Institute, Washington D.C. 2022 Edition, http://www.fgiguidelines.org https://fgiguidelines.org. 1808 

Guidelines for Design and Construction of Outpatient Facilities, 2018 Edition, The Facility 1809 
Guidelines Institute, Washington, D.C. 2022 Edition, https://fgiguidelines.org. 1810 

Guidelines for Perinatal Care, American Academy of Pediatric/American College of 1811 
Obstetricians and Gynecologists, 8th Edition, 2017, https://www.aap.org and 1812 
https://www.acog.org. 1813 

Intervals Between PCV13 and PPSV23 Vaccines: Recommendations of ACIP, MMWR 64 1814 
(15), 2015, CDC. 1815 

Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the 1816 
Advisory Committee on Immunization Practices — United States, 2022–23 Influenza Season, 1817 
MMWR 71 (1), 2022, CDC. 1818 

Prevention of Pneumococcal Disease Among Infants and Children — Use of 13-Valent 1819 
Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal Polysaccharide Vaccine: 1820 
Recommendations of ACIP, MMWR 59 (RR-11), 2010, CDC. 1821 

Updated Recommendations for Prevention of Invasive Pneumococcal Disease Among Adults 1822 
Using the 23-Valent Pneumococcal Polysaccharide Vaccine (PPSV23), MMWR 59 (34), 2010, 1823 
CDC. 1824 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1825 
Polysaccharide Vaccine Among Adults Aged >65 Years: Recommendations of ACIP, MMWR 63 1826 
(37), 2014, CDC. 1827 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1828 
Polysaccharide Vaccine Among Adults Aged >65 Years: Updated Recommendations of ACIP, 1829 
MMWR 68 (46), 2019, CDC. 1830 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1831 
Polysaccharide Vaccine for Adults with Immunocompromising Conditions: Recommendations of 1832 
ACIP, MMWR 61 (40), 2012, CDC. 1833 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 1834 
Polysaccharide Vaccine Among Children Aged 6–18 Years with Immunocompromising 1835 
Conditions: Recommendations of ACIP, MMWR 62 (25), 2013, CDC. 1836 

Use of 15-Valent Pneumococcal Conjugate Vaccine and 20-Valent Pneumococcal Conjugate 1837 
Vaccine Among U.S. Adults: Updated Recommendations of ACIP — United States, MMWR 71 1838 
(4), 2022, CDC. 1839 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20221102151549.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20221102151631.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20221102151733.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20221102151756.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20221102151845.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20221102151909.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20221102151932.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20221102152002.pdf
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(VAC) Chapter citation(s)  
12VAC5-410-10 et seq. 

VAC Chapter title(s) Regulations for the Licensure of Hospitals in Virginia 
Action title Amend Regulation After Periodic Review 

Date this document prepared November 28, 2022 
 

Cost Benefit Analysis  

Table 1a: Costs and Benefits of the Proposed Changes (Primary Option) 
(1) Direct Costs 
& Benefits 

• Hospitals must report specified changes to the Virginia Department 
of Health (VDH) at least 30 calendar days prior to initiating the 
change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to permit inspectors access to their facilities, records, 
and persons under their control for the purposes of inspection and 
have to submit plans of correction for cited deficiencies, and have to 
implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet minimum requirements if they intended to 
operate a newborn safety device. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
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• Hospitals have to base their patient rights on analogous federal 
requirements. 
 
Direct Costs: No more than $1,250 one-time in total and potentially 
$0 in total, as all but one licensed hospital already has to meet the 
analogous federal requirements. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for allowing a 
person with a disability access to a designated support person. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about designated support persons. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals have to meet minimum discharge planning 
standards. 
 
Direct Costs: $1,250 one-time per general hospital to update existing 
policies and procedures about discharge planning. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for information 
disclosure about financial assistance and payment plans. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about financial assistance and payment plans. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to quarterly report sexual assault nurse examiner 
(SANE) employment information on the first day of each calendar 
quarter to the Office of Family Health Services. 
 
Direct Costs: $5,000 annually per general hospital to track and report 
this information. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
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• Hospitals have to meet minimum requirements for parent or guardian 

electronic access to minor patient’s medical records. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals have to report fetal death information as required 
by law to the Office of Vital Records. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospital construction, renovation, or alterations have to comply with 
the applicable sections of the 2022 guidelines from The Facility 
Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals providing newborn service can store breast milk for 
up to 96 hours. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Updates to current clinical standards for infection prevention and 
control for general hospitals with obstetric and gynecological services  
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
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• General hospitals with long-term care nursing units that are certified 

nursing facilities have to meet minimum statutory requirements 
 
Direct Costs: $1,250 one-time per topic per general hospital to update 
existing policies and procedures about immunization, and visitation; 
$5,000 one-time per topic per general hospital to create policies and 
procedures about mandated reporting, regarding the sex offender 
registry, and information and notices about the family council. Only 
eight hospitals have long-term care nursing units that are certified 
nursing facilities. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $9,896,250 (c) $8,846,234 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

0.00 
 

(4) Net 
Benefit 

-$8,846,234 
 

  

(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 1.4% increase in construction costs for a 
160-bed general hospital, a 2.7% increase in construction costs for a 12-bed 
general hospital that is certified as a critical access hospital, a 0.7% – 1.3% 
increase in construction costs for a multi-specialty outpatient surgical 
hospital. 
 
VDH is not aware of any other quantifiable costs at this time. 
 

(6) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
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The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur. 
 

 

Table 1b: Costs and Benefits under the Status Quo (No change to the regulation) 
(1) Direct Costs 
& Benefits 

Nondiscretionary changes have been omitted from this analysis. 
 

• Hospitals must report specified changes to the Virginia Department 
of Health (VDH) at least 30 business days prior to initiating the 
change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to permit inspectors access to their facilities, records, 
and persons under their control for the purposes of inspection and 
have to submit plans of correction for cited deficiencies, and have to 
implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to quarterly report sexual assault nurse examiner 
(SANE) employment information. 
 
Direct Costs: $5,000 annually per general hospital to track and report 
this information. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals providing newborn service can store breast milk for 
up to 48 hours. 
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Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Clinical standards for infection prevention and control for general 
hospitals with obstetric and gynecological services reference material 
from pre-1996 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $0 (c) $0 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

0.00 
 

(4) Net 
Benefit 

$0 
 

  

(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time from the 
discretionary regulatory changes. 
 
VDH is not aware of any quantifiable costs at this time from the discretionary 
regulatory changes. 
 

(6) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur. 
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Table 1c: Costs and Benefits under an Alternative Approach 
(1) Direct Costs 
& Benefits 

Nondiscretionary changes have been omitted from this analysis. 
 

• Hospitals must report specified changes to the Virginia Department 
of Health (VDH) within an unspecified time frame at the hospital’s 
discretion prior to initiating the change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to permit inspectors access to their facilities, records, 
and persons under their control for the purposes of inspection and 
have to submit plans of correction for cited deficiencies, and have to 
implement corrections within an unspecified time frame at the 
hospital’s discretion. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to quarterly report sexual assault nurse examiner 
(SANE) employment information on a day of their choosing within a 
quarter to any person at VDH. 
 
Direct Costs: $5,000 annually per general hospital to track and report 
this information. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals providing newborn service can store breast milk for 
a length of time to be determined by the hospital. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Infection prevention and control for general hospitals with obstetric 
and gynecological services do not reference any clinical standards 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $0 (c) $0 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

 
0.00 

(4) Net 
Benefit 

 
$0.00 

  

(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time from the 
discretionary regulatory changes. 
 
VDH is not aware of any quantifiable costs at this time from the discretionary 
regulatory changes. 
 

(6) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur.  
 

 

Impact on Local Partners 
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Table 2: Impact on Local Partners 
(1) Direct Costs 
& Benefits 

• Hospitals must report specified changes to the Virginia Department 
of Health (VDH) at least 30 calendar days prior to initiating the 
change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to permit inspectors access to their facilities, records, 
and persons under their control for the purposes of inspection and 
have to submit plans of correction for cited deficiencies, and have to 
implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet minimum requirements if they intended to 
operate a newborn safety device. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to base their patient rights on analogous federal 
requirements. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for allowing a 
person with a disability access to a designated support person. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about designated support persons. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals have to meet minimum discharge planning 
standards. 
 
Direct Costs: $1,250 one-time per general hospital to update existing 
policies and procedures about discharge planning. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for information 
disclosure about financial assistance and payment plans. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about financial assistance and payment plans. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to quarterly report sexual assault nurse examiner 
(SANE) employment information. 
 
Direct Costs: $5,000 annually per general hospital to track and report 
this information. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet minimum requirements for parent or guardian 
electronic access to minor patient’s medical records. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals have to report fetal death information as required 
by law to the Office of Vital Records. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospital construction, renovation, or alterations have to comply with 
the applicable sections of the 2022 guidelines from The Facility 
Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals providing newborn service can store breast milk for 
up to 96 hours. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Updates to current clinical standards for infection prevention and 
control for general hospitals with obstetric and gynecological services  
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• General hospitals with long-term care nursing units that are certified 
nursing facilities have to meet minimum statutory requirements 
 
Direct Costs: $1,250 one-time per topic per general hospital to update 
existing policies and procedures about immunization, and visitation; 
$5,000 one-time per topic per general hospital to create policies and 
procedures about mandated reporting, regarding the sex offender 
registry, and information and notices about the family council. Only 
eight hospitals have long-term care nursing units that are certified 
nursing facilities. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
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(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $112,500 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 1.4% increase in construction costs for a 
160-bed general hospital, a 2.7% increase in construction costs for a 12-bed 
general hospital that is certified as a critical access hospital, a 0.7% – 1.3% 
increase in construction costs for a multi-specialty outpatient surgical 
hospital. 
 
VDH is not aware of any other quantifiable costs at this time. 

(4) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 

(5) Assistance None 

(6) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur.  
 

 

Economic Impacts on Families 

Table 3: Impact on Families 
(1) Direct Costs 
& Benefits 

Families will not be affected by direct costs or benefits of the regulatory 
change as they are not subject to the requirements contained in this regulatory 
chapter and thus will incur no direct cost or benefit 
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(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $0 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable indirect costs or benefits for families. 
To the extent that the cost or benefit of regulatory changes may be passed on 
to families, VDH cannot quantify that cost or benefit at this time. 

(4) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification. 

(5) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur.  
 

 

Impacts on Small Businesses 

Table 4: Impact on Small Businesses 
(1) Direct Costs 
& Benefits 

VDH is not aware of any general hospital that meets the definition of “small 
business” so regulatory changes that exclusively impact general hospitals 
have been omitted from this analysis. 
 

• Hospitals must report specified changes to the Virginia Department 
of Health (VDH) at least 30 calendar days prior to initiating the 
change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to permit inspectors access to their facilities, records, 
and persons under their control for the purposes of inspection and 
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have to submit plans of correction for cited deficiencies, and have to 
implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet minimum requirements if they intended to 
operate a newborn safety device. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to base their patient rights on analogous federal 
requirements. 
 
Direct Costs: No more than $1,250 one-time in total and potentially 
$0 in total, as all but one licensed hospital already has to meet the 
analogous federal requirements. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for allowing a 
person with a disability access to a designated support person. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about designated support persons. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet the minimum requirements for information 
disclosure about financial assistance and payment plans. 
 
Direct Costs: $1,250 one-time per hospital to update existing policies 
and procedures about financial assistance and payment plans. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
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• Hospitals have to quarterly report sexual assault nurse examiner 
(SANE) employment information on the first day of each calendar 
quarter to the Office of Family Health Services. 
 
Direct Costs: $5,000 annually per general hospital to track and report 
this information. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospitals have to meet minimum requirements for parent or guardian 
electronic access to minor patient’s medical records. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Hospital construction, renovation, or alterations have to comply with 
the applicable sections of the 2022 guidelines from The Facility 
Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $173,750 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 1.4% increase in construction costs for a 
160-bed general hospital, a 2.7% increase in construction costs for a 12-bed 
general hospital that is certified as a critical access hospital, a 0.7% – 1.3% 
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increase in construction costs for a multi-specialty outpatient surgical 
hospital. 
 
VDH is not aware of any other quantifiable costs at this time. 
 

(4) Alternatives Of the changes that are discretionary (see Tables 1b and 1c for identification 
of the discretionary changes), VDH could not identify an alternative that 
achieved the same purpose without compromising the health, safety, and 
welfare of patients or without compromising VDH’s ability to comply in a 
cost-efficient manner with statutory/legislative mandates placed on the 
agency. 
 

(5) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 

(6) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of hospital patients 
by incorporating current clinical and industry practices as well as by requiring 
reasonable timely information from hospitals, access to information to ensure 
hospital compliance, remedial action within a reasonable and consistently 
applied timeframe if noncompliance does occur.  
 

 

Changes to Number of Regulatory Requirements 

Table 5: Total Number of Requirements 

 Number of Requirements 

Chapter number Initial Count Additions Subtractions Net Change 

410 3,841 86 24 62 
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MEMORANDUM 

 
DATE:  November 7, 2022 
 
TO:  State Board of Health 
 
FROM: Rebekah E. Allen, JD 

Senior Policy Analyst, Office of Licensure and Certification 
 
SUBJECT: Fast Track Action – Regulations for the Licensure of Nursing Facilities – Amend 

Regulation to Incorporate Chapter 72 (2021 Acts of Assembly, Special Session I), 
Chapters 829, 1080, and 1081 (2020 Acts of Assembly), Chapters 10 and 11 (2020 
Acts of Assembly, Special Session I), Chapters 177 and 222 (2005 Acts of 
Assembly) and Chapter 762 (2004 Acts of Assembly), Update Terms to Match 
Statutory Language, and Update Licensure Provisions 

              
 

Enclosed for your review are proposed amendments to Regulations for the Licensure of 
Nursing Facilities (12VAC5-371-10 et seq.).  

 
This fast-track action is being utilized to conform 12VAC5-371-10 et seq. to the Code of 

Virginia and to update out-of-date regulatory provisions. Changes include amendments to address 
mandates found in: 

• Chapter 72 of the 2021 Acts of Assembly, Special Session I (prohibition on discriminating 
against health insurance enrollee on the basis of the enrollee being a litigant or potential 
litigant due to a motor vehicle accident); 

• Chapters 10 and 11 of the 2020 Acts of Assembly, Special Session I (visitation during 
public health emergencies); 

• Chapter 829 of the 2020 Acts of Assembly (obligations with regards to the Sex Offenders 
and Crimes Against Minors Registry); 

• Chapters 1080 and 1081 of the 2020 Acts of Assembly (prohibition on balance billing); 
• Chapter 1278 of the 2020 Acts of Assembly (replacing occurrences of THC-A oil and 

cannabidiol oil with cannabis oil); 
• Chapters 177 and 222 of the 2005 Acts of Assembly (design and construction guidelines 

for hospitals); and 
• Chapter 762 of the 2004 Acts of Assembly (immunization standards for influenza and 

pneumonia). 
 

http://vdhweb.vdh.virginia.gov/wp-content/uploads/2018/03/VDH-blue.png


November 7, 2022 
12VAC5-371 Fast-Track 
Page 2 
 

The changes include including removing unused terminology, improving terminology 
consistency, providing definitions for terms to match current clinical and industry practices, 
moving regulatory provisions to the appropriate part of 12VAC5-371-10 et seq., and revising 
provisions related to the licensing process and oversight procedures. 
 

The State Board of Health is requested to approve the Fast Track Action. Should the State 
Board of Health approve the Fast Track Action, the amendments will be submitted to the Office 
of the Attorney General to begin the Executive Branch review process, as specified by the 
Administrative Process Act. Following Executive Branch review and approval, the proposed 
regulatory text will be published in the Virginia Register of Regulations and on the Virginia 
Regulatory Town Hall website. A 30-day public comment period will begin. Fifteen days after the 
close of the public comment period, the regulation will become effective.  
 



        Form: TH-04 
August 2022 

 

 
     

townhall.virginia.gov 

 
 

Fast-Track Regulation 
Agency Background Document 

 
 

Agency name State Board of Health 
Virginia Administrative Code 

(VAC) Chapter citation(s)  
12VAC5-371 

VAC Chapter title(s) Regulations for the Licensure of Nursing Facilities 
Action title Amend Regulation to Incorporate Chapter 72 (2021 Acts of Assembly, 

Special Session I), Chapters 829, 1080, and 1081 (2020 Acts of 
Assembly), Chapters 10 and 11 (2020 Acts of Assembly, Special 
Session I), Chapters 177 and 222 (2005 Acts of Assembly) and 
Chapter 762 (2004 Acts of Assembly), Update Terms to Match 
Statutory Language, and Update Licensure Provisions 

Date this document prepared October 26, 2022 

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the 
Virginia Administrative Process Act (APA), Executive Order 19 (2022) (EO 19), any instructions or procedures issued 
by the Office of Regulatory Management (ORM) or the Department of Planning and Budget (DPB) pursuant to EO 19, 
the Regulations for Filing and Publishing Agency Regulations (1 VAC 7-10), and the Form and Style Requirements for 
the Virginia Register of Regulations and Virginia Administrative Code. 

 

 
Brief Summary 

[RIS1]  
 

Provide a brief summary (preferably no more than 2 or 3 paragraphs) of this regulatory change (i.e., new 
regulation, amendments to an existing regulation, or repeal of an existing regulation). Alert the reader to all 
substantive matters. If applicable, generally describe the existing regulation.  
              
 
This fast-track action is being utilized to conform 12VAC5-371-10 et seq. to the Code of Virginia and to 
update out-of-date regulatory provisions. Changes include amendments to address mandates found in: 

• Chapter 72 of the 2021 Acts of Assembly, Special Session I (prohibition on discriminating against 
health insurance enrollee on the basis of the enrollee being a litigant or potential litigant due to a 
motor vehicle accident); 

• Chapters 10 and 11 of the 2020 Acts of Assembly, Special Session I (visitation during public health 
emergencies); 
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• Chapter 829 of the 2020 Acts of Assembly (obligations with regards to the Sex Offenders and 
Crimes Against Minors Registry); 

• Chapters 1080 and 1081 of the 2020 Acts of Assembly (prohibition on balance billing); 
• Chapter 1278 of the 2020 Acts of Assembly (replacing occurrences of THC-A oil and cannabidiol 

oil with cannabis oil); 
• Chapters 177 and 222 of the 2005 Acts of Assembly (design and construction guidelines for nursing 

facilities); and 
• Chapter 762 of the 2004 Acts of Assembly (immunization standards for influenza and pneumonia). 

 
The changes include including removing unused terminology, improving terminology consistency, providing 
definitions for terms to match current clinical and industry practices, moving regulatory provisions to the 
appropriate part of 12VAC5-371-10 et seq., and revising provisions related to the licensing process and 
oversight procedures. 
 

[RIS2] 
Acronyms and Definitions  

 
 

Define all acronyms used in this form, and any technical terms that are not also defined in the “Definitions” 
section of the regulation. 
              
 
“Board” means the Virginia Board of Health. 
 
“FGI Guidelines” means the 2022 edition of Guidelines for Design and Construction of Residential Health, 
Care, and Support Facilities, as amended by the August 2022 Errata, published by The Facilities Guidelines 
Institute. 
 
“Nursing facility” means any nursing home as defined in § 32.1-123 of the Code of Virginia. 
 
“VDH” means the Virginia Department of Health. 
 

 
Statement of Final Agency Action 

 
 

Provide a statement of the final action taken by the agency including: 1) the date the action was taken; 2) 
the name of the agency taking the action; and 3) the title of the regulation. 
              
 
 

 
Mandate and Impetus 

[RIS3] 
 

Identify the mandate for this regulatory change and any other impetus that specifically prompted its initiation 
(e.g., new or modified mandate, petition for rulemaking, periodic review, or board decision). For purposes 
of executive branch review, “mandate” has the same meaning as defined in the ORM procedures, “a 
directive from the General Assembly, the federal government, or a court that requires that a regulation be 
promulgated, amended, or repealed in whole or part.”  
 
Consistent with Virginia Code § 2.2-4012.1, also explain why this rulemaking is expected to be 
noncontroversial and therefore appropriate for the fast-track rulemaking process. 
              
 
Chapter 72 (2021 Acts of Assembly, Special Session I) and Chapters 1080 and 1801 (2020 Acts of 
Assembly) placed prohibitions on balance billing and discrimination against current or potential motor 
vehicle accident litigants that apply to nursing facilities. Chapters 10 and 11 (2020 Acts of Assembly, Special 
Session I) required the Board to promulgate regulations about nursing facility visitation during public health 
emergencies. Chapter 829 (2020 Acts of Assembly) made nondiscretionary changes to nursing facilities’ 
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obligations with regards to the Sex Offenders and Crimes Against Minors Registry. Chapter 1278 (2020 
Acts of Assembly) replaced occurrences of “THC-A oil” and “cannabidiol oil” with “cannabis oil.” Chapters 
177 and 222 (2005 Acts of Assembly) require the Board to promulgate regulations for the licensure of 
nursing facilities that include minimum standards for the design and construction of nursing facilities 
consistent with the current edition of design and construction guidelines issued by The Facilities Guidelines 
Institute (successor to the American Institute of Architects Academy of Architecture for Health). Chapter 
762 (2004 Acts of Assembly) requires the Board to promulgate regulations for the licensure of nursing 
facilities to mandate that nursing facilities “provide or arrange for the administration to its residents of (i) an 
annual vaccination against influenza and (ii) a pneumococcal vaccination, in accordance with the most 
recent recommendations of the Advisory Committee on Immunization Practices of the Centers for Disease 
Control and Prevention.”  
 
The rulemaking is expected to be noncontroversial because it is being utilized to conform to the statutory 
mandates and language and because it is detailing longstanding agency licensing procedures. No new 
requirements are being developed. Additionally, the agency’s subject matter experts believe that proposed 
changes would not jeopardize the protection of public health, safety, and welfare. Further, the rulemaking 
does not alter the intent of the regulation or the requirements placed on nursing facilities. 
 

[RIS4] 
Legal Basis 

[RIS5] 
 

Identify (1) the promulgating agency, and (2) the state and/or federal legal authority for the regulatory 
change, including the most relevant citations to the Code of Virginia and Acts of Assembly chapter 
number(s), if applicable. Your citation must include a specific provision, if any, authorizing the promulgating 
agency to regulate this specific subject or program, as well as a reference to the agency’s overall regulatory 
authority.   
              
 
Va. Code § 32.1-12 gives the Board the authority to make, adopt, promulgate, and enforce such regulations 
as may be necessary to carry out the provisions of Title 32.1 of the Code of Virginia. Va. Code § 32.1-127 
requires the Board to adopt regulations that include minimum standards for (i) the construction and 
maintenance of nursing facilities to ensure the environmental protection and the life safety of its residents, 
employees, and the public; and (ii) the vaccination of residents, unless medically contraindicated or declined 
by the resident. 
 

[RIS6] 
Purpose 

[RIS7] 
 

Explain the need for the regulatory change, including a description of: (1) the rationale or justification, (2) 
the specific reasons the regulatory change is essential to protect the health, safety or welfare of citizens, 
and (3) the goals of the regulatory change and the problems it is intended to solve. 
              
 
The rationale or justification for this regulatory change is that regulations should be clearly written, up to 
date, conform to the law, and should be the least burdensome means of protecting the health, safety, and 
welfare of citizens. The regulatory change is essential to protect the health, safety, and welfare of citizens 
because unclear regulations hamper licensees’ ability to comply and out of date regulations may reference 
standards and practices that are not consistent with current clinical practices. The goals of this regulatory 
change are to improve consistency across the sections of this regulatory text, bring the regulatory text into 
alignment with the statutes, and update references to current clinical guidelines. 
 

[RIS8] 
Substance 

[RIS9] 
Briefly identify and explain the new substantive provisions, the substantive changes to existing sections, or 
both. A more detailed discussion is provided in the “Detail of Changes” section below.   
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Section 10 Definitions 
Adds definitions for “ACIP,” “business day,” “CDC,” “CMS,” “inspector,” and “licensee.” Removes definitions 
for “THC-A oil” and renamed “cannabidiol oil” to “cannabis oil.” 
 
Section 30 License 
Adds language about the non-assignment and non-transferability of a licensee and moves language about 
nursing facilities’ posting licenses for the public from subsection G of 12VAC5-371-110. 
 
Section 55 Plan of correction 
Consolidates the plan of correction language found throughout the regulatory chapter to ensure the plan of 
correction requirements are consistent. Revisions include minimum elements of a plan of correction and 
the timeline for submission and completion of a plan of correction. 
 
Section 60 On-site inspections 
Section is renamed to “Inspection procedure.” Amends text to more closely align with the Register of 
Regulation’s style guide, adds language about frequency of inspections, and removes language about plans 
of correction. 
 
Section 70 Complaint investigation 
Amends text to more closely align with the Register of Regulation’s style guide, adds language about 
evaluating the need for an on-site complaint inspection, and removes language about plans of correction. 
 
Section 90 Administrative sections 
Section is renamed to “Disciplinary action.” Matches statutory provisions about prohibited acts and 
disciplinary options available. 
 
Section 100 Surrender of license 
Section is renamed to “Surrender of license; mid-term change of license.” Clarifies what is a mid-term 
change to a license and clarifies a nursing facility’s obligations and the process to obtain a changed license. 
 
Section 110 Management and administration 
Removes language about a nursing facility’s requirement to inform the OLC of changes impacting its license 
and to post its license for the public. Updates documents incorporated by reference to the most recent 
recommendations of the Advisory Committee on Immunization Practices of the Centers for Disease Control 
and Prevention. 
 
Section 150 Resident rights 
Amends section to match statutory language about registration, reregistration, and verification with the Sex 
Offender and Crimes Against Minors Registry. 
 
Section 180 Infection control 
Amends section to add provisions about visitation during public health emergencies related to COVID-19. 
 
Section 300 Pharmaceutical services 
Replaces “THC-A oil” and “cannabidiol oil” with “cannabis oil.” 
 
Section 410 Unique design solutions 
Updates documents incorporated by reference to the most recent FGI guidelines. 
 
DOCUMENTS INCORPORATED BY REFERENCE (12VAC5-371) 
Updated to reflect the changes in the proposed text and to reference the most current edition of each 
relevant document. 
 

[RIS10] 
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Issues 
[RIS11] 

 

Identify the issues associated with the regulatory change, including: 1) the primary advantages and 
disadvantages to the public, such as individual private citizens or businesses, of implementing the new or 
amended provisions; 2) the primary advantages and disadvantages to the agency or the Commonwealth; 
and 3) other pertinent matters of interest to the regulated community, government officials, and the public. 
If there are no disadvantages to the public or the Commonwealth, include a specific statement to that effect.   
              
 
The primary advantages to the public are removal of language or requirements that were unclear, 
inconsistent, or outdated and addition of legislative mandates that had previously had not been incorporated 
into the regulations. The primary advantages to VDH or Commonwealth are clarity on the minimum 
requirements for nursing facilities and VDH in the administration of the nursing facility licensing program. 
There are no disadvantages to the public or the Commonwealth. There are no primary disadvantages to 
the agency or the Commonwealth. There is no other pertinent matters of interest to the regulated 
community, government officials and the public. 
 

[RIS12] 

Requirements More Restrictive than Federal 
 

 

Identify and describe any requirement of the regulatory change which is more restrictive than applicable 
federal requirements. Include a specific citation for each applicable federal requirement, and a rationale for 
the need for the more restrictive requirements. If there are no applicable federal requirements, or no 
requirements that exceed applicable federal requirements, include a specific statement to that effect. 
              
 
VDH is not aware of any applicable federal requirements about: 

• discriminating against health insurance enrollees on the basis of the enrollee being a litigant or 
potential litigant due to a motor vehicle accident, which is the subject of the mandate in Chapter 72 
of the 2021 Acts of Assembly, Special Session I; 

• Terminology for cannabis oil; and 
• licensing of nursing facilities or any processes or procedures related to licensing of nursing facilities. 

 
The regulatory change regarding the prohibition on balance billing derived from Chapters 1080 and 1081 
of the 2020 Acts of Assembly do not exceed applicable federal requirements. 
 
42 CFR § 483.80(d)(1) and (2) requires certified nursing facilities to offer influenza and pneumococcal 
vaccination to residents unless medically contradicted or the resident refuses vaccination. The legislative 
mandate in Chapter 762 of the 2004 Acts of Assembly is more specific than federal requirements about the 
clinical guidance informing vaccination, though the mandate does not exceed and is not more restrictive 
than applicable federal requirements. 
 
The regulatory change regarding the design and construction guidelines for nursing facilities may be more 
restrictive than federal requirements, specifically 42 CFR § 483.90; however, Chapters 177 and 222 of the 
2005 Acts of Assembly mandate the minimum requirements be consistent with the current edition of the 
applicable FGI guidelines so the Board does not have the discretion to be less restrictive. 
 
The regulatory changes regarding the Sex Offender and Crimes Against Minors Registry and visitation 
during public health emergencies related to COVID-19 may be more restrictive than federal requirements 
in 42 CFR Part 483 Subpart B; however, Chapter 829 of the 2020 Acts of Assembly and Chapters 10 and 
11 of the 2020 Acts of Assembly, Special Session I mandates the minimum requirements for nursing 
facilities so the Board does not have the discretion to be less restrictive. 
 

 
Agencies, Localities, and Other Entities Particularly Affected 
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Consistent with § 2.2-4007.04 of the Code of Virginia, identify any other state agencies, localities, or other 
entities particularly affected by the regulatory change. Other entities could include local partners such as 
tribal governments, school boards, community services boards, and similar regional organizations. 
“Particularly affected” are those that are likely to bear any identified disproportionate material impact which 
would not be experienced by other agencies, localities, or entities. “Locality” can refer to either local 
governments or the locations in the Commonwealth where the activities relevant to the regulation or 
regulatory change are most likely to occur. If no agency, locality, or entity is particularly affected, include a 
specific statement to that effect.  
              
 
Other State Agencies Particularly Affected 
 
The two licensed nursing facilities operated by the Department of Veterans Services will be particularly 
affected. 
 
Localities Particularly Affected 
 
The licensed nursing facility operated by the County of Bedford will be particularly affected. 
 
Other Entities Particularly Affected 
 
The 286 licensed nursing facilities (including those operated by the County of Bedford and the Department 
of Veterans Services) and applicants for nursing facility licensure will be particularly affected. 
 

 
Economic Impact 

 
 

Consistent with  § 2.2-4007.04 of the Code of Virginia, identify all specific economic impacts (costs and/or 
benefits), anticipated to result from the regulatory change. When describing a particular economic impact, 
specify which new requirement or change in requirement creates the anticipated economic impact. Keep in 
mind that this is the proposed change versus the status quo.  
              
 
Impact on State Agencies 
 

For your agency: projected costs, savings, fees or 
revenues resulting from the regulatory change, 
including:  
a) fund source / fund detail;  
b) delineation of one-time versus on-going 
expenditures; and 
c) whether any costs or revenue loss can be 
absorbed within existing resources 

There are no projected costs, savings, fees, or 
revenues resulting from the regulatory change. 

For other state agencies: projected costs, savings, 
fees or revenues resulting from the regulatory 
change, including a delineation of one-time versus 
on-going expenditures. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
The Department of Veterans Services would have 
one-time costs associated with updating policies 
and procedures related to visitation. For its 
existing policies and procedures, VDH is 
estimating it would cost $1,250 one-time to amend 
their policies per facility to conform to the 
regulatory minimums. 
 

For all agencies: Benefits the regulatory change is 
designed to produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of residents by 
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incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from nursing facilities, access to 
information to ensure nursing facility compliance, 
remedial action within a reasonable and a 
consistently applied timeframe if noncompliance 
does occur. 

 
Impact on Localities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a or 2) on which 
it was reported. Information provided on that form need not be repeated here. 
 

Projected costs, savings, fees or revenues 
resulting from the regulatory change. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
The County of Bedford would have one-time costs 
associated with updating policies and procedures 
related to visitation. For its existing policies and 
procedures, VDH is estimating it would cost 
$1,250 one-time to amend their policies to 
conform to the regulatory minimums. 
 

Benefits the regulatory change is designed to 
produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of residents by 
incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from nursing facilities, access to 
information to ensure nursing facility compliance, 
remedial action within a reasonable and 
consistently applied timeframe if noncompliance 
does occur. 

 
Impact on Other Entities 
 
If this analysis has been reported on the ORM Economic Impact form, indicate the tables (1a, 3, or 4) on 
which it was reported. Information provided on that form need not be repeated here. 
 

Description of the individuals, businesses, or other 
entities likely to be affected by the regulatory 
change. If no other entities will be affected, include 
a specific statement to that effect. 

Licensed nursing facilities and applicants for 
nursing facility licensure. 

Agency’s best estimate of the number of such 
entities that will be affected. Include an estimate 
of the number of small businesses affected. Small 
business means a business entity, including its 
affiliates, that: 
a) is independently owned and operated and; 
b) employs fewer than 500 full-time employees or 
has gross annual sales of less than $6 million.   

The 286 licensed nursing facilities (including those 
operated by the Department of Veterans Services 
and the County of Bedford) will be required to 
comply with the regulatory change. Applicants for 
new nursing facility licensure are infrequent and 
difficult to estimate. 
 
VDH does not have sufficient information to 
determine which nursing facilities have fewer than 
500 full-time employees. 
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All projected costs for affected individuals, 
businesses, or other entities resulting from the 
regulatory change. Be specific and include all 
costs including, but not limited to: 
a) projected reporting, recordkeeping, and other 
administrative costs required for compliance by 
small businesses; 
b) specify any costs related to the development of 
real estate for commercial or residential purposes 
that are a consequence of the regulatory change;  
c) fees;  
d) purchases of equipment or services; and 
e) time required to comply with the requirements. 

There are no known projected savings, fees, or 
revenues resulting from the regulatory change. 
 
Licensed nursing facilities would have one-time 
costs associated with updating policies and 
procedures related to visitation. For its existing 
policies and procedures, VDH is estimating it 
would cost $1,250 one-time to amend their 
policies per facility to conform to the regulatory 
minimums. 
 

Benefits the regulatory change is designed to 
produce. 

The regulatory change is designed to conform the 
regulation to the Code of Virginia, and to promote 
the health, safety, and welfare of residents by 
incorporating current clinical and industry 
practices as well as by requiring reasonable timely 
information from nursing facilities, access to 
information to ensure nursing facility compliance, 
remedial action within a reasonable and 
consistently applied timeframe if noncompliance 
does occur. 

 
 

Alternatives to Regulation 
 

 

Describe any viable alternatives to the regulatory change that were considered, and the rationale used by 
the agency to select the least burdensome or intrusive alternative that meets the essential purpose of the 
regulatory change. Also, include discussion of less intrusive or less costly alternatives for small businesses, 
as defined in § 2.2-4007.1 of the Code of Virginia, of achieving the purpose of the regulatory change. 
               
 
No alternative was considered because the General Assembly required the Board to adopt regulations 
governing the licensure of nursing facilities and amending the regulation is the least burdensome, least 
intrusive, and less costly method to accomplish the purpose of this action. 
 

 
Regulatory Flexibility Analysis 

 
 

Consistent with § 2.2-4007.1 B of the Code of Virginia, describe the agency’s analysis of alternative 
regulatory methods, consistent with health, safety, environmental, and economic welfare, that will 
accomplish the objectives of applicable law while minimizing the adverse impact on small business.  
Alternative regulatory methods include, at a minimum: 1) establishing less stringent compliance or reporting 
requirements; 2) establishing less stringent schedules or deadlines for compliance or reporting 
requirements; 3) consolidation or simplification of compliance or reporting requirements; 4) establishing 
performance standards for small businesses to replace design or operational standards required in the 
proposed regulation; and 5) the exemption of small businesses from all or any part of the requirements 
contained in the regulatory change. 
               
 
The Board is required to regulate the licensure of nursing facilities consistent with the provisions of Article 
1 (§ 32.1-123 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia. Initiation of this regulatory action is 
the least burdensome method to conform the Regulations for the Licensure of Nursing Facilities (12VAC5-
371-10 et seq.) to the statute. 
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Public Participation 

 
 

Indicate how the public should contact the agency to submit comments on this regulation, and whether a 
public hearing will be held, by completing the text below. 
 
Consistent with  § 2.2-4011 of the Code of Virginia, if an objection to the use of the fast-track process is 
received within the 30-day public comment period from 10 or more persons, any member of the applicable 
standing committee of either house of the General Assembly or of the Joint Commission on Administrative 
Rules, the agency shall: 1) file notice of the objections with the Registrar of Regulations for publication in 
the Virginia Register and 2) proceed with the normal promulgation process with the initial publication of the 
fast-track regulation serving as the Notice of Intended Regulatory Action. 
               
 
If you are objecting to the use of the fast-track process as the means of promulgating this regulation, please 
clearly indicate your objection in your comment. Please also indicate the nature of, and reason for, your 
objection to using this process. 
 
The Board is providing an opportunity for comments on this regulatory proposal, including but not limited to 
(i) the costs and benefits of the regulatory proposal and any alternative approaches, (ii) the potential impacts 
of the regulation, and (iii) the agency's regulatory flexibility analysis stated in this background document. 
 
Anyone wishing to submit written comments for the public comment file may do so through the Public 
Comment Forums feature of the Virginia Regulatory Town Hall web site at: https://townhall.virginia.gov. 
Comments may also be submitted by mail, email or fax to Rebekah E. Allen, Senior Policy Analyst, Virginia 
Department of Health, Office of Licensure and Certification, 9960 Mayland Drive, Suite 401, Henrico, VA 
23233; email: regulatorycomment@vdh.virginia.gov; fax: (804) 527-4502. In order to be considered, 
comments must be received by 11:59 pm on the last day of the public comment period. 
 

 
Detail of Changes 

 
 

List all regulatory changes and the consequences of the changes. Explain the new requirements and what 
they mean rather than merely quoting the text of the regulation. For example, describe the intent of the 
language and the expected impact. Describe the difference between existing requirement(s) and/or agency 
practice(s) and what is being proposed in this regulatory change. Use all tables that apply, but delete 
inapplicable tables. 
                
 

Current 
chapter-
section 
number 

New chapter-
section 
number, if 
applicable 

Current requirements in 
VAC 

Change, intent, rationale, and likely 
impact of new requirements 

371-10 N/A 12VAC5-371-10. Definitions.  
The following words and 

terms when used in this 
chapter shall have the 
following meanings unless the 
context clearly indicates 
otherwise: 

* * * 
"Cannabidiol oil"  means 

the same as the term is 
defined in subsection A of § 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-10. Definitions.  

The following words and terms when 
used in this chapter shall have the 
following meanings unless the context 
clearly indicates otherwise: 

* * * 

https://townhall.virginia.gov/
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54.1-3408.3 of the Code of 
Virginia. 

* * * 
"THC-A oil" means the 

same as the term is defined in 
subsection A of § 54.1-3408.3 
of the Code of Virginia. 

* * * 
 

"ACIP" means the Advisory 
Committee on Immunization Practices of 
the CDC. 

* * * 
"Business day" means any day that is 

not a Saturday, Sunday, legal holiday, or 
day on which the OLC is closed. For the 
purposes of this chapter, any day on 
which the Governor authorizes the closing 
of the state government shall be 
considered a legal holiday. 

"Cannabidiol oil" "Cannabis oil" 
means the same as the term is defined in 
subsection A of § 54.1-3408.3 of the Code 
of Virginia. 

"CDC" means the Centers for 
Disease Control and Prevention. 

* * * 
"CMS" means the Centers for 

Medicare and Medicaid Services. 
* * * 

"Inspector" means an individual 
employed by or contracted by the 
department and designated by the 
commissioner to conduct inspections, 
investigations, or evaluations. 

* * * 
"Licensee" means a person that has 

received and maintains an active license 
under the provisions of Article 1 (§ 32.1-
123 et seq.) of Chapter 5 of Title 32.1 of 
the Code of Virginia and this chapter. 

* * * 
"THC-A oil" means the same as the 

term is defined in subsection A of § 54.1-
3408.3 of the Code of Virginia. 

* * * 
 
INTENT: The intent of the change is to 
create, remove, and update definitions for 
terms that have been cause for confusion. 
 
RATIONALE: The rationale for the 
change is that commonly used terms that 
may have multiple meanings depending 
on the speaker should be defined so that 
all audiences have a consistent 
understanding of the terms’ intended 
meaning. 
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LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilities, VDH, and the public. 
 

371-30 N/A 12VAC5-371-30. License.  
* * * 

B. A license to operate a 
nursing facility is issued to a 
person or organization. An 
organization may be a 
partnership, association, 
corporation, or public entity. 

C. Each license and 
renewal thereof shall be 
issued for one year. A nursing 
facility shall operate within the 
terms of its license, which 
include the: 

1. Name of the 
nursing facility; 
2. Name of the 
operator; 
3. Physical location of 
the nursing facility; 
4. Maximum number 
of beds allowed; and 
5. Date the license 
expires. 

* * * 
F. The number of resident 

beds allowed in a nursing 
facility shall be determined by 
the department. Requests to 
increase beds must be made 
in writing and must include an 
approved Certificate of Public 
Need, except as provided in 
12VAC5-371-40 G. 

G. Nursing facility units 
located in and operated by 
hospitals shall be licensed 
under Regulations for the 
Licensure of Hospitals in 
Virginia (12VAC5-410). 
Approval for such units shall 
be included on the annual 
license issued to each 
hospital. 

* * * 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-30. License.  

* * * 
B. A license to operate a nursing 

facility is shall be issued to a person or 
organization. An organization may be a 
partnership, association, corporation, or 
public entity. 

C. Each license shall expire at 
midnight December 31 of the year issued 
and renewal thereof shall be issued for 
one year. A nursing facility shall operate 
within the terms of its license, which 
include the: 

1. Name of the nursing facility; 
2. Name of the operator; 
3. Physical location of the nursing 
facility; 
4. Maximum number of beds 
allowed, except as provide in 
12VAC5-371-40 G; and 
5. Date the license expires. 

* * * 
F. The number of resident beds 

allowed in a nursing facility shall be 
determined by the department 
commissioner. Requests to increase beds 
must be made in writing and must include 
an approved Certificate of Public Need, 
except as provided in 12VAC5-371-40 G. 

G. Nursing facility Long-term care 
nursing units located in and operated by 
hospitals shall be licensed under 
Regulations for the Licensure of Hospitals 
in Virginia (12VAC5-410). Approval for 
such units shall be included on the annual 
license issued to each hospital. 

* * * 
I. The licensee shall at all times: 

1. Maintain an active and 
accurate license; and 
2. Post its current license in a 
place readily visible and 
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accessible to the public at the 
nursing facility. 

 
INTENT: The intent of the change is to 
remove duplicative or confusing 
provisions, to group general licensing 
principles together, and to conform the 
regulation to the statutes. 
 
RATIONALE: The rationale for the 
change is that the duplicative material is 
addressed earlier in 12VAC5-371, that 
the topics within the regulation should be 
addressed in singular locations instead of 
multiple, and that the regulation should be 
consisted with the Code of Virginia. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilities. 
 

N/A 371-55 None CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-55. Plan of correction.  

A. Upon receipt of a written inspection 
report, the administrator or his designee 
shall prepare a written plan of correction 
addressing each licensing violation cited 
at the time of inspection. 

B. The administrator or his designee 
shall submit to the OLC a written plan of 
correction no more than 15 business days 
after receipt of the inspection report. The 
plan of correction shall contain for each 
licensing violation cited: 

1. A description of the corrective 
action or actions to be taken and 
the position title of the employees 
to implement the corrective 
action. If employees share the 
same position title, the 
administrator or his designee 
shall assign the employees a 
unique identifier to distinguish 
them; 
2. The expected correction date, 
not to exceed 45 business days 
from the exit date of the 
inspection; and 
3. A description of the measures 
implemented to prevent a 
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recurrence of each licensing 
violation. 

C. The administrator or his designee 
shall ensure that the person responsible 
for the validity of the plan of correction 
signs, dates, and indicates their title on 
the plan of correction. 

D. The OLC shall notify the 
administrator or his designee if the OLC 
determines any item in the plan of 
correction is unacceptable. 

E. The OLC may conduct an 
inspection to verify any portion of a plan 
of correction has been implemented. 

F. The administrator or his designee 
shall ensure the plan of correction is 
implemented and monitored so that 
compliance is maintained. 

G. The commissioner may deny 
licensure or renewal of licensure if the 
administrator or his designee fails to 
submit an acceptable plan of correction or 
fails to implement an acceptable plan of 
correction. 

H. The OLC shall consider the 
submission date of a plan of correction to 
be the date it is postmarked or the date it 
is received, whichever is earlier. 
 
INTENT: The intent of the change is to 
standardize the plan of correction process 
to make it more similar to federal plan of 
correction processes. 
 
RATIONALE: The rationale for the 
change is that documentation of remedial 
action and completion of remedial action 
should be consistently applied to all 
nursing facilities. 
 
LIKELY IMPACT: The likely impact of the 
change is improved clarity about what 
should be in a plan of correction, when it 
is due, and when it should be completed. 
 

371-60 N/A 12VAC5-371-60. On-site 
inspections.  

A. The licensing 
representative shall make 
unannounced on-site 
inspections of the nursing 
facility. The licensee shall be 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-60. On-site 
inspections Inspection procedure.  

A. The licensing representative OLC 
shall make periodic unannounced on-site 
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responsible for correcting any 
deficiencies found during any 
on-site inspection. 
Compliance with all standards 
will be determined by the 
OLC. 

B. The licensee shall 
make available to the 
licensing representative any 
necessary records. 

C. The licensee shall also 
allow the licensing 
representative to interview the 
agents, employees, residents, 
family members, and any 
person under its custody, 
control, direction or 
supervision. 

D. After the on-site 
inspection, the licensing 
representative shall discuss 
the findings of the inspection 
with the administrator or 
designee. 

E. As applicable, the 
administrator shall submit an 
acceptable plan for correcting 
any deficiencies found during 
an on-site inspection. 

F. The administrator will 
be notified whenever any item 
in the plan of correction is 
determined to be 
unacceptable. 

G. The administrator shall 
be responsible for assuring 
the plan of correction is 
implemented and monitored 
so that compliance is 
maintained. 

inspections of the nursing facility as 
necessary but not less often than 
biennially. The OLC may make on-site 
inspections of applicants for licensure. 
The licensee shall be responsible for 
correcting any deficiencies found during 
any on-site inspection. Compliance with 
all standards will shall be determined by 
the OLC. 

B. The licensee or applicant shall: 
1. make Make available to the 
licensing representative 
inspector any necessary 
requested records; 
2. Permit an inspector to enter 
upon and into its property to 
inspect or investigate as the 
inspector reasonably deems 
necessary in order to determine 
the state of compliance with the 
provisions of this chapter and all 
laws administered by the board; 
and 
3. Allow the inspector access to 
interview the agents, employees, 
independent contractors, 
residents, legal representatives, 
resident's family members, and 
any person under the licensee’s 
or applicant's control, direction, or 
supervision. 

C. The licensee shall also allow the 
licensing representative to interview the 
agents, employees, residents, family 
members, and any person under its 
custody, control, direction or supervision. 

D. C. After the on-site inspection, the 
licensing representative inspector shall: 
discuss the findings of the inspection with 
the administrator or designee. 

1. Discuss the findings of the 
inspection with the administrator 
or his designee; and 
2. Provide a written inspection 
report to the administrator or his 
designee. 

E. As applicable, the administrator 
shall submit an acceptable plan for 
correcting any deficiencies found during 
an on-site inspection. 
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F. The administrator will be notified 
whenever any item in the plan of 
correction is determined to be 
unacceptable. 

G. The administrator shall be 
responsible for assuring the plan of 
correction is implemented and monitored 
so that compliance is maintained. 

D. If the OLC cites one or more 
licensing violations in the written 
inspection report, the administrator or his 
designee shall submit a plan of correction 
in accordance with 12VAC5-371-55. 
 
INTENT: The intent of the change is to 
more clearly specify what is expected of a 
hospital and VDH when an inspection 
occurs. 
 
RATIONALE: The rationale for the 
change is nursing facilities are better able 
to anticipate what may be needed during 
inspection process if parameters are 
specified in regulation. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilties. 
 

371-70 N/A 12VAC5-371-70. Complaint 
investigation.  

A. The OLC has the 
responsibility to investigate 
any complaints regarding 
alleged violations of the 
standards or statutes and 
complaints of the abuse or 
neglect of persons in care. 
The Department of Social 
Services and the State 
Ombudsman are notified of 
complaints received. 

B. Complaints may be 
received in written or oral form 
and may be anonymous. 

C. When the investigation 
is complete, the licensee and 
the complainant, if known, will 
be notified of the findings of 
the investigation. 

D. As applicable, the 
administrator shall submit an 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-70. Complaint 
investigation.  

A. The OLC has the responsibility to 
shall investigate any complaints and shall 
determine if an investigation requires an 
on-site inspection. In making this 
determination, the OLC shall consider 
several factors, to include: regarding 
alleged violations of the standards or 
statutes and complaints of the abuse or 
neglect of persons in care. The 
Department of Social Services and the 
State Ombudsman are notified of 
complaints received. 

1. If the complainant has first-
hand knowledge of the alleged 
incident; 
2. The nursing facility's regulatory 
history, including the number and 
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acceptable plan for correcting 
any deficiencies found during 
a complaint investigation. 

E. The administrator will 
be notified whenever any item 
in the plan of correction is 
determined to be 
unacceptable. 

F. The administrator shall 
be responsible for assuring 
the plan of correction is 
implemented and monitored 
so that compliance is 
maintained. 
 

severity of substantiated prior 
complaints; 
3. If the OLC has recently 
inspected the nursing facility and 
if the alleged incident would have 
been reviewed during the prior 
inspection; 
4. The nature of the complaint, 
including degree of potential 
serious harm to residents; and 
5. If the complaint may be 
investigated pursuant to Title 
XVIII or Title XIX of the Social 
Security Act. 

B. The OLC may request records 
from the licensee to assist in making a 
determination pursuant to subsection A of 
this section. The licensee shall provide 
the requested records no more than 
seven calendar days after OLC makes a 
request pursuant to this subsection. 

B. C. The OLC may receive 
Complaints complaints may be received 
in written or oral form and may be receive 
anonymous complaints. 

C. D. When the investigation is 
complete, the OLC shall notify the 
licensee and the complainant, if known, 
will be notified in writing of the findings of 
the investigation. 

D. E. As applicable, For any licensing 
violation cited during a complaint 
investigation, the administrator or his 
designee shall submit an acceptable a 
plan of correction for correcting any 
deficiencies found during a complaint 
investigation in accordance with 12VAC5-
371-55. 

E. The administrator will be notified 
whenever any item in the plan of 
correction is determined to be 
unacceptable. 

F. The administrator shall be 
responsible for assuring the plan of 
correction is implemented and monitored 
so that compliance is maintained. 
 
INTENT: The intent of the changes is to 
update the regulatory text to match the 
style guidelines, and to give VDH 
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flexibility in determining whether a 
complaint warrants an on-site inspection. 

  
RATIONALE: The rationale for the 
change is that the style guidelines ensure 
more intelligible regulatory text and that 
VDH should be maximize efficient and 
effective use of limited agency resources 
in responding to complaints. 
 
LIKELY IMPACT: The likely impact of 
these proposed changes is improved 
readability of the section and a more 
adaptive and efficient complaint process. 
 

371-90 N/A 12VAC5-371-90. 
Administrative sanctions.  

A. Nothing in this part 
shall prohibit the department 
from exercising its 
responsibility and authority to 
enforce the regulation, 
including proceeding directly 
to imposition of administrative 
sanctions, when the quality of 
care or the quality of life has 
been severely compromised. 

B. The commissioner may 
impose such administrative 
sanctions or take such actions 
as are appropriate for 
violation of any of the 
standards or statutes or for 
abuse or neglect of persons in 
care. Such sanctions include: 

1. Restricting or 
prohibiting new 
admissions to any 
nursing facility; 
2. Petitioning the 
court to impose a civil 
penalty or to appoint 
a receiver, or both; or 
3. Revoking or 
suspending the 
license of a nursing 
facility. 

C. The following reasons 
may be considered by the 
department for the imposition 
of administrative sanctions or 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-90. Administrative 
sanctions Disciplinary action.  

A. Nothing in this part shall prohibit 
the department from exercising its 
responsibility and authority to enforce the 
regulation, including proceeding directly 
to imposition of administrative sanctions, 
when the quality of care or the quality of 
life has been severely compromised. 

B. The commissioner may impose 
such administrative sanctions or take 
such actions as are appropriate for 
violation of any of the standards or 
statutes or for abuse or neglect of persons 
in care. Such sanctions include: 

1. Restricting or prohibiting new 
admissions to any nursing facility; 
2. Petitioning the court to impose 
a civil penalty or to appoint a 
receiver, or both; or 
3. Revoking or suspending the 
license of a nursing facility. 

C. The following reasons may be 
considered by the department for the 
imposition of administrative sanctions or 
the imposition of civil penalties: 

1. Failure to demonstrate or 
maintain compliance with 
applicable standards or for 
violations of the provisions of the 
Code of Virginia; 
2. Permitting, aiding, or abetting 
the commission of any illegal act 
in the nursing facility; or 
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the imposition of civil 
penalties: 

1. Failure to 
demonstrate or 
maintain compliance 
with applicable 
standards or for 
violations of the 
provisions of the 
Code of Virginia; 
2. Permitting, aiding, 
or abetting the 
commission of any 
illegal act in the 
nursing facility; or 
3. Deviating 
significantly from the 
program or services 
for which a license 
was issued without 
obtaining prior written 
approval from the 
OLC, or failure to 
correct such 
deviations within a 
specified time. 

D. Violations which in the 
judgment of the OLC 
jeopardize the health and 
safety of residents shall be 
sufficient cause for immediate 
imposition of this section. 

E. The licensee will 
receive a notice of the 
department's intent to impose 
sanctions. The notice shall 
describe the reasons for 
imposing the sanction. 

F. Upon receipt of the 
notice to impose a sanction, 
the licensee has the right and 
the opportunity to appeal 
according to the 
Administrative Process Act (§ 
2.2-4000 et seq. of the Code 
of Virginia). The procedures 
for filing an appeal shall be 
outlined in the notice. 

3. Deviating significantly from the 
program or services for which a 
license was issued without 
obtaining prior written approval 
from the OLC, or failure to correct 
such deviations within a specified 
time. 

D. Violations which in the judgment of 
the OLC jeopardize the health and safety 
of residents shall be sufficient cause for 
immediate imposition of this section. 

E. The licensee will receive a notice 
of the department's intent to impose 
sanctions. The notice shall describe the 
reasons for imposing the sanction. 

F. Upon receipt of the notice to 
impose a sanction, the licensee has the 
right and the opportunity to appeal 
according to the Administrative Process 
Act (§ 2.2-4000 et seq. of the Code of 
Virginia). The procedures for filing an 
appeal shall be outlined in the notice. 

A. The licensee may not: 
1. Violate the provisions of this 
chapter or Articles 1 (§ 32.1-123 
et seq.) or 2 (§ 32.1-138 et seq.) 
of Chapter 5 of Title 32.1 of the 
Code of Virginia; 
2. Permit, aid, or abet the 
commission of any illegal act in 
the nursing facility; or 
3. Engage in a pattern of 
violations pursuant to § 38.2-
3445.01 of the Code of Virginia. 

B. The commissioner may: 
1. For each violation of 
subsection A of this section: 

a. Deny, revoke, or suspend 
the license to operate the 
nursing facility in accordance 
with the Administrative 
Process Act (§ 2.2-4000 et 
seq. of the Code of Virginia); 
b. Restrict or prohibit new 
admissions to the nursing 
facility in accordance with the 
Administrative Process Act (§ 
2.2-4000 et seq. of the Code 
of Virginia); 
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c. Refer the licensee for 
criminal prosecution 
pursuant to subsection A of § 
32.1-27 of the Code of 
Virginia; 
d. Petition an appropriate 
court for an injunction, 
mandamus, or other 
appropriate remedy against 
the licensee pursuant to 
subsection B of § 32.1-27 of 
the Code of Virginia; 
e. Petition an appropriate 
court for imposition of a civil 
monetary penalty against the 
licensee pursuant to 
subsection C of § 32.1-27 of 
the Code of Virginia or 
subsection A of § 32.1-27.1 
of the Code of Virginia; or 
f. Petition an appropriate 
court for appointment of a 
receiver pursuant to 
subsection B of § 32.1-27.1 
of the Code of Virginia; and 

2. For each violation of 
subdivision A 3 of this section, 
levy a fine upon the licensee in an 
amount not to exceed $1,000 per 
violation, in accordance with the 
Administrative Process Acts (§ 
2.2-4000 et seq. of the Code of 
Virginia). 

C. Suspension of a license shall in all 
cases be for an indefinite time. 

D. For each violation of subsection A 
of this section and with the consent of the 
person who has violated subsection A of 
this section, the board may provide, in an 
order issued by the board, for the 
payment of civil charges for past 
violations in specific sums, which may not 
exceed the limits specified in §§ 32.1-27 
or 32.1-27.1 of the Code of Virginia. 

E. Upon receipt of a completed 
application and a nonrefundable service 
charge, the commissioner may issue a 
new license to the licensee that has had 
its license revoked if the commissioner 
determines that: 
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1. The conditions upon which 
revocation was based have been 
corrected; and 
2. The applicant is in compliance 
with this chapter, Articles 1 (§ 
32.1-123 et seq.) and 2 (§ 32.1-
138 et seq.) of Chapter 5 of Title 
32.1 of the Code of Virginia, and 
all other applicable state and 
federal law and regulations. 

F. Upon receipt of a completed 
application, the commissioner may 
partially or completely restore a 
suspended license to the licensee if the 
commissioner determines that: 

1. The conditions upon which 
suspension was based have 
been completely or partially 
corrected; and 
2. The interests of the public will 
not be jeopardized by resumption 
of operation. 

G. The commissioner may not require 
an additional fee for restoring a license 
pursuant to subsection F of this section. 

H. The licensee shall submit evidence 
relevant to subdivisions E 1, E 2, F 1, and 
F 2 of this section that is satisfactory to 
the commissioner or his designee. The 
commissioner or his designee may 
conduct an inspection prior to making a 
determination. 
 
INTENT: The intent of the change is to 
describe the grounds upon which the 
commissioner may take disciplinary 
action against a nursing facility, the 
options available to the commissioner for 
disciplinary action, and how a nursing 
facility may obtain a license after 
suspension or revocation. 
 
RATIONALE: The rationale for the 
change is that the regulation should 
conform to Chapter 72 of the 2021 Acts of 
Assembly, Special Session I, Chapters 
1080 and 1081 of the 2020 Acts of 
Assembly, and to Va. Code §§ 32.1-27, 
32.1-27.1, and 32.1-135. 
 
LIKELY IMPACT: The likely impact of the 
change is improved clarity for nursing 
facilities about what acts are not permitted 
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and what consequences may follow if a 
prohibited act occurs. 
 

371-100 N/A 12VAC5-371-100. Surrender 
of a license.  

A. Upon revocation or 
suspension of a license, the 
licensee must surrender its 
license to a representative of 
the OLC. 

B. If a license is revoked, 
a new license may be issued 
by the commissioner after 
satisfactory evidence is 
submitted that the conditions 
upon which revocation was 
based have been corrected 
and after proper inspection 
has been made and 
compliance with this chapter 
and applicable state and 
federal law has been 
obtained. 

C. Suspension of a 
license shall in all cases be for 
an indefinite time. The 
commissioner may 
completely or partially restore 
a suspended license when he 
determines that the conditions 
upon which suspension was 
based have been completely 
or partially corrected and that 
the interests of the public will 
not be jeopardized by 
resumption of operation. 

D. Other circumstances 
under which a license must be 
surrendered include transfer 
of ownership and 
discontinuation of services. 
The licensee must notify the 
OLC, in writing, 30 days 
before discontinuing services. 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-100. Surrender of a 
license; mid-term change of license.  

A. Upon revocation or suspension of 
a license, the licensee must shall 
surrender its license to a representative of 
the OLC. 

B. If a license is revoked, a new 
license may be issued by the 
commissioner after satisfactory evidence 
is submitted that the conditions upon 
which revocation was based have been 
corrected and after proper inspection has 
been made and compliance with this 
chapter and applicable state and federal 
law has been obtained. 

C. Suspension of a license shall in all 
cases be for an indefinite time. The 
commissioner may completely or partially 
restore a suspended license when he 
determines that the conditions upon 
which suspension was based have been 
completely or partially corrected and that 
the interests of the public will not be 
jeopardized by resumption of operation. 

D. Other circumstances under which 
a license must be surrendered include 
transfer of ownership and discontinuation 
of services. The licensee must notify the 
OLC, in writing, 30 days before 
discontinuing services. 

B. A licensee shall notify the director 
of the OLC in writing by submitting a mid-
term change application no less than 30 
calendar days in advance of 
implementing any: 

1. Change of location of the 
nursing facility; 
2. Change of ownership of the 
nursing facility; 
3. Change of operator of the 
nursing facility; 
4. Change of name of the nursing 
facility; 
5. Change of bed capacity, 
except as provided in 12VAC5-
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371-40 G, which shall be 
accompanied by an approved 
Certificate of Public Need if the 
requested change is for an 
increase in bed capacity,; 
6. Change in management 
contract or lease agreement to 
operate the nursing facility; 
7. Change of services being 
provided, including any proposed 
addition or discontinuation, 
regardless of whether licensure is 
required for the service; or 
8. Closure of the nursing facility. 

C. The OLC shall: 
1. Consider the submission date 
of a mid-term change application 
to be the date it is postmarked or 
the date it is received, whichever 
is earlier; and 
2. Notify in writing the licensee if 
the commissioner will issue a 
changed license. 

D. The commissioner's issuance of 
changed license to the licensee shall 
satisfy the requirements of subdivision C 
2 of this section. 

E Upon receipt of the changed 
license, the licensee shall surrender its 
prior license issued by the commissioner 
to the OLC and destroy any copies of the 
prior license. 

F. A license may not be transferred or 
assigned. The commissioner may not 
issue a changed license in response to a 
change of operator of the nursing facility, 
but shall instead require the nursing 
facility to obtain a new license.. If the 
nursing facility intends to implement a 
change of operator, it shall: 

1. File for a new license, in 
accordance with 12VAC5-371-
40, no less than 30 calendar days 
in advance of any operator 
change; and 
2. Upon receipt of the new 
license, surrender its prior license 
issued by the commissioner to 
the OLC and destroy any copies 
of the prior license. 
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G. If the nursing facility is closing or 
will otherwise no longer be operational, it 
shall: 

1. Notify residents, legal 
representatives, and the OLC no 
fewer than seven calendar days 
prior to closing or ceasing 
operations where all clinical 
records are to be located 
following closure or cessation of 
operations; and 
2. Surrender its license to the 
OLC and destroy all copies of its 
license no more than five 
calendar days after the nursing 
facility closes or ceases 
operations. 

H. The OLC shall determine if any 
changes listed in subsection B affect the 
terms of the license or the continuing 
eligibility for a license. An inspector may 
inspect the nursing facility during the 
process of evaluating a proposed change. 
 
INTENT: The intent of the change is to 
create a consistent list of what changes 
VDH needs to be aware of, when those 
changes are reportable, and what 
changes can result in a changed license 
versus a new license. 
 
RATIONALE: The rationale for the 
change is that transfer or assignment of 
licenses are prohibited by law, that certain 
license changes may require a new 
license, a new inspection (in the case of a 
change of location), or both, and that VDH 
needs to be aware of nursing facilities’ 
active service lines for disaster 
preparedness planning and 
implementation. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilities and VDH about when and what 
changes are reportable, and what 
changes warrant a new license. 
 

371-110 N/A 12VAC5-371-110. 
Management and 
administration.  

* * * 

CHANGE: The Board is proposing the 
following change: 
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D. The nursing facility 
shall submit, in a timely 
manner as determined by the 
OLC, and implement a written 
plan of action to correct any 
noncompliance with these 
regulations identified during 
an inspection. The plan shall 
include: 

1. Description of the 
corrective action or 
actions to be taken; 
2. Date of completion 
for each action; and 
3. Signature of the 
person responsible 
for the operation. 

E. The nursing facility 
shall permit representatives 
from the OLC to conduct 
inspections to… 

F. A nursing facility shall 
give written notification 30 
calendar days in advance of 
implementation of changes 
affecting the accuracy of the 
license. Changes affecting 
the accuracy of the license 
are: 

1. Address; 
2. Operator; 
3. Name of the 
nursing facility; 
4. Any proposed 
change in 
management 
contract or lease 
agreement to operate 
the nursing facility; 
5. Implementing any 
proposed addition, 
deletion, or change in 
nursing facility 
services whether or 
not licensure is 
required; 
6. A change in 
ownership; or 
7. Bed capacity. 

12VAC5-371-110. Management and 
administration.  

* * * 
D. The nursing facility shall submit, in 

a timely manner as determined by the 
OLC, and implement a written plan of 
action to correct any noncompliance with 
these regulations identified during an 
inspection. The plan shall include: 

1. Description of the corrective 
action or actions to be taken; 
2. Date of completion for each 
action; and 
3. Signature of the person 
responsible for the operation. 

E. D. The nursing facility shall permit 
representatives from the OLC to conduct 
inspections to… 

F. A nursing facility shall give written 
notification 30 calendar days in advance 
of implementation of changes affecting 
the accuracy of the license. Changes 
affecting the accuracy of the license are: 

1. Address; 
2. Operator; 
3. Name of the nursing facility; 
4. Any proposed change in 
management contract or lease 
agreement to operate the nursing 
facility; 
5. Implementing any proposed 
addition, deletion, or change in 
nursing facility services whether 
or not licensure is required; 
6. A change in ownership; or 
7. Bed capacity. 

Notices shall be sent to the attention 
of the director of the OLC. 

G. The current license from the 
commissioner shall be posted in a place 
clearly visible to the general public. 

H. E. The nursing facility shall fully 
disclose... 

I. F. The nursing facility shall 
identify... 

J. G. Unless the vaccination is 
medically contraindicated or the resident 
declines the offer of vaccincation, The the 
nursing facility shall provide, or arrange 
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Notices shall be sent to 
the attention of the director of 
the OLC. 

G. The current license 
from the commissioner shall 
be posted in a place clearly 
visible to the general public. 

H. The nursing facility 
shall fully disclose… 

I. The nursing facility shall 
identify... 

J. The nursing facility 
shall provide, or arrange for, 
the administration to its 
residents of an annual 
influenza vaccination and a 
pneumonia vaccination 
according to the "Prevention 
and Control of Seasonal 
Influenza with Vaccines: 
Recommendations of the 
Advisory Committee on 
Immunization Practices — 
United States, 2020–21 
Influenza Season" and 
"Guidelines for Preventing 
Health-Care-Associated 
Pneumonia" from the 
Advisory Committee on 
Immunization Practices of the 
Centers for Disease Control 
and Prevention, unless the 
vaccination is medically 
contraindicated or the 
resident declines the 
vaccination offer. 

K. Upon request of the 
nursing facility's family 
council, the nursing facility 
shall... 
 

for, the administration to its residents of 
an annual influenza vaccination and a 
pneumonia pneumococcal vaccination 
according in accordance with the 
following recommendations of ACIP: to 
the "Prevention and Control of Seasonal 
Influenza with Vaccines: 
Recommendations of the Advisory 
Committee on Immunization Practices — 
United States, 2020–21 Influenza 
Season" and "Guidelines for Preventing 
Health-Care-Associated Pneumonia" 
from the Advisory Committee on 
Immunization Practices of the Centers for 
Disease Control and Prevention, unless 
the vaccination is medically 
contraindicated or the resident declines 
the vaccination offer. 

1. Prevention and Control of 
Seasonal Influenza with 
Vaccines: Recommendations of 
the Advisory Committee on 
Immunization Practices — United 
States, 2022–23 Influenza 
Season, MMWR 71 (1), 2022, 
CDC; 
2. Use of 15-Valent 
Pneumococcal Conjugate 
Vaccine and 20-Valent 
Pneumococcal Conjugate 
Vaccine Among U.S. Adults: 
Updated Recommendations of 
ACIP — United States, MMWR 
71 (4), 2022, CDC; 
3. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Adults Aged >65 
Years: Updated 
Recommendations of ACIP, 
MMWR 68 (46), 2019, CDC; 
4. Intervals Between PCV13 and 
PPSV23 Vaccines: 
Recommendations of ACIP, 
MMWR 64 (15), 2015, CDC; 
5. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Adults Aged >65 
Years: Recommendations of 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
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ACIP, MMWR 63 (37), 2014, 
CDC; 
6. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine Among Children Aged 
6–18 Years with 
Immunocompromising 
Conditions: Recommendations of 
ACIP, MMWR 62 (25), 2013, 
CDC; 
7. Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine for Adults with 
Immunocompromising 
Conditions: Recommendations of 
ACIP, MMWR 61 (40), 2012, 
CDC; 
8. Prevention of Pneumococcal 
Disease Among Infants and 
Children — Use of 13-Valent 
Pneumococcal Conjugate 
Vaccine and 23-Valent 
Pneumococcal Polysaccharide 
Vaccine: Recommendations of 
ACIP, MMWR 59 (RR-11), 2010, 
CDC; and 
9. Updated Recommendations 
for Prevention of Invasive 
Pneumococcal Disease Among 
Adults Using the 23-Valent 
Pneumococcal Polysaccharide 
Vaccine (PPSV23), MMWR 59 
(34), 2010, CDC. 

K. H. Upon request of the nursing 
facility's family council, the nursing facility 
shall... 
 
INTENT: The intent of the changes is to 
remove duplicative requirements and to 
update references to current 
immunization guidelines. 
 
RATIONALE: The rationale for the 
changes is that the duplicative material is 
addressed earlier in 12VAC5-371 and 
that the regulation should be consistent 
with Chapter 762 of the 2004 Acts of 
Assembly. 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
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LIKELY IMPACT: The likely impact of 
these proposed changes is reduced 
confusion for nursing facilities. 
 

371-150 N/A 12VAC5-371-150. Resident 
rights.  

* * * 
G. The nursing facility 

shall register with the 
Department of State Police to 
receive notice of the 
registration or reregistration of 
any sex offender within the 
same or a contiguous zip 
code area in which the 
nursing facility is located 
pursuant to § 9.1-914 of the 
Code of Virginia. 

H. Prior to admission, 
each nursing facility shall 
determine if a potential 
resident is a registered sex 
offender when the potential 
resident is anticipated to have 
a length of stay: 

1. Greater than three 
days; or 
2. In fact stays longer 
than three days. 

* * * 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-150. Resident rights.  

* * * 
G. The nursing facility shall register 

with the Department of State Police to 
receive notice of the registration, or 
reregistration, or verification of any sex 
offender person required to register with 
the Sex Offender and Crimes Against 
Minors Registry pfursuant to Chapter 9 (§ 
9.1-900 et seq.) of Title 9.1 of the Code of 
Virginia within the same or a contiguous 
zip code area in which the nursing facility 
is located pursuant to § 9.1-914 of the 
Code of Virginia. 

H. Prior to admission, each nursing 
facility shall determine ascertain if a 
potential resident is a registered sex 
offender required to register with the Sex 
Offender and Crimes Against Minors 
Registry pursuant to Chapter 9 (§9.1-900 
et seq.) of Title 9.1 of the Code of Virginia 
when if the potential resident is 
anticipated to have a length of stay: 

1. Is anticipated by the nursing 
facility to have a length of stay 
Greater greater than three days; 
or 
2. In fact stays longer than three 
days. 

* * * 
 
INTENT: The intent of the change is to 
describe the minimum requirements a 
nursing facility must meet in regards to 
the Sex Offender and Crimes Against 
Minors Registry. 
 
RATIONALE: The rationale for the 
change is that the regulation should be 
consistent with Chapter 829 of the 2020 
Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
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facilities about the minimum requirements 
regarding the Sex Offender and Crimes 
Against Minors Registry. 
 

371-180 N/A 12VAC5-371-180. Infection 
control.  

* * * 
E. During a declared 

public health emergency 
related to a communicable 
disease of public health 
threat, the nursing facility shall 
establish a protocol to allow 
residents to receive visits from 
a rabbi, priest, minister, or 
clergy of any religious 
denomination or sect 
consistent with guidance from 
the Centers for Disease 
Control and Prevention and 
the Centers for Medicare and 
Medicaid Services and 
subject to compliance with 
any executive order, order of 
public health, department 
guidance, or any other 
applicable federal or state 
guidance having the effect of 
limiting visitation. 

* * * 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-180. Infection control.  

* * * 
E. During a declared public health 

emergency related to a communicable 
disease of public health threat, the 
nursing facility shall establish a protocol to 
allow residents to receive visits from a 
rabbi, priest, minister, or clergy of any 
religious denomination or sect consistent 
with guidance from the Centers for 
Disease Control and Prevention CDC and 
the Centers for Medicare and Medicaid 
Services CMS and subject to compliance 
with any executive order, order of public 
health, department guidance, or any other 
applicable federal or state guidance 
having the effect of limiting visitation. 

* * * 
F. During a public health emergency 

related to COVID-19, a nursing faciltiy 
shall establish a protocol to allow each 
resident to receive visits, consistent with 
guidance from the CDC and as directed 
by CMS and the board, which shall 
include: 

1.Provisions describing: 
a. The conditions, including 
conditions related to the 
presence of COVID-19 in the 
nursing facility and 
community, under which in-
person visits will be allowed 
and under which in-person 
visits will not be allowed and 
visits will be required to be 
virtual; 
b. The requirements with 
which in-person visitors will 
be required to comply to 
protect the health and safety 
of the residents and staff of 
the nursing facility; 
c. The types of technology, 
including interactive audio or 
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video technology, and the 
staff support necessary to 
ensure visits are provided as 
required by this subsection; 
and 
d. The steps the nursing 
facility will take in the event of 
a technology failure, service 
interruption, or documented 
emergency that prevents 
visits from occurring as 
required by this subsection; 

2. A statement of the frequency 
with which visits, including virtual 
and in-person, where 
appropriate, will be allowed, 
which shall be at least once every 
10 calendar days for each 
resident; 
3. A provision authorizing a 
resident or the resident's 
personal representative to waive 
or limit visitation, provided that 
such waiver or limitation is 
included in the resident's health 
record; and  
4. A requirement that the nursing 
facility publish on its website or 
communicate to each resident or 
the resident's authorized 
representative, in writing or via 
electronic means, the nursing 
facility's plan for providing visits to 
residents as required by this 
subsection. 

 
INTENT: The intent of the change is to 
describe the minimum requirements a 
nursing facility must meet in regards to 
visitation during certain public health 
emergencies. 
 
RATIONALE: The rationale for the 
change is that the regulation should be 
consistent with Chapters 10 and 11 of the 
2020 Acts of Assembly, Special Session 
I. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilities about the minimum requirements 
for visitation during a future public health 
emergency. 
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371-300 N/A 12VAC5-371-300. 

Pharmaceutical services.  
* * * 

E. Excluding cannabidiol 
oil and THC-A oil, no drug or 
medication shall be 
administered to any resident 
without a valid verbal order or 
a written, dated and signed 
order from a physician, 
dentist, podiatrist, nurse 
practitioner, or physician 
assistant, licensed in Virginia. 

F. Nursing facility 
employees who are 
authorized to possess, 
distribute, or administer 
medications to residents may 
store, dispense, or administer 
cannabidiol oil or THC-A oil to 
a resident who has: 

1. Been issued a valid 
written certification 
for the use of 
cannabidiol oil or 
THC-A oil in 
accordance with 
subsection B of § 
54.1-3408.3 of the 
Code of Virginia; and 

* * * 
 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-300. Pharmaceutical 
services.  

* * * 
E. Excluding cannabidiol oil and THC-

A cannabis oil, no drug or medication 
shall be administered to any resident 
without a valid verbal order or a written, 
dated and signed order from a physician, 
dentist, podiatrist, nurse practitioner, or 
physician assistant, licensed in Virginia. 

F. Nursing facility employees who are 
authorized to possess, distribute, or 
administer medications to residents may 
store, dispense, or administer cannabidiol 
oil or THC-A cannabis oil to a resident 
who has: 

1. Been issued a valid written 
certification for the use of 
cannabidiol oil or THC-A 
cannabis oil in accordance with 
subsection B of § 54.1-3408.3 of 
the Code of Virginia; and 

* * * 
 
INTENT: The intent of the change is to 
match regulatory language to statutory 
language. 
 
RATIONALE: The rationale for the 
change is that the regulation should be 
consistent with Chapter 1278 of the 2020 
Acts of Assembly. 
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion for nursing 
facilities about the correct terminology for 
cannabis oil. 
 

371-410 N/A 12VAC5-371-410. 
Architectural drawings and 
specifications.  

A. All construction of new 
buildings and all additions, 
renovations, or alterations, or 
repairs of existing buildings 
for occupancy as a nursing 
facility shall conform to state 
and local codes, zoning 

CHANGE: The Board is proposing the 
following change: 
 
12VAC5-371-410. Architectural 
drawings and specifications.  

A. All construction of new buildings 
and all additions, renovations, or 
alterations, or repairs of existing buildings 
for occupancy as a nursing facility shall 
conform to state and local codes, zoning 
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ordinances, and the Virginia 
Uniform Statewide Building 
Code (13VAC5-63). 

In addition, nursing 
facilities shall be designed 
and constructed consistent 
with Parts 1 and 2 and section 
Chapter 3.1 of Part 3 of the 
2018 Guidelines for Design 
and Construction of 
Residential Health, Care, and 
Support Facilities, 2022 
Edition of the (The Facility 
Guidelines Institute), as 
amended by the August 2022 
Errata for Guidelines for 
Design and Construction of 
Residential Health, Care, and 
Support Facilities, 2022 
Edition (The Facilities 
Guidelines Institute) pursuant 
to § 32.1-127.001 of the Code 
of Virginia. 

B. …The architect shall 
certify that the drawings and 
specifications were prepared 
to conform to the Virginia 
Uniform Statewide Building 
Code and be consistent with 
Parts 1 and 2 and section 
Chapter 3.1 of Part 3 of the 
2018 Guidelines for Design 
and Construction of 
Residential Health, Care, and 
Support Facilities, 2022 
edition of the (The Facility 
Guidelines Institute), as 
amended by the August 2022 
Errata for Guidelines for 
Design and Construction of 
Residential Health, Care, and 
Support Facilities, 2022 
Edition (The Facilities 
Guidelines Institute). 

* * * 
 

ordinances, and the Virginia Uniform 
Statewide Building Code (13VAC5-63). 

In addition, nursing facilities shall be 
designed and constructed consistent with 
Parts 1 and 2 and section Chapter 3.1 of 
Part 3 of the 2018 Guidelines for Design 
and Construction of Residential Health, 
Care, and Support Facilities, 2022 Edition 
of the (The Facility Guidelines Institute), 
as amended by the August 2022 Errata 
for Guidelines for Design and 
Construction of Residential Health, Care, 
and Support Facilities, 2022 Edition (The 
Facilities Guidelines Institute) pursuant to 
§ 32.1-127.001 of the Code of Virginia. 

B. …The architect shall certify that the 
drawings and specifications were 
prepared to conform to the Virginia 
Uniform Statewide Building Code and be 
consistent with Parts 1 and 2 and section 
Chapter 3.1 of Part 3 of the 2018 
Guidelines for Design and Construction of 
Residential Health, Care, and Support 
Facilities, 2022 edition of the (The Facility 
Guidelines Institute), as amended by the 
August 2022 Errata for Guidelines for 
Design and Construction of Residential 
Health, Care, and Support Facilities, 2022 
Edition (The Facilities Guidelines 
Institute). 

* * * 
 
INTENT: The intent of the change is to 
update the design and construction 
guidelines to the recently published 2022 
edition. 
 
RATIONALE: The rationale for the 
change is that the regulation should be in 
conformity with the mandates in Chapters 
177 and 222 of the 2005 Acts of 
Assembly.  
 
LIKELY IMPACT: The likely impact of the 
change is reduced confusion about which 
edition of the FGI guidelines nursing 
facilities should reference. 
 

371-
DIBR 

N/A Documents Incorporated 
by Reference (12VAC5-371) 

Guidelines for Design and 
Construction of Residential 

CHANGE: The Board is proposing the 
following change: 
 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
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Health, Care, and Support 
Facilities,  2018 Edition, 
Facility Guidelines Institute 
http://www.fgiguidelines.org. 

Guidelines for Preventing 
Health-Care-Associated 
Pneumonia, 2003, MMWR 53 
(RR-3), Advisory Committee 
on Immunization Practices, 
Centers for Disease Control 
and Prevention. 

Prevention and Control of 
Seasonal Influenza with 
Vaccines: Recommendations 
of the Advisory Committee on 
Immunization Practices — 
United States, 2020–21 
Influenza Season, 2020, 
MMWR 69 (RR-8), Centers 
for Disease Control and 
Prevention. 

Documents Incorporated by 
Reference (12VAC5-371) 

Errata for Guidelines for Design and 
Construction of Residential Health, Care, 
and Support Facilities, The Facilities 
Guidelines Institute, 2022 Edition, 
https://fgiguidelines.org/guidelines/errata-
addenda/ (eff. 8/2022). 

Guidelines for Design and 
Construction of Residential Health, Care, 
and Support Facilities, The Facilities 
Guidelines Institute, 2018 2022 Edition, 
Facility Guidelines Institute 
http://www.fgiguidelines.org. 

Guidelines for Preventing Health-
Care-Associated Pneumonia, 2003, 
MMWR 53 (RR-3), Advisory Committee 
on Immunization Practices, Centers for 
Disease Control and Prevention. 

Prevention and Control of Seasonal 
Influenza with Vaccines: 
Recommendations of the Advisory 
Committee on Immunization Practices — 
United States, 2020–21 Influenza 
Season, 2020, MMWR 69 (RR-8), 
Centers for Disease Control and 
Prevention. 

Intervals Between PCV13 and 
PPSV23 Vaccines: Recommendations of 
ACIP, MMWR 64 (15), 2015, CDC. 

Prevention and Control of Seasonal 
Influenza with Vaccines: 
Recommendations of the Advisory 
Committee on Immunization Practices — 
United States, 2022–23 Influenza 
Season, MMWR 71 (1), 2022, CDC. 

Prevention of Pneumococcal Disease 
Among Infants and Children — Use of 13-
Valent Pneumococcal Conjugate Vaccine 
and 23-Valent Pneumococcal 
Polysaccharide Vaccine: 
Recommendations of ACIP, MMWR 59 
(RR-11), 2010, CDC. 

Updated Recommendations for 
Prevention of Invasive Pneumococcal 
Disease Among Adults Using the 23-
Valent Pneumococcal Polysaccharide 
Vaccine (PPSV23), MMWR 59 (34), 
2010, CDC. 

http://www.fgiguidelines.org/
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
http://www.fgiguidelines.org/
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf


Town Hall Agency Background Document     Form:  TH-04 
 

 33 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Adults Aged >65 Years: 
Recommendations of ACIP, MMWR 63 
(37), 2014, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Adults Aged >65 Years: Updated 
Recommendations of ACIP, MMWR 68 
(46), 2019, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
for Adults with Immunocompromising 
Conditions: Recommendations of ACIP, 
MMWR 61 (40), 2012, CDC. 

Use of 13-Valent Pneumococcal 
Conjugate Vaccine and 23-Valent 
Pneumococcal Polysaccharide Vaccine 
Among Children Aged 6–18 Years with 
Immunocompromising Conditions: 
Recommendations of ACIP, MMWR 62 
(25), 2013, CDC. 

Use of 15-Valent Pneumococcal 
Conjugate Vaccine and 20-Valent 
Pneumococcal Conjugate Vaccine 
Among U.S. Adults: Updated 
Recommendations of ACIP — United 
States, MMWR 71 (4), 2022, CDC. 
 
INTENT: The intent of these proposed 
changes is to ensure documents 
incorporated by reference are current and 
accurate. 
 
RATIONALE: The rationale behind these 
proposed changes is that nursing facilities 
should be held to current standards and 
guidelines. 
 
LIKELY IMPACT: The likely impact of 
these proposed changes is improved 
resident health and safety at nursing 
facilities. 
 

 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
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Project 6021 - Fast-Track 1 

Department of Health 2 

Amend Regulation to Incorporate Chapter 72 (2021 Acts of Assembly, Special Session I), 3 
Chapters 829, 1080, and 1081 (2020 Acts of Assembly), Chapters 10 and 11 (2020 Acts of 4 

Assembly, Special Session I), Chapters 177 and 222 (2005 Acts of Assembly) and 5 
Chapter 762 (2004 Acts of Assembly), Update Terms to Match Statutory Language, and 6 

Update Licensure Provisions 7 
12VAC5-371-10. Definitions.  8 

The following words and terms when used in this chapter shall have the following meanings 9 
unless the context clearly indicates otherwise: 10 

"Abuse" means the willful infliction of injury, unreasonable confinement, intimidation, or 11 
punishment with resulting physical harm, pain or mental anguish, or deprivation by an individual, 12 
including caretaker, of goods or services that are necessary to attain or maintain physical, 13 
mental, and psychosocial well-being. This includes verbal, sexual, physical, or mental abuse. 14 

"ACIP" means the Advisory Committee on Immunization Practices of the CDC. 15 
"Administrator" means the individual licensed by the Virginia Board of Long-Term Care 16 

Administrators and who has the necessary authority and responsibility for management of the 17 
nursing facility. 18 

"Admission" means the process of acceptance into a nursing facility, including orientation, 19 
rules and requirements, and assignment to appropriate staff. Admission does not include 20 
readmission to the facility after a temporary absence. 21 

"Advance directive" means (i) a witnessed written document, voluntarily executed by the 22 
declarant in accordance with the requirements of § 54.1-2983 of the Code of Virginia, or (ii) a 23 
witnessed oral statement, made by the declarant subsequent to the time he is diagnosed as 24 
suffering from a terminal condition and in accordance with the provision of § 54.1-2983 of the 25 
Code of Virginia. 26 

"Assessment" means the process of evaluating a resident for the purpose of developing a 27 
profile on which to base services. Assessment includes information gathering, both initially and 28 
on an ongoing basis, designed to assist the multi-disciplinary staff in determining the resident's 29 
need for care, and the collection and review of resident-specific data. 30 

"Attending physician" means a physician currently licensed by the Virginia Board of 31 
Medicine and identified by the resident, or legal representative, as having the primary 32 
responsibility in determining the delivery of the resident's medical care. 33 

"Barrier crime" means any offense set forth in clause (i) of the definition of barrier crime in § 34 
19.2-392.02 of the Code of Virginia. 35 

"Board" means the Board of Health. 36 
"Business day" means any day that is not a Saturday, Sunday, legal holiday, or day on 37 

which the OLC is closed. For the purposes of this chapter, any day on which the Governor 38 
authorizes the closing of the state government shall be considered a legal holiday. 39 

"Cannabidiol oil" "Cannabis oil" means the same as the term is defined in subsection A of § 40 
54.1-3408.3 of the Code of Virginia. 41 

"CDC" means the Centers for Disease Control and Prevention. 42 
"Certified nurse aide" means the title that can only be used by individuals who have met the 43 

requirements to be certified, as defined by the Virginia Board of Nursing, and who are listed in 44 
the nurse aide registry. 45 
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"Chemical restraint" means a psychopharmacologic drug (a drug prescribed to control 46 
mood, mental status, or behavior) that is used for discipline or convenience and not required to 47 
treat medical symptoms or symptoms from mental illness or mental retardation that prohibit an 48 
individual from reaching his highest level of functioning. 49 

"Clinical record" means the documentation of health care services, whether physical or 50 
mental, rendered by direct or indirect resident-provider interactions. An account compiled by 51 
physicians and other health care professionals of a variety of resident health information, such 52 
as assessments and care details, including testing results, medicines, and progress notes. 53 

"CMS" means the Centers for Medicare and Medicaid Services. 54 
"Commissioner" means the State Health Commissioner. 55 
"Complaint" means any allegation received by the Department of Health other than an 56 

incident reported by the facility staff. Such allegations include abuse, neglect, exploitation, or 57 
violation of state or federal laws or regulations. 58 

"Comprehensive plan of care" means a written action plan, based on assessment data, that 59 
identifies a resident's clinical and psychosocial needs, the interventions to meet those needs, 60 
treatment goals that are measurable and that documents the resident's progress toward 61 
meeting the stated goals. 62 

"Construction" means the building of a new nursing facility or the expansion, remodeling, or 63 
alteration of an existing nursing facility and includes the initial and subsequent equipping of the 64 
facility. 65 

"Criminal record report" means either the criminal record clearance with respect to 66 
convictions for barrier crimes or the criminal history record from the Central Criminal Records 67 
Exchange of the Virginia Department of State Police. 68 

"Department" means the Virginia Department of Health. 69 
"Dignity" means staff, in their interactions with residents, carry out activities which assist a 70 

resident in maintaining and enhancing the resident's self-esteem and self-worth. 71 
"Discharge" means the process by which the resident's services, delivered by the nursing 72 

facility, are terminated. 73 
"Discharge summary" means the final written summary of the services delivered, goals 74 

achieved and post-discharge plan or final disposition at the time of discharge from the nursing 75 
facility. The discharge summary becomes a part of the clinical record. 76 

"Drug" means (i) articles or substances recognized in the official United States "Drug" 77 
Pharmacopoeia National Formulary or official Homeopathic Pharmacopoeia of the United 78 
States, or any supplement to any of them; (ii) articles or substances intended for the use in the 79 
diagnosis, cure, mitigation, treatment, or prevention of disease in man or other animal; (iii) 80 
articles or substances, other than food, intended to affect the structure or any function of the 81 
body of man or other animal; and (iv) articles or substances intended for use as a component of 82 
any article specified in clause (i), (ii), or (iii). This does not include devices or their components, 83 
parts or accessories. 84 

"Electronic monitoring" means an unmanned video recording system with or without audio 85 
capability installed in the room of a resident. 86 

"Emergency preparedness plan" means a component of a nursing facility's safety 87 
management program designed to manage the consequences of natural disasters or other 88 
emergencies that disrupt the nursing facility's ability to provide care. 89 

"Employee" means a person who performs a specific job function for financial remuneration 90 
on a full-time or part-time basis. 91 
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"Facility-managed" means an electronic monitoring system that is installed, controlled, and 92 
maintained by the nursing facility with the knowledge of the resident or legal representative in 93 
accordance with the facility's policies. 94 

"Full-time" means a minimum of 35 hours or more worked per week in the nursing facility. 95 
"Inspector" means an individual employed by or contracted by the department and 96 

designated by the commissioner to conduct inspections, investigations, or evaluations. 97 
"Intelligent personal assistant" means a combination of an electronic device and a 98 

specialized software application designed to assist users with basic tasks using a combination 99 
of natural language processing and artificial intelligence, including such combinations known as 100 
digital assistants or virtual assistants. 101 

"Legal representative" means a person legally responsible for representing or standing in 102 
the place of the resident for the conduct of his affairs. This may include a guardian, conservator, 103 
attorney-in-fact under durable power of attorney, trustee, or other person expressly named by a 104 
court of competent jurisdiction or the resident as his agency in a legal document that specifies 105 
the scope of the representative's authority to act. A legal representative may only represent or 106 
stand in the place of a resident for the function for which he has legal authority to act. 107 

"Licensee" means a person that has received and maintains an active license under the 108 
provisions of Article 1 (§ 32.1-123 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia and 109 
this chapter. 110 

"Medication" means any substance, whether prescription or over-the-counter drug, that is 111 
taken orally or injected, inserted, topically applied, or otherwise administered. 112 

"Neglect" means a failure to provide timely and consistent services, treatment, or care to a 113 
resident necessary to obtain or maintain the resident's health, safety, or comfort or a failure to 114 
provide timely and consistent goods and services necessary to avoid physical harm, mental 115 
anguish, or mental illness. 116 

"Nursing facility" means any nursing home as defined in § 32.1-123 of the Code of Virginia. 117 
"OLC" means the Office of Licensure and Certification of the Virginia Department of Health. 118 
"Person" means any individual, corporation, partnership, association, trust, or other legal 119 

entity, whether governmental or private, owning, managing, or operating a nursing facility. 120 
"Physical restraint" means any manual method or physical or mechanical device, material, 121 

or equipment attached or adjacent to the resident's body that the individual cannot remove 122 
easily which restricts freedom of movement or normal access to one's own body. 123 

"Policy" means a written statement that describes the principles and guides and governs the 124 
activities, procedures and operations of the nursing facility. 125 

"Procedures" means a series of activities designed to implement program goals or policy, 126 
which may or may not be written, depending upon the specific requirements within this chapter. 127 
For inspection purposes, there must be evidence that procedures are actually implemented. 128 

"Progress note" means a written statement, signed and dated by the person delivering the 129 
care, consisting of a pertinent, chronological report of the resident's care. A progress note is a 130 
component of the clinical record. 131 

"Qualified" means meeting current legal requirements of licensure, registration or 132 
certification in Virginia; having appropriate training and experience commensurate with assigned 133 
responsibilities; or, if referring to a professional, possessing an appropriate degree or having 134 
documented equivalent education, training or experience. 135 

"Quality assurance" means systematic activities performed to determine the extent to which 136 
clinical practice meets specified standards and values with regard to such things as 137 
appropriateness of service assignment and duration, appropriateness of facilities and resources 138 
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utilized, adequacy and clinical soundness of care given. Such activities should also assure 139 
changes in practice that do not meet accepted standards. Examples of quality assurance 140 
activities include the establishment of facility-wide goals for resident care, the assessment of the 141 
procedures used to achieve the goals, and the proposal of solutions to problems in attaining 142 
those goals. 143 

"Readmission" means a planned return to the nursing facility following a temporary absence 144 
for hospitalization, off-site visit or therapeutic leave, or a return stay or confinement following a 145 
formal discharge terminating a previous admission. 146 

"Resident" means the primary service recipient, admitted to the nursing facility, whether that 147 
person is referred to as a client, consumer, patient, or other term. 148 

"Resident-managed" means an electronic monitoring system that is installed, controlled, and 149 
maintained by the resident with the knowledge of the nursing facility. 150 

"Supervision" means the ongoing process of monitoring the skills, competencies and 151 
performance of the individual supervised and providing regular, face-to-face guidance and 152 
instruction. 153 

"Sworn disclosure" means a written statement or affirmation disclosing any criminal 154 
convictions or any pending criminal charges, whether within or outside the Commonwealth, by 155 
an applicant for compensated employment with a nursing facility. 156 

"THC-A oil" means the same as the term is defined in subsection A of § 54.1-3408.3 of the 157 
Code of Virginia. 158 

"Volunteer" means a person who, without financial remuneration, provides services to the 159 
nursing facility. 160 
Statutory Authority  161 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 162 
Historical Notes  163 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 164 
Register Volume 23, Issue 10, eff. March 1, 2007; Volume 26, Issue 26, eff. September 30, 165 
2010; Volume 35, Issue 5, eff. December 13, 2018; Volume 36, Issue 23, eff. August 6, 2020; 166 
Volume 37, Issue 17, eff. May 27, 2021; Volume 38, Issue 4, eff. November 11, 2021. 167 
12VAC5-371-30. License.  168 

A. This chapter is not applicable to: 169 
1. Those entities listed in § 32.1-124 of the Code of Virginia; and 170 
2. Facilities established or operated for the practice of religious tenets pursuant to § 171 
32.1-128 of the Code of Virginia, except that such facilities shall comply with the statutes 172 
and regulations on environmental protection and life safety. 173 

B. A license to operate a nursing facility is shall be issued to a person or organization. An 174 
organization may be a partnership, association, corporation, or public entity. 175 

C. Each license shall expire at midnight December 31 of the year issued and renewal 176 
thereof shall be issued for one year. A nursing facility shall operate within the terms of its 177 
license, which include the: 178 

1. Name of the nursing facility; 179 
2. Name of the operator; 180 
3. Physical location of the nursing facility; 181 
4. Maximum number of beds allowed, except as provide in 12VAC5-371-40 G; and 182 
5. Date the license expires. 183 
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D. A separate license shall be required for nursing facilities maintained on separate 184 
premises, even though they are owned or are operated under the same management. 185 

E. Every nursing facility shall be designated by a permanent and unique name. 186 
F. The number of resident beds allowed in a nursing facility shall be determined by the 187 

department commissioner. Requests to increase beds must be made in writing and must 188 
include an approved Certificate of Public Need, except as provided in 12VAC5-371-40 G. 189 

G. Nursing facility Long-term care nursing units located in and operated by hospitals shall be 190 
licensed under Regulations for the Licensure of Hospitals in Virginia (12VAC5-410). Approval 191 
for such units shall be included on the annual license issued to each hospital. 192 

H. Any person establishing, conducting, maintaining, or operating a nursing facility without a 193 
license shall be guilty of a Class 6 felony. 194 

I. The licensee shall at all times: 195 
1. Maintain an active and accurate license; and 196 
2. Post its current license in a place readily visible and accessible to the public at the 197 
nursing facility. 198 

Statutory Authority  199 
§§ 32.1-12 , 32.1-125 and 32.1-127 of the Code of Virginia. 200 
Historical Notes  201 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 202 
Register Volume 23, Issue 10, eff. March 1, 2007; Volume 35, Issue 24, eff. August 23, 2019; 203 
Volume 37, Issue 17, eff. May 27, 2021.</span.</s.</s.</s. 204 
12VAC5-371-55. Plan of correction.  205 

A. Upon receipt of a written inspection report, the administrator or his designee shall prepare 206 
a written plan of correction addressing each licensing violation cited at the time of inspection. 207 

B. The administrator or his designee shall submit to the OLC a written plan of correction no 208 
more than 15 business days after receipt of the inspection report. The plan of correction shall 209 
contain for each licensing violation cited: 210 

1. A description of the corrective action or actions to be taken and the position title of the 211 
employees to implement the corrective action. If employees share the same position 212 
title, the administrator or his designee shall assign the employees a unique identifier to 213 
distinguish them; 214 
2. The expected correction date, not to exceed 45 business days from the exit date of 215 
the inspection; and 216 
3. A description of the measures implemented to prevent a recurrence of each licensing 217 
violation. 218 

C. The administrator or his designee shall ensure that the person responsible for the validity 219 
of the plan of correction signs, dates, and indicates their title on the plan of correction. 220 

D. The OLC shall notify the administrator or his designee if the OLC determines any item in 221 
the plan of correction is unacceptable. 222 

E. The OLC may conduct an inspection to verify any portion of a plan of correction has been 223 
implemented. 224 

F. The administrator or his designee shall ensure the plan of correction is implemented and 225 
monitored so that compliance is maintained. 226 

G. The commissioner may deny licensure or renewal of licensure if the administrator or his 227 
designee fails to submit an acceptable plan of correction or fails to implement an acceptable 228 
plan of correction. 229 
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H. The OLC shall consider the submission date of a plan of correction to be the date it is 230 
postmarked or the date it is received, whichever is earlier. 231 
Statutory Authority  232 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 233 
12VAC5-371-60. On-site inspections Inspection procedure.  234 

A. The licensing representative OLC shall make periodic unannounced on-site inspections 235 
of the nursing facility as necessary but not less often than biennially. The OLC may make on-236 
site inspections of applicants for licensure. The licensee shall be responsible for correcting any 237 
deficiencies found during any on-site inspection. Compliance with all standards will shall be 238 
determined by the OLC. 239 

B. The licensee or applicant shall: 240 
1. make Make available to the licensing representative inspector any necessary 241 
requested records; 242 
2. Permit an inspector to enter upon and into its property to inspect or investigate as the 243 
inspector reasonably deems necessary in order to determine the state of compliance 244 
with the provisions of this chapter and all laws administered by the board; and 245 
3. Allow the inspector access to interview the agents, employees, independent 246 
contractors, residents, legal representatives, resident's family members, and any person 247 
under the licensee’s or applicant's control, direction, or supervision. 248 

C. The licensee shall also allow the licensing representative to interview the agents, 249 
employees, residents, family members, and any person under its custody, control, direction or 250 
supervision. 251 

D. C. After the on-site inspection, the licensing representative inspector shall: discuss the 252 
findings of the inspection with the administrator or designee. 253 

1. Discuss the findings of the inspection with the administrator or his designee; and 254 
2. Provide a written inspection report to the administrator or his designee. 255 

E. As applicable, the administrator shall submit an acceptable plan for correcting any 256 
deficiencies found during an on-site inspection. 257 

F. The administrator will be notified whenever any item in the plan of correction is 258 
determined to be unacceptable. 259 

G. The administrator shall be responsible for assuring the plan of correction is implemented 260 
and monitored so that compliance is maintained. 261 

D. If the OLC cites one or more licensing violations in the written inspection report, the 262 
administrator or his designee shall submit a plan of correction in accordance with 12VAC5-371-263 
55. 264 
Statutory Authority  265 
§§ 32.1-12 , 32.1-25, and 32.1-127 of the Code of Virginia. 266 
Historical Notes  267 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 268 
Register Volume 23, Issue 10, eff. March 1, 2007; Volume 37, Issue 17, eff. May 27, 2021. 269 
12VAC5-371-70. Complaint investigation.  270 

A. The OLC has the responsibility to shall investigate any complaints and shall determine if 271 
an investigation requires an on-site inspection. In making this determination, the OLC shall 272 
consider several factors, to include: regarding alleged violations of the standards or statutes and 273 
complaints of the abuse or neglect of persons in care. The Department of Social Services and 274 
the State Ombudsman are notified of complaints received. 275 
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1. If the complainant has first-hand knowledge of the alleged incident; 276 
2. The nursing facility's regulatory history, including the number and severity of 277 
substantiated prior complaints; 278 
3. If the OLC has recently inspected the nursing facility and if the alleged incident would 279 
have been reviewed during the prior inspection; 280 
4. The nature of the complaint, including degree of potential serious harm to residents; 281 
and 282 
5. If the complaint may be investigated pursuant to Title XVIII or Title XIX of the Social 283 
Security Act. 284 

B. The OLC may request records from the licensee to assist in making a determination 285 
pursuant to subsection A of this section. The licensee shall provide the requested records no 286 
more than seven calendar days after OLC makes a request pursuant to this subsection. 287 

B. C. The OLC may receive Complaints complaints may be received in written or oral form 288 
and may be receive anonymous complaints. 289 

C. D. When the investigation is complete, the OLC shall notify the licensee and the 290 
complainant, if known, will be notified in writing of the findings of the investigation. 291 

D. E. As applicable, For any licensing violation cited during a complaint investigation, the 292 
administrator or his designee shall submit an acceptable a plan of correction for correcting any 293 
deficiencies found during a complaint investigation in accordance with 12VAC5-371-55. 294 

E. The administrator will be notified whenever any item in the plan of correction is 295 
determined to be unacceptable. 296 

F. The administrator shall be responsible for assuring the plan of correction is implemented 297 
and monitored so that compliance is maintained. 298 
Statutory Authority  299 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 300 
Historical Notes  301 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 302 
Register Volume 23, Issue 10, eff. March 1, 2007; Volume 37, Issue 17, eff. eff. May 27, 303 
2021.</span.</s. 304 
12VAC5-371-90. Administrative sanctions Disciplinary action.  305 

A. Nothing in this part shall prohibit the department from exercising its responsibility and 306 
authority to enforce the regulation, including proceeding directly to imposition of administrative 307 
sanctions, when the quality of care or the quality of life has been severely compromised. 308 

B. The commissioner may impose such administrative sanctions or take such actions as are 309 
appropriate for violation of any of the standards or statutes or for abuse or neglect of persons in 310 
care. Such sanctions include: 311 

1. Restricting or prohibiting new admissions to any nursing facility; 312 
2. Petitioning the court to impose a civil penalty or to appoint a receiver, or both; or 313 
3. Revoking or suspending the license of a nursing facility. 314 

C. The following reasons may be considered by the department for the imposition of 315 
administrative sanctions or the imposition of civil penalties: 316 

1. Failure to demonstrate or maintain compliance with applicable standards or for 317 
violations of the provisions of the Code of Virginia; 318 
2. Permitting, aiding, or abetting the commission of any illegal act in the nursing facility; 319 
or 320 
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3. Deviating significantly from the program or services for which a license was issued 321 
without obtaining prior written approval from the OLC, or failure to correct such 322 
deviations within a specified time. 323 

D. Violations which in the judgment of the OLC jeopardize the health and safety of residents 324 
shall be sufficient cause for immediate imposition of this section. 325 

E. The licensee will receive a notice of the department's intent to impose sanctions. The 326 
notice shall describe the reasons for imposing the sanction. 327 

F. Upon receipt of the notice to impose a sanction, the licensee has the right and the 328 
opportunity to appeal according to the Administrative Process Act (§ 2.2-4000 et seq. of the 329 
Code of Virginia). The procedures for filing an appeal shall be outlined in the notice. 330 

A. The licensee may not: 331 
1. Violate the provisions of this chapter or Articles 1 (§ 32.1-123 et seq.) or 2 (§ 32.1-138 332 
et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia; 333 
2. Permit, aid, or abet the commission of any illegal act in the nursing facility; or 334 
3. Engage in a pattern of violations pursuant to § 38.2-3445.01 of the Code of Virginia. 335 

B. The commissioner may: 336 
1. For each violation of subsection A of this section: 337 

a. Deny, revoke, or suspend the license to operate the nursing facility in accordance 338 
with the Administrative Process Act (§ 2.2-4000 et seq. of the Code of Virginia); 339 
b. Restrict or prohibit new admissions to the nursing facility in accordance with the 340 
Administrative Process Act (§ 2.2-4000 et seq. of the Code of Virginia); 341 
c. Refer the licensee for criminal prosecution pursuant to subsection A of § 32.1-27 342 
of the Code of Virginia; 343 
d. Petition an appropriate court for an injunction, mandamus, or other appropriate 344 
remedy against the licensee pursuant to subsection B of § 32.1-27 of the Code of 345 
Virginia; 346 
e. Petition an appropriate court for imposition of a civil monetary penalty against the 347 
licensee pursuant to subsection C of § 32.1-27 of the Code of Virginia or subsection 348 
A of § 32.1-27.1 of the Code of Virginia; or 349 
f. Petition an appropriate court for appointment of a receiver pursuant to subsection 350 
B of § 32.1-27.1 of the Code of Virginia; and 351 

2. For each violation of subdivision A 3 of this section, levy a fine upon the licensee in an 352 
amount not to exceed $1,000 per violation, in accordance with the Administrative 353 
Process Acts (§ 2.2-4000 et seq. of the Code of Virginia). 354 

C. Suspension of a license shall in all cases be for an indefinite time. 355 
D. For each violation of subsection A of this section and with the consent of the person who 356 

has violated subsection A of this section, the board may provide, in an order issued by the 357 
board, for the payment of civil charges for past violations in specific sums, which may not 358 
exceed the limits specified in §§ 32.1-27 or 32.1-27.1 of the Code of Virginia. 359 

E. Upon receipt of a completed application and a nonrefundable service charge, the 360 
commissioner may issue a new license to the licensee that has had its license revoked if the 361 
commissioner determines that: 362 

1. The conditions upon which revocation was based have been corrected; and 363 
2. The applicant is in compliance with this chapter, Articles 1 (§ 32.1-123 et seq.) and 2 364 
(§ 32.1-138 et seq.) of Chapter 5 of Title 32.1 of the Code of Virginia, and all other 365 
applicable state and federal law and regulations. 366 
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F. Upon receipt of a completed application, the commissioner may partially or completely 367 
restore a suspended license to the licensee if the commissioner determines that: 368 

1. The conditions upon which suspension was based have been completely or partially 369 
corrected; and 370 
2. The interests of the public will not be jeopardized by resumption of operation. 371 

G. The commissioner may not require an additional fee for restoring a license pursuant to 372 
subsection F of this section. 373 

H. The licensee shall submit evidence relevant to subdivisions E 1, E 2, F 1, and F 2 of this 374 
section that is satisfactory to the commissioner or his designee. The commissioner or his 375 
designee may conduct an inspection prior to making a determination. 376 
Statutory Authority  377 
§§ 32.1-12, 32.1-27, 32.1-27.1, and 32.1-127 of the Code of Virginia. 378 
Historical Notes  379 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 380 
Register Volume 23, Issue 10, eff. March 1, 2007. 381 
12VAC5-371-100. Surrender of a license; mid-term change of license.  382 

A. Upon revocation or suspension of a license, the licensee must shall surrender its license 383 
to a representative of the OLC. 384 

B. If a license is revoked, a new license may be issued by the commissioner after 385 
satisfactory evidence is submitted that the conditions upon which revocation was based have 386 
been corrected and after proper inspection has been made and compliance with this chapter 387 
and applicable state and federal law has been obtained. 388 

C. Suspension of a license shall in all cases be for an indefinite time. The commissioner 389 
may completely or partially restore a suspended license when he determines that the conditions 390 
upon which suspension was based have been completely or partially corrected and that the 391 
interests of the public will not be jeopardized by resumption of operation. 392 

D. Other circumstances under which a license must be surrendered include transfer of 393 
ownership and discontinuation of services. The licensee must notify the OLC, in writing, 30 days 394 
before discontinuing services. 395 

B. A licensee shall notify the director of the OLC in writing by submitting a mid-term change 396 
application no less than 30 calendar days in advance of implementing any: 397 

1. Change of location of the nursing facility; 398 
2. Chapge of ownership of the nursing facility; 399 
3. Change of operator of the nursing facility; 400 
4. Change of name of the nursing facility; 401 
5. Change of bed capacity, except as provided in 12VAC5-371-40 G, which shall be 402 
accompanied by an approved Certificate of Public Need if the requested change is for an 403 
increase in bed capacity; 404 
6. Change in management contract or lease agreement to operate the nursing facility; 405 
7. Change of services being provided, including any proposed addition or 406 
discontinuation, regardless of whether licensure is required for the service; or 407 
8. Closure of the nursing facility. 408 

C. The OLC shall: 409 
1. Consider the submission date of a mid-term change application to be the date it is 410 
postmarked or the date it is received, whichever is earlier; and 411 
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2. Notify in writing the licensee if the commissioner will issue a changed license. 412 
D. The commissioner's issuance of changed license to the licensee shall satisfy the 413 

requirements of subdivision C 2 of this section. 414 
E Upon receipt of the changed license, the licensee shall surrender its prior license issued 415 

by the commissioner to the OLC and destroy any copies of the prior license. 416 
F. A license may not be transferred or assigned. The commissioner may not issue a 417 

changed license in response to a change of operator of the nursing facility, but shall instead 418 
require the nursing facility to obtain a new license. If the nursing facility intends to implement a 419 
change of operator, it shall: 420 

1. File for a new license, in accordance with 12VAC5-371-40, no less than 30 calendar 421 
days in advance of any operator change; and 422 
2. Upon receipt of the new license, surrender its prior license issued by the 423 
commissioner to the OLC and destroy any copies of the prior license. 424 

G. If the nursing facility is closing or will otherwise no longer be operational, it shall: 425 
1. Notify residents, legal representatives, and the OLC no fewer than seven calendar 426 
days prior to closing or ceasing operations where all clinical records are to be located 427 
following closure or cessation of operations; and 428 
2. Surrender its license to the OLC and destroy all copies of its license no more than five 429 
calendar days after the nursing facility closes or ceases operations. 430 

H. The OLC shall determine if any changes listed in subsection B affect the terms of the 431 
license or the continuing eligibility for a license. An inspector may inspect the nursing facility 432 
during the process of evaluating a proposed change. 433 
Statutory Authority  434 
§§ 32.1-12 , 32.1-125, and 32.1-127 of the Code of Virginia. 435 
Historical Notes  436 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 437 
Register Volume 23, Issue 10, eff. March 1, 2007. 438 
12VAC5-371-110. Management and administration.  439 

A. No person shall own, establish, conduct, maintain, manage, or operate any nursing 440 
facility, as defined in § 32.1-123 of the Code of Virginia, without having obtained a license. 441 

B. The nursing facility must comply with: 442 
1. These regulations (12VAC5-371); 443 
2. Other applicable federal, state, or local laws and regulations; and 444 
3. Its own policies and procedures. 445 

C. The nursing facility shall submit, or make available, reports and information necessary to 446 
establish compliance with these regulations and applicable statutes. 447 

D. The nursing facility shall submit, in a timely manner as determined by the OLC, and 448 
implement a written plan of action to correct any noncompliance with these regulations identified 449 
during an inspection. The plan shall include: 450 

1. Description of the corrective action or actions to be taken; 451 
2. Date of completion for each action; and 452 
3. Signature of the person responsible for the operation. 453 

E. D. The nursing facility shall permit representatives from the OLC to conduct inspections 454 
to: 455 

1. Verify application information; 456 
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2. Determine compliance with this chapter; 457 
3. Review necessary records; and 458 
4. Investigate complaints. 459 

F. A nursing facility shall give written notification 30 calendar days in advance of 460 
implementation of changes affecting the accuracy of the license. Changes affecting the 461 
accuracy of the license are: 462 

1. Address; 463 
2. Operator; 464 
3. Name of the nursing facility; 465 
4. Any proposed change in management contract or lease agreement to operate the 466 
nursing facility; 467 
5. Implementing any proposed addition, deletion, or change in nursing facility services 468 
whether or not licensure is required; 469 
6. A change in ownership; or 470 
7. Bed capacity. 471 

Notices shall be sent to the attention of the director of the OLC. 472 
G. The current license from the commissioner shall be posted in a place clearly visible to the 473 

general public. 474 
H. E. The nursing facility shall fully disclose its admission policies, including any preferences 475 

given, to applicants for admission. 476 
I. F. The nursing facility shall identify its operating elements and programs, the internal 477 

relationship among these elements and programs, and the management or leadership structure. 478 
J. G. Unless the vaccination is medically contraindicated or the resident declines the offer of 479 

vaccincation, The the nursing facility shall provide, or arrange for, the administration to its 480 
residents of an annual influenza vaccination and a pneumonia pneumococcal vaccination 481 
according in accordance with the following recommendations of ACIP: to the "Prevention and 482 
Control of Seasonal Influenza with Vaccines: Recommendations of the Advisory Committee on 483 
Immunization Practices — United States, 2020–21 Influenza Season" and "Guidelines for 484 
Preventing Health-Care-Associated Pneumonia" from the Advisory Committee on Immunization 485 
Practices of the Centers for Disease Control and Prevention, unless the vaccination is medically 486 
contraindicated or the resident declines the vaccination offer. 487 

1. Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of 488 
the Advisory Committee on Immunization Practices — United States, 2022–23 Influenza 489 
Season, MMWR 71 (1), 2022, CDC; 490 
2. Use of 15-Valent Pneumococcal Conjugate Vaccine and 20-Valent Pneumococcal 491 
Conjugate Vaccine Among U.S. Adults: Updated Recommendations of ACIP — United 492 
States, MMWR 71 (4), 2022, CDC; 493 
3. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 494 
Polysaccharide Vaccine Among Adults Aged >65 Years: Updated Recommendations of 495 
ACIP, MMWR 68 (46), 2019, CDC; 496 
4. Intervals Between PCV13 and PPSV23 Vaccines: Recommendations of ACIP, 497 
MMWR 64 (15), 2015, CDC; 498 
5. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 499 
Polysaccharide Vaccine Among Adults Aged >65 Years: Recommendations of ACIP, 500 
MMWR 63 (37), 2014, CDC; 501 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf


Page 12 of 17 
 

6. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 502 
Polysaccharide Vaccine Among Children Aged 6–18 Years with Immunocompromising 503 
Conditions: Recommendations of ACIP, MMWR 62 (25), 2013, CDC; 504 
7. Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 505 
Polysaccharide Vaccine for Adults with Immunocompromising Conditions: 506 
Recommendations of ACIP, MMWR 61 (40), 2012, CDC; 507 
8. Prevention of Pneumococcal Disease Among Infants and Children — Use of 13-508 
Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal Polysaccharide 509 
Vaccine: Recommendations of ACIP, MMWR 59 (RR-11), 2010, CDC; and 510 
9. Updated Recommendations for Prevention of Invasive Pneumococcal Disease Among 511 
Adults Using the 23-Valent Pneumococcal Polysaccharide Vaccine (PPSV23), MMWR 512 
59 (34), 2010, CDC. 513 

K. H. Upon request of the nursing facility's family council, the nursing facility shall send 514 
notices and information about the family council mutually developed by the family council and 515 
the administration of the nursing facility, and provided to the nursing facility for such purpose, to 516 
the legal representative or a contact person of the resident's choice up to six times a year. Such 517 
notices may be included together with a monthly billing statement or other regular 518 
communication. Notices and information shall also be posted in a designated location within the 519 
nursing facility. 520 
Statutory Authority  521 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 522 
Historical Notes  523 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 524 
Register Volume 20, Issue 26, eff. September 27, 2004; Volume 23, Issue 10, eff. March 1, 525 
2007; Volume 27, Issue 24, eff. September 1, 2011; Volume 37, Issue 17, eff. May 27, 526 
2021.</span. 527 
12VAC5-371-150. Resident rights.  528 

A. The nursing facility shall develop and implement policies and procedures that ensure 529 
resident's rights as defined in §§ 32.1-138 and 32.1-138.1 of the Code of Virginia. 530 

B. The procedures shall: 531 
1. Not restrict any right a resident has under law; 532 
2. Provide staff training to implement resident's rights; and 533 
3. Include grievance procedures. 534 

C. The name and telephone number of the complaint coordinator of the OLC, the Adult 535 
Protective Services toll-free telephone number, and the toll-free telephone number for the State 536 
Ombudsman shall be conspicuously posted in a public place. 537 

D. Copies of resident rights shall be given to residents upon admittance to the nursing 538 
facility and made available to residents currently in residence, to legal representatives, next of 539 
kin, or sponsoring agency or agencies, and to the public. 540 

E. The nursing facility shall have a plan to review resident rights with each resident annually, 541 
or with the legal representative at least annually, and have a plan to advise each staff member 542 
at least annually. 543 

F. The nursing facility shall certify, in writing, that it is in compliance with the provisions of §§ 544 
32.1-138 and 32.1-138.1 of the Code of Virginia, relative to resident rights, as a condition of 545 
license issuance or renewal. 546 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
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G. The nursing facility shall register with the Department of State Police to receive notice of 547 
the registration, or reregistration, or verification of any sex offender person required to register 548 
with the Sex Offender and Crimes Against Minors Registry pursuant to Chapter 9 (§ 9.1-900 et 549 
seq.) of Title 9.1 of the Code of Virginia within the same or a contiguous zip code area in which 550 
the nursing facility is located pursuant to § 9.1-914 of the Code of Virginia. 551 

H. Prior to admission, each nursing facility shall determine ascertain if a potential resident is 552 
a registered sex offender required to register with the Sex Offender and Crimes Against Minors 553 
Registry pursuant to Chapter 9 (§9.1-900 et seq.) of Title 9.1 of the Code of Virginia when if the 554 
potential resident is anticipated to have a length of stay: 555 

1. Is anticipated by the nursing facility to have a length of stay Greater greater than three 556 
days; or 557 
2. In fact stays longer than three days. 558 

I. The nursing facility shall not restrict the rights of a resident's family and legal 559 
representative to meet in the nursing facility with the families and legal representatives of other 560 
residents . 561 
Statutory Authority  562 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 563 
Historical Notes  564 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 565 
Register Volume 17, Issue 1, eff. October 27, 2000; Volume 23, Issue 10, eff. March 1, 2007; 566 
Volume 24, Issue 11, eff. March 5, 2008; Volume 34, Issue 11, eff. February 21, 2018; Volume 567 
37, Issue 17, eff. May 27, 2021.</span. 568 
12VAC5-371-180. Infection control.  569 

A. The nursing facility shall establish and maintain an infection control program designed to 570 
provide a safe, sanitary, and comfortable environment and to prevent the development and 571 
transmission of disease and infection. 572 

B. The infection control program shall encompass the entire physical plant and all services. 573 
C. The infection control program addressing the surveillance, prevention and control of 574 

infections in the nursing facility shall include: 575 
1. Procedures to isolate the infecting organism; 576 
2. Access to handwashing equipment for staff; 577 
3. Training of staff in proper handwashing techniques, according to accepted 578 
professional standards, to prevent cross contamination; 579 
4. Implementation of universal precautions by direct resident care staff; 580 
5. Prohibiting employees with communicable diseases or infections from direct contact 581 
with residents or their food, if direct contact will transmit disease; 582 
6. Monitoring staff performance of infection control practices; 583 
7. Handling, storing, processing and transporting linens, supplies and equipment in a 584 
manner that prevents the spread of infection; 585 
8. Handling, storing, processing and transporting regulated medical waste in accordance 586 
with applicable regulations; 587 
9. Maintaining an effective pest control program; and 588 
10. Staff education regarding infection risk-reduction behavior. 589 

D. The nursing facility shall report promptly to its local health department diseases 590 
designated as "reportable" according to 12VAC5-90-80 when such cases are admitted to or are 591 
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diagnosed in the nursing facility and shall report any outbreak of infectious disease as required 592 
by 12VAC5-90. An outbreak is defined as an increase in incidence of any infectious disease 593 
above the usual incidence at the nursing facility. 594 

E. During a declared public health emergency related to a communicable disease of public 595 
health threat, the nursing facility shall establish a protocol to allow residents to receive visits 596 
from a rabbi, priest, minister, or clergy of any religious denomination or sect consistent with 597 
guidance from the Centers for Disease Control and Prevention CDC and the Centers for 598 
Medicare and Medicaid Services CMS and subject to compliance with any executive order, 599 
order of public health, department guidance, or any other applicable federal or state guidance 600 
having the effect of limiting visitation. 601 

1. Such protocol may restrict the frequency and duration of visits and may require visits 602 
to be conducted virtually using interactive audio or video technology. 603 
2. Any such protocol may require the person visiting a resident pursuant to this 604 
subsection to comply with all reasonable requirements of the nursing facility adopted to 605 
protect the health and safety of the person, residents, and staff of the nursing facility. 606 

F. During a public health emergency related to COVID-19, a nursing facility shall establish a 607 
protocol to allow each resident to receive visits, consistent with guidance from the CDC and as 608 
directed by CMS and the board, which shall include: 609 

1.Provisions describing: 610 
a. The conditions, including conditions related to the presence of COVID-19 in the 611 
nursing facility and community, under which in-person visits will be allowed and 612 
under which in-person visits will not be allowed and visits will be required to be 613 
virtual; 614 
b. The requirements with which in-person visitors will be required to comply to 615 
protect the health and safety of the residents and staff of the nursing facility; 616 
c. The types of technology, including interactive audio or video technology, and the 617 
staff support necessary to ensure visits are provided as required by this subsection; 618 
and 619 
d. The steps the nursing facility will take in the event of a technology failure, service 620 
interruption, or documented emergency that prevents visits from occurring as 621 
required by this subsection; 622 

2. A statement of the frequency with which visits, including virtual and in-person, where 623 
appropriate, will be allowed, which shall be at least once every 10 calendar days for 624 
each resident; 625 
3. A provision authorizing a resident or the resident's personal representative to waive or 626 
limit visitation, provided that such waiver or limitation is included in the resident's health 627 
record; and  628 
4. A requirement that the nursing facility publish on its website or communicate to each 629 
resident or the resident's authorized representative, in writing or via electronic means, 630 
the nursing facility's plan for providing visits to residents as required by this subsection. 631 

Statutory Authority  632 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 633 
Historical Notes  634 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 635 
Register Volume 22, Issue 7, eff. January 11, 2006; Volume 37, Issue 17, eff. May 27, 2021; 636 
Volume 38, Issue 4, eff. November 11, 2021. 637 
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12VAC5-371-300. Pharmaceutical services.  638 
A. Provision shall be made for the procurement, storage, dispensing, and accounting of 639 

drugs and other pharmacy products in compliance with 18VAC110-20. This may be by 640 
arrangement with an off-site pharmacy, but must include provisions for 24-hour emergency 641 
service. 642 

B. Each nursing facility shall develop and implement policies and procedures for the 643 
handling of drugs and biologicals, including procurement, storage, administration, self-644 
administration, and disposal of drugs. 645 

C. Each nursing facility shall have a written agreement with a qualified pharmacist to provide 646 
consultation on all aspects of the provision of pharmacy services in the nursing facility. 647 

D. The consultant pharmacist shall make regularly scheduled visits, at least monthly, to the 648 
nursing facility for a sufficient number of hours to carry out the function of the agreement. 649 

E. Excluding cannabidiol oil and THC-A cannabis oil, no drug or medication shall be 650 
administered to any resident without a valid verbal order or a written, dated and signed order 651 
from a physician, dentist, podiatrist, nurse practitioner, or physician assistant, licensed in 652 
Virginia. 653 

F. Nursing facility employees who are authorized to possess, distribute, or administer 654 
medications to residents may store, dispense, or administer cannabidiol oil or THC-A cannabis 655 
oil to a resident who has: 656 

1. Been issued a valid written certification for the use of cannabidiol oil or THC-A 657 
cannabis oil in accordance with subsection B of § 54.1-3408.3 of the Code of Virginia; 658 
and 659 
2. Registered with the Board of Pharmacy. 660 

G. Verbal orders for drugs or medications shall only be given to a licensed nurse, 661 
pharmacist, or physician. 662 

H. Drugs and medications not limited as to time or number of doses when ordered shall be 663 
automatically stopped, according to the written policies of the nursing facility, and the attending 664 
physician shall be notified. 665 

I. Each resident's medication regimen shall be reviewed by a pharmacist licensed by the 666 
Virginia Board of Pharmacy. Any irregularities identified by the pharmacist shall be reported to 667 
the physician and the director of nursing, and their response documented. 668 

J. Medication orders shall be reviewed at least every 60 days by the attending physician, 669 
nurse practitioner, or physician's assistant. 670 

K. Prescription and nonprescription drugs and medications may be brought into the nursing 671 
facility by a resident's family, friend, or other person provided: 672 

1. The individual delivering the drugs and medications assures timely delivery, in 673 
accordance with the nursing facility's written policies, so that the resident's prescribed 674 
treatment plan is not disrupted; 675 
2. Each drug or medication is in an individual container; and 676 
3. Delivery is not allowed directly to an individual resident. 677 

In addition, prescription medications shall be obtained and labeled as required by law. 678 
Statutory Authority  679 
§§ 32.1-12 and 32.1-127 of the Code of Virginia. 680 
Historical Notes  681 
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Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 682 
Register Volume 22, Issue 7, eff. January 11, 2006; Volume 36, Issue 23, eff. August 6, 2020; 683 
Volume 37, Issue 17, eff. May 27, 2021.</span. 684 
12VAC5-371-410. Architectural drawings and specifications.  685 

A. All construction of new buildings and all additions, renovations, or alterations, or repairs 686 
of existing buildings for occupancy as a nursing facility shall conform to state and local codes, 687 
zoning ordinances, and the Virginia Uniform Statewide Building Code (13VAC5-63). 688 

In addition, nursing facilities shall be designed and constructed consistent with Parts 1 and 2 689 
and section Chapter 3.1 of Part 3 of the 2018 Guidelines for Design and Construction of 690 
Residential Health, Care, and Support Facilities, 2022 Edition of the (The Facility Guidelines 691 
Institute), as amended by the August 2022 Errata for Guidelines for Design and Construction of 692 
Residential Health, Care, and Support Facilities, 2022 Edition (The Facilities Guidelines 693 
Institute) pursuant to § 32.1-127.001 of the Code of Virginia. 694 

B. Architectural drawings and specifications for all new construction or for additions, 695 
alterations or renovations to any existing building, shall be dated, stamped with professional 696 
seal, and signed by the architect. The architect shall certify that the drawings and specifications 697 
were prepared to conform to the Virginia Uniform Statewide Building Code and be consistent 698 
with Parts 1 and 2 and section Chapter 3.1 of Part 3 of the 2018 Guidelines for Design and 699 
Construction of Residential Health, Care, and Support Facilities, 2022 edition of the (The Facility 700 
Guidelines Institute), as amended by the August 2022 Errata for Guidelines for Design and 701 
Construction of Residential Health, Care, and Support Facilities, 2022 Edition (The Facilities 702 
Guidelines Institute). 703 

C. Additional approval may include a Certificate of Public Need. 704 
D. Upon completion of the construction, the nursing facility shall maintain a complete set of 705 

legible "as built" drawings showing all construction, fixed equipment, and mechanical and 706 
electrical systems, as installed or built. 707 
Statutory Authority  708 
§§ 32.1-12, 32.1-127, and 32.1-127.001 of the Code of Virginia. 709 
Historical Notes  710 
Derived from Virginia Register Volume 13, Issue 17, eff. July 1, 1997; amended, Virginia 711 
Register Volume 22, Issue 7, eff. January 11, 2006; Volume 23, Issue 10, eff. March 1, 2007; 712 
Volume 26, Issue 22, eff. August 4, 2010; Volume 37, Issue 14, eff. March 31, 2021. 713 

Documents Incorporated by Reference (12VAC5-371) 714 

Errata for Guidelines for Design and Construction of Residential Health, Care, and Support 715 
Facilities, The Facilities Guidelines Institute, 2022 Edition, 716 
https://fgiguidelines.org/guidelines/errata-addenda/ (eff. 8/2022). 717 

Guidelines for Design and Construction of Residential Health, Care, and Support Facilities, 718 
The Facilities Guidelines Institute, 2018 2022 Edition, Facility Guidelines Institute 719 
http://www.fgiguidelines.org. 720 

Guidelines for Preventing Health-Care-Associated Pneumonia, 2003, MMWR 53 (RR-3), 721 
Advisory Committee on Immunization Practices, Centers for Disease Control and Prevention. 722 

Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the 723 
Advisory Committee on Immunization Practices — United States, 2020–21 Influenza Season, 724 
2020, MMWR 69 (RR-8), Centers for Disease Control and Prevention. 725 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%20FGI%20Residential%20Errata%2022.08.03-20221026132310.pdf
http://www.fgiguidelines.org/
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=b94bc003404%7E1).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
http://leg5.state.va.us/reg_agent/frmView.aspx?Viewid=92b72003404%7E2).pdf&typ=40&actno=003404&mime=application/pdf
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Intervals Between PCV13 and PPSV23 Vaccines: Recommendations of ACIP, MMWR 64 726 
(15), 2015, CDC. 727 

Prevention and Control of Seasonal Influenza with Vaccines: Recommendations of the 728 
Advisory Committee on Immunization Practices — United States, 2022–23 Influenza Season, 729 
MMWR 71 (1), 2022, CDC. 730 

Prevention of Pneumococcal Disease Among Infants and Children — Use of 13-Valent 731 
Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal Polysaccharide Vaccine: 732 
Recommendations of ACIP, MMWR 59 (RR-11), 2010, CDC. 733 

Updated Recommendations for Prevention of Invasive Pneumococcal Disease Among 734 
Adults Using the 23-Valent Pneumococcal Polysaccharide Vaccine (PPSV23), MMWR 59 (34), 735 
2010, CDC. 736 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 737 
Polysaccharide Vaccine Among Adults Aged >65 Years: Recommendations of ACIP, MMWR 63 738 
(37), 2014, CDC. 739 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 740 
Polysaccharide Vaccine Among Adults Aged >65 Years: Updated Recommendations of ACIP, 741 
MMWR 68 (46), 2019, CDC. 742 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 743 
Polysaccharide Vaccine for Adults with Immunocompromising Conditions: Recommendations of 744 
ACIP, MMWR 61 (40), 2012, CDC. 745 

Use of 13-Valent Pneumococcal Conjugate Vaccine and 23-Valent Pneumococcal 746 
Polysaccharide Vaccine Among Children Aged 6–18 Years with Immunocompromising 747 
Conditions: Recommendations of ACIP, MMWR 62 (25), 2013, CDC. 748 

Use of 15-Valent Pneumococcal Conjugate Vaccine and 20-Valent Pneumococcal 749 
Conjugate Vaccine Among U.S. Adults: Updated Recommendations of ACIP — United States, 750 
MMWR 71 (4), 2022, CDC. 751 

https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2015%20Intervals%20btw%20PCV13%20&%20PPSV23-20220914160956.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022-2023%20Flu%20Vaccine%20Recommendations-20220914160455.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Infants%20&%20Children-20220914161559.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2010%2023-Valent%20Pneumococcal%20Vaccine%20Adults-20220914161706.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2014%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914161255.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2019%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Adults%2065%20&%20Older-20220914160820.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2012%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Adults-20220914161414.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2013%2013-Valent%20&%2023-Valent%20Pneumococcal%20Vaccine%20Immunocompromised%20Children-20220914161135.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
https://ris.dls.virginia.gov/uploads/12VAC5/dibr/2022%2015-Valent%20&%2020-Valent%20Pneumococcal%20Vaccine%20Adults-20220914160639.pdf
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Cost Benefit Analysis  

Table 1a: Costs and Benefits of the Proposed Changes (Primary Option) 
(1) Direct Costs 
& Benefits 

• Nursing facilities must report specified changes to the Virginia 
Department of Health (VDH) at least 30 calendar days prior to 
initiating the change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities have to permit inspectors access to their facilities, 
records, and persons under their control for the purposes of inspection 
and have to submit plans of correction for cited deficiencies, and have 
to implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facility construction, renovation, or alterations have to 
comply with the applicable sections of the 2022 guidelines from The 
Facility Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing registration, 
reregistration, and verification with the Sex Offender and Crimes 
Against Minors Registry that meets statutory minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about the Sex Offender and Crimes 
Against Minors Registry. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must utilize current clinical recommendations for 
influenza and pneumococcal vaccination.  
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing visitation during 
public health emergencies related to COVID-19 that meets statutory 
minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about visitation. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $715,000 (c) $715,000 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

0.00 
 

(4) Net 
Benefit 

-$715,000 
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(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 0.2% increase in construction costs for a 
180-bed nursing facility that is multiple stories of non-combustible 
construction and a 0.4% increase in construction costs for a 180-bed nursing 
facility that is a single story of combustible construction. 
 
VDH is not aware of any other quantifiable costs at this time. 
 

(6) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 
information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 

Table 1b: Costs and Benefits under the Status Quo (No change to the regulation) 
(1) Direct Costs 
& Benefits 

Nondiscretionary changes have been omitted from this analysis. 
 

• Nursing facilities must report specified changes to the Virginia 
Department of Health (VDH) at least 30 calendar days prior to 
initiating the change, excluding nursing facility closures. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities have to permit inspectors access to their facilities, 
records, and persons under their control for the purposes of inspection 
and have to submit plans of correction for cited deficiencies, and have 
to implement corrections within an unspecified time. 
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Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $0 (c) $0 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

0.00 
 

(4) Net 
Benefit 

$0 
 

  

(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time from the 
discretionary regulatory changes. 
 
VDH is not aware of any quantifiable costs at this time from the discretionary 
regulatory changes. 
 

(6) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 
information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 
Table 1c: Costs and Benefits under an Alternative Approach 
(1) Direct Costs 
& Benefits 

Nondiscretionary changes have been omitted from this analysis. 
 

• Nursing facilities must report specified changes to the Virginia 
Department of Health (VDH) within an unspecified time frame at the 
nursing facility’s discretion prior to initiating the change. 
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Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities have to permit inspectors access to their facilities, 
records, and persons under their control for the purposes of inspection 
and have to submit plans of correction for cited deficiencies, and have 
to implement corrections within 45 calendar days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 
 

  

(2) Quantitative 
Factors  Estimated Dollar Amount Present Value  
Direct Costs (a) $0 (c) $0 

Direct Benefits (b) $0 (d) $0 

(3) Benefits-
Costs Ratio 

 
0.00 

(4) Net 
Benefit 

 
$0.00 

  

(5) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time from the 
discretionary regulatory changes. 
 
VDH is not aware of any quantifiable costs at this time from the discretionary 
regulatory changes. 
 

(6) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification 

(7) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 



7/28/22 
Interim 

6 
 

information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 

Impact on Local Partners 

Table 2: Impact on Local Partners 
(1) Direct Costs 
& Benefits 

• Nursing facilities must report specified changes to the Virginia 
Department of Health (VDH) at least 30 calendar days prior to 
initiating the change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities have to permit inspectors access to their facilities, 
records, and persons under their control for the purposes of inspection 
and have to submit plans of correction for cited deficiencies, and have 
to implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facility construction, renovation, or alterations have to 
comply with the applicable sections of the 2022 guidelines from The 
Facility Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing registration, 
reregistration, and verification with the Sex Offender and Crimes 
Against Minors Registry that meets statutory minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about the Sex Offender and Crimes 
Against Minors Registry. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must utilize current clinical recommendations for 
influenza and pneumococcal vaccination.  
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing visitation during 
public health emergencies related to COVID-19 that meets statutory 
minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about visitation. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $2,500 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 0.2% increase in construction costs for a 
180-bed nursing facility that is multiple stories of non-combustible 
construction and a 0.4% increase in construction costs for a 180-bed nursing 
facility that is a single story of combustible construction. 
 
VDH is not aware of any other quantifiable costs at this time. 
 

(4) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 
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(5) Assistance None 

(6) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 
information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 

Economic Impacts on Families 

Table 3: Impact on Families 
(1) Direct Costs 
& Benefits 

Families will not be affected by direct costs or benefits of the regulatory 
change as they are not subject to the requirements contained in this regulatory 
chapter and thus will incur no direct cost or benefit. 

  

(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $0 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable indirect costs or benefits for families. 
To the extent that the cost or benefit of regulatory changes may be passed on 
to families, VDH cannot quantify that cost or benefit at this time. 

(4) Information 
Sources 

Division of Acute Care Services, Office of Licensure and Certification. 

(5) Optional VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 
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information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 

Impacts on Small Businesses 

Table 4: Impact on Small Businesses 
(1) Direct Costs 
& Benefits 

• Nursing facilities must report specified changes to the Virginia 
Department of Health (VDH) at least 30 calendar days prior to 
initiating the change. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities have to permit inspectors access to their facilities, 
records, and persons under their control for the purposes of inspection 
and have to submit plans of correction for cited deficiencies, and have 
to implement corrections within 45 business days. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facility construction, renovation, or alterations have to 
comply with the applicable sections of the 2022 guidelines from The 
Facility Guidelines Institute. 
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing registration, 
reregistration, and verification with the Sex Offender and Crimes 
Against Minors Registry that meets statutory minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about the Sex Offender and Crimes 
Against Minors Registry. 
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Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must utilize current clinical recommendations for 
influenza and pneumococcal vaccination.  
 
Direct Costs: VDH is not aware of any quantifiable direct costs at 
time. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 
 

• Nursing facilities must have a policy addressing visitation during 
public health emergencies related to COVID-19 that meets statutory 
minimums. 
 
Direct Costs: $1,250 one-time per topic per nursing facility to update 
existing policies and procedures about visitation. 
 
Direct Benefits: VDH is not aware of any quantifiable direct benefits 
at time. 

 
  

(2) Quantitative 
Factors  Estimated Dollar Amount 
Direct Costs (a) $2,500 per nursing facility (see Response to #6 in this Table) 

Direct Benefits (b) $0 

  

(3) Indirect 
Costs & 
Benefits 

VDH is not aware of any quantifiable benefits at this time. 
 
As a result of the mandate to comply with the 2022 edition of the applicable 
design and construction guidelines, VDH anticipates that there may be a 
quantifiable indirect cost equal to 0.2% increase in construction costs for a 
180-bed nursing facility that is multiple stories of non-combustible 
construction and a 0.4% increase in construction costs for a 180-bed nursing 
facility that is a single story of combustible construction. 
 
VDH is not aware of any other quantifiable costs at this time. 
 

(4) Alternatives Of the changes that are discretionary (see Tables 1b and 1c for identification 
of the discretionary changes), VDH could not identify an alternative that 
achieved the same purpose without compromising the health, safety, and 
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welfare of patients or without compromising VDH’s ability to comply in a 
cost-efficient manner with statutory/legislative mandates placed on the 
agency. 
 

(5) Information 
Sources 

The Facility Guidelines Institute; Division of Acute Care Services, Office of 
Licensure and Certification. 

(6) Optional VDH does not have any data to indicate whether a currently licensed nursing 
facility meets the definition of “small business” so there may be no direct 
costs or direct benefits for small businesses. 
 
VDH has numerous challenges and constraints that limit a cost benefit 
analysis, including limited data availability, limited statutory discretion, and 
insufficient analytical models. 
 
The regulatory change is designed to conform the regulation to the Code of 
Virginia, and to promote the health, safety, and welfare of nursing facility 
residents by incorporating current clinical and industry practices as well as 
by requiring reasonable timely information from nursing facilities, access to 
information to ensure nursing facility compliance, remedial action within a 
reasonable and consistently applied timeframe if noncompliance does occur. 
 

 

Changes to Number of Regulatory Requirements 

Table 5: Total Number of Requirements 

 Number of Requirements 

Chapter number Initial Count Additions Subtractions Net Change 

371 1,357 31 15 16 
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INTRODUCTION 

Pursuant to Virginia Code §32.1-14 the Virginia Department of Health (VDH) is submitting the following State 

Board of Health annual report summarizing health care issues affecting citizens of Virginia and the corresponding 

collaborative efforts to address health disparities.  

 

Throughout 2022, the VDH continued leading the way for COVID-19 response while simultaneously providing 

services, programs, and interventions across the Commonwealth. VDH remains committed to ensure that every 

Virginian has a fair and equitable opportunity to achieve optimal health, and for Virginia to become the healthiest 

state in the nation. The COVID-19 pandemic underscored the importance of using data and partnering with 

communities to improve community health outcomes. Ensuring all Virginians have the opportunity for optimal 

health requires actions designed to understand and address the root causes of health disparities. VDH is focused on a 

team-of-teams approach to improve the health of all Virginians.  
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HIGHLIGHTED ACCOMPLISHMENTS 

Response to Global Emerging Disease 

During 2022, VDH continued to track COVID-19 and investigate outbreaks in higher risk settings. In May 

2022, Monkeypox was identified in countries where it had not been detected in the past and began to spread 

globally. The Office of Epidemiology quickly developed and disseminated guidance for its clinical partners and the 

general public and established data systems and procedures to track and control the disease. Local health 

departments investigated cases, identified contacts of cases, and provided Monkeypox vaccine to targeted groups in 

order to prevent further transmission.  In September 2022, the World Health Organization declared an outbreak of 

Ebola in Uganda, and VDH worked with Centers for Disease Control and Prevention (CDC) and other states to 

quickly re-establish its public health response to prevent transmission of Ebola in the United States.  Beginning in 

early October, all travelers from Uganda were funneled through five US airports, including Dulles International. The 

Office of Epidemiology, the Office of Emergency Preparedness, and local health districts are worked closely with 

clinical partners to ensure preparedness; and VDH’s regional epidemiology surge teams (established during the 

COVID-19 pandemic) conducted outreach to travelers from Uganda to provide public health guidance and 

monitoring. 

Collaboration and Focus on Data to Foster Community Health Improvement 

VDH launched several centers and programs that are focused on developing the capabilities of all programs and 

offices to drive measurable outcomes utilizing the Public Health 3.0 Framework.   

 The Center for Community Health Improvement (CCHI) coordinates with and provides guidance and 

technical support to the VDH Central Office and local health districts to meet national public health 

accreditation requirements for (1) engaging with the public health system and the community in identifying 

and addressing health problems through collaborative processes; (2) conducting and disseminating 

assessments focused on population health status and public health issues facing the community; and (3) 

conducting comprehensive planning processes that result in population health improvement plans.  The 

CCHI facilitates the collaborative State Health Assessment at least every five years.  

 

 The Office of Family Health Services’ Community Health Epidemiology Program (CHEP) provides 

strategic direction for community-engaged research and informatics activities supporting population health 

and equity, including metrics and dashboards, vulnerable population data systems, interoperability 

standards, and Community Health Assessment (CHA) and Community Health Improvement Plan (CHIP) 

monitoring. Since its inception in late August 2022, CHEP has worked to build relationships and work 

collaboratively with CCHI and local health districts to improve community health via evidence-based 

methods and appropriate data analyses regarding the distribution and determinants of population health. 

 

 The Office of Information Management’s Center of Public Health Informatics (CPHI) supports programs 

through the provision of expertise in the development, translation, visualization, and dissemination of 

public health data and informatics knowledge. CPHI improves population health outcomes by developing 

innovative ways to improve use and understanding of data to better inform and promote the health of all 

Virginians. The Community Health Informatics Team within the CPHI provides informatics, data and 

assessment support for the Community Health Assessments and Improvement Plans (CHAs/CHIPs); 

supports CCHI and Population Health with CARES portal data system’s needs; standardizes key 

performance indicators; establishes data management best practices; and collects and maintains reliable, 

comparable and valid data that provides information on conditions of public health importance and on the 

health status of the population. 

 

 

State Health Assessment  

https://www.cdc.gov/pcd/issues/2017/17_0017.htm
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In 2022, VDH facilitated Virginia’s State Health Assessment. The State Health Assessment (SHA) Data Highlights 

Report (Appendix A) provides an overview of health indicators and whether they have improved, remained stable, 

or worsened. These data show where community health efforts are working and where renewed attention is needed. 

The findings of the SHA will be analyzed, prioritized, and made actionable through the State Health Improvement 

Plan (SHIP) in 2023.  

 

Virginia Community Health Improvement Data Portal  

Partnering for a Healthy Virginia (PHV) was founded by VDH and the Virginia Hospital and Healthcare 

Association (VHHA) to impact population health efforts and activities. The goal of PHV is to ensure that every 

Virginian has a fair and equitable opportunity to achieve optimal health, making Virginia the healthiest state in the 

nation. Partnering for a Healthy Virginia is Virginia’s state-level population health improvement collaborative and 

continues to grow and expand partnerships, including stakeholders from local health districts, hospitals, community 

health coalitions, businesses, and foundations. In 2022, PHV continued its work towards population health 

improvement including the launch of the Virginia Community Health Improvement Portal.  

 

Community Health Assessment and Improvement Planning 

For the first time in 2022 the Rappahannock Area Health District and Mary Washington Healthcare partnered to 

complete a joint CHA for the City of Fredericksburg and Caroline, King George, Spotsylvania, and Stafford 

Counties, as well as parts of Westmoreland, Orange, and Prince William Counties. Over 70 organizations and nearly 

2,000 community members provided feedback during this collaborative assessment process. Using data from the 

assessment, mental health, affordable housing, and access to healthcare were identified as the top three priority 

issues to be addressed through a community health improvement plan (CHIP), which can be viewed in its entirety at 

www.vdh.virginia.gov/rappahannock/fy23-fy25_cha-chip. The plan outlines ways in which community 

organizations will come together to enhance collaboration around these issues, improve access to care, ensure 

equitable housing options, and develop a strategy to increase the healthcare workforce pathway. 

 

The Rappahannock-Rapidan Health District is collaborating with five counties, two hospitals, two community 

foundations, and one community-based organization to complete a joint CHA. They pooled financial resources to 

contract with a facilitator to meet the varying needs of localities, hospitals, health departments, and community 

partners. Each organization selected key priority targets for improvement for the community health improvement 

process, and they will continue to collaborate implementing these strategies over the next CHIP cycle.  

 

The Crater Health District has partnered with a private foundation that serves five of the eight health district 

localities to complete a community health needs assessment (CHNA) for its local health system. As a part of this 

partnership, Crater Health District has trained three staff to lead focus groups for the CHNA and is supporting the 

distribution of the community survey. The foundation will share all data collected and analyzed with the health 

district, which means this partnership will greatly expedite the CHA for Crater Health District.  

 

The Fairfax Health District provides backbone support for the work of the Partnership for a Healthier Fairfax and 

the Fairfax Food Council, multi-sector community coalitions working to implement the goals, objectives and key 

actions of the Live Healthy Fairfax CHIP. Partnership for a Healthier Fairfax is engaged in implementation activities 

for year 4 of the CHIP and work is underway to complete a 2022 Community Health Assessment. The CHIP and 

local community health indicators are found on www.livehealthyfairfax.org. Current projects include promoting the 

“Real Food for Real Change” toolkit for middle school students, developing resources to help adults’ access 

behavioral care services, and developing a food rescue protocol for schools.  

https://virginiawellbeing.com/virginia-community-health-improvement-data-portal/
https://virginiawellbeing.com/virginia-community-health-improvement-data-portal/
http://www.vdh.virginia.gov/rappahannock/fy23-fy25_cha-chip
http://www.livehealthyfairfax.org/


DRAFT – NOT APPROVED 

4 

 

 
 

 



DRAFT – NOT APPROVED 

5 

 

Office of Vital Records Improved Customer Service 

The VDH Office of Vital Records (OVR) is the official repository of vital events (birth, death, spontaneous fetal 

death, marriage, divorce, and induced termination of pregnancy) occurring in the Commonwealth of Virginia. It is 

the responsibility of the various reporting sources (i.e. hospitals, clinics, courts, funeral homes) to file these vital 

events with OVR. With the exception of marriage and divorce records, these vital events are filed electronically via 

the Virginia Vital Event and Screening Tracking System (VVESTS). VVESTS is a web application used for the 

registration, collection, preservation, amendment and certification of vital records.  In addition to collecting 

Virginia’s vital events, OVR has reciprocity arrangements among the other states and US territories to receive vital 

records data pertaining to Virginia residents. Likewise, OVR exchanges data on vital events occurring in Virginia to 

non-residents with the proper states.  In Virginia’s vital records data, a distinction is made in the tables and analyses 

as to those events occurring in Virginia and to those occurring to residents of Virginia.  

 

In April 2022 the fully online vital records application service was launched. This new service allows customers 

from around the world to request a copy of a vital record from a computer, phone or tablet.  This new system 

decreases processing times and improves access to vital records for customers. In June 2022 the National 

Association for Public Health Statistics and Information Systems (NAPHSIS) awarded the OVR’s Field Services 

Team the ‘2022 Team Excellence Award’ for improving mortality and natality data quality in the state. OVR 

significantly improved customer satisfaction during the pandemic, with their rating on Google improving from 2.0 

stars (out of 5.0) before the pandemic to 4.2 stars as of October 2022. 

VDH’s Office of Information Management’s Vital Event Statistics Program analyzes Virginia vital event data, 

develops statistical reports, charts, tables and graphs and publishes the annual Virginia Health Statistics report online 

at: https://apps.vdh.virginia.gov/HealthStats/stats.htm.  

 

School-Aged Dental Health Program 

VDH’s Division of Child and Family Health in the Office of Family Health Services has collaborated with the 

Virginia Health Catalyst and the Virginia Department of Education to create a School-Aged Dental Health Program. 

This program provides education, training, and resources to school nurses to increase the number of Virginia 

children receiving oral health services. This program focuses on preventative care by growing the number of school-

based oral health programs. The school nurse training programs are designed to break down barriers to dental care 

by providing technical assistance. The first cohort (2021-2022 school year) consisted of twelve school nurses. The 

schools selected were in the underserved communities of Campbell County, Wythe County, Giles County, Pulaski 

County, Petersburg, Hopewell, Hampton Roads, Orange County and Eastern Shore.  

 

Additionally, as of September 2022, Alexandria Health District’s Neighborhood Health Team began to see patients 

enrolled at Mount Vernon Community School and William Ramsay Elementary School in Alexandria to provide 

dental care to 400 students during the 2022-2023 school year. 

 

Pregnancy Loss Services Project  

In 2022, VDH partnered with five organizations: Birth in Color RVA, Full Circle Grief Center, Kennedy's Angel 

Gowns, Sisters in Loss, and VCU, to create the Pregnancy Loss Services Project. VDH launched the project to 

support individuals and families who have experienced pregnancy loss. VDH's Pregnancy Loss Services Project 

aims to build community organizations' capacity by providing support and education services to individuals and 

groups (including families) who have experienced pregnancy loss. This program is supported by Title V funds and 

came about as a result of the Title V Maternal Child Health Needs Assessment. The program services include grief 

groups, community events, material support, education materials, and training for doulas.  

https://apps.vdh.virginia.gov/HealthStats/stats.htm


DRAFT – NOT APPROVED 

6 

 

State-Certified Doulas  

 

Doulas positively impact maternal and infant health outcomes and the need for access to doula services was 

underscored during the Maternal Health Listening Sessions. The Board of Health finalized regulations guiding the 

State Doula Certification program in January 2022. VDH developed a process to allow doulas to apply for state 

certification. Interested doulas submit applications to the Virginia Certification Board. Doulas receiving state 

certification have the option of being listed in a public-facing database. Consumers can use the database to find a 

doula that meets their needs. State-certified doulas are eligible for Medicaid reimbursement and work with DMAS to 

become Medicaid providers. As of August 23, 2022, 37 doulas have received state certification. Of the 37, 22 have 

completed Medicaid enrollment, 21 have completed contracting with at least one MCO, and five are pending 

Medicaid enrollment.  

 

The Rare Disease Council and Additional Newborn Screening Tests 

 

This Virginia Newborn Screening and Birth Defects Surveillance Program includes the Newborn Bloodspot 

Screening (NBS) Program, Early Hearing Detection and Intervention (EHDI) program, the Critical Congenital Heart 

Disease (CCHD) Program, and the Birth Defects Surveillance (BDS) Program. The BDS program provided 

expertise and staff support to the new Virginia Rare Disease Council. The Rare Disease Council is a Governor 

appointed council with diverse representation to learn about the challenges of those affected by or living with family 

members of rare diseases and reports to the Governor and the General Assembly.  

 

The NBS program implemented screening for two new disorders, Spinal Muscular Atrophy (SMA) and X-Linked 

Adrenoleukodystrophy (X-ALD), on March 16, 2022. 

 

Maternal and Child Health Key Collaborations 

 

VDH collaborated with Healthy Beginnings’ learning cohort Advancing Anti-Racism in Preterm Birth Prevention,  

CityMatCH’s Alignment for Action Learning Collaborative, and Listening to the Living, efforts aimed at bringing 

together firsthand knowledge of and access to Black maternal experiences and inspiring collective action to support 

better birth outcomes for Black women. 

 

Stroke Care Partnerships  

 

VDH and Virginia Hospital and Healthcare Association (VHHA) have identified key partners to improve the 

continuation of stroke care including EMS regional councils, Unite Us, Sheltering Arms Institute, Kwikpoint, 

Medical Society of Virginia, and the Virginia Pharmacists Association.    

 

The Virginia Stroke Registry, developed by the VDH, and the ESO Data Exchange, a trauma registry, allow 

participating hospitals and EMS agencies in Virginia to access and use their own data to improve protocols and 

achieve better outcomes. Analysis of stroke outcomes across Virginia hospitals, as well as peer-reviewed research 

on stroke protocols, drove the development of a statewide Stroke Smart initiative in 2021. Stroke Smart aims to 

reduce pre-hospital delays of stroke by educating the public to recognize and activate 9-1-1 early. Clinical and 

community partners were critical for the implementation of new public health research-based protocols, training 

delivery, and successful dissemination of educational materials.  
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Substance Use Response 

 

Harm reduction is a public health strategy to reduce negative health outcomes for persons who engage in behaviors 

that put them and others at risk for disease or injury. VDH has long-term experience implementing a public health 

approach to reduce the impact of drug-related injuries, including active monitoring and surveillance, primary 

prevention strategies, rescue initiatives, and comprehensive harm reduction (CHR) efforts. VDH works through its 

local health departments and partners with community based organizations to provide a set of public health 

strategies intended to reduce the negative impact of drug use, including infections, overdose, and death, among 

people who are unable or not ready to stop using drugs.  Comprehensive Harm Reduction sites provide referral and 

linkage to other services such as substance use disorder treatment.  Peer counselors play an important role in this 

program, working with participants over time to improve health outcomes.  VDH is working to expand its network 

of harm reduction partners to more settings in order to reach those at greatest risk of encountering fentanyl and 

experiencing an overdose. Currently, there are eight authorized CHR sites in Virginia. Comprehensive Harm 

Reduction sites provide health education on the potential impact of fentanyl and how to identify it using test 

strips.  These sites distribute both fentanyl test strips to identify when fentanyl is present and naloxone to reverse its 

impact in the event of an overdose. VDH Central Pharmacy Services supports sites with Fentanyl Test Strips (FTS) 

for distribution to community members and program participants, and designs protocol and processes for Local 

Health Districts in the distribution of these supplies. Through partnership with Virginia Broadcast Solutions, VDH 

continues to stand up public facing communication campaigns through a variety of media channels to message the 

overdose risks associated with drug use and link individuals to treatment. 

 

The Mount Rogers Health District Population Health Team was a key partner in planning a fentanyl awareness day, 

held at Virginia High School in Bristol in the spring of 2022. In response to student overdoses, dozens of partners 

provided a day of programming for high school students, including an internationally known speaker, stories of local 

lived experience, and a resource fair focused on substance use prevention, mental health resources, and dispensing 

naloxone to students and staff. The event was so successful and well received by the students that other similar 

events are in the works locally.  

 

StayWellNoVa 

 

Since the summer of 2020, the Northern Virginia health districts of the City of Alexandria, and the counties of 

Arlington, Fairfax, Loudoun, and Prince William, have been collaborating on a public health information campaign, 

StayWellNoVa. The initiative began to boost childhood and flu immunizations, and then changed focus to promote 

COVID-19 vaccinations. Close collaboration with community partners to inform cultural competency, as well as 

engagement of trusted messengers and influencers, have served as the ‘special sauce’ to ensure that all promotions 

truly resonate with the intended audiences and deliver results. The initiative continues today with a new focus on 

monkeypox vaccination. This regional communications approach has innovated the way the local health districts 

target and connect with key public health audiences in Virginia’s most populous and diverse health districts. 

 

https://www.vdh.virginia.gov/disease-prevention/naloxonepartnerprogram/
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Virginia Partners in Prayer and Prevention 

 

Virginia Partners in Prayer and Prevention (Virginia P3) is a community health initiative that has developed 

meaningful partnerships across faith-based coalitions throughout the Commonwealth since its inception in 2016. 

These partnerships have increased collaboration between VDH and faith-based organizations and their members. 

Additionally, by working with these organizations on health and prevention, trust has been established and 

strengthened in VDH and public health among populations that have historical mistrust in the medical and public 

health systems, especially Black and African American communities. This year, Virginia P3 continued to develop 

partnerships with other organizations to deliver training, facilitate discussions, and disseminate resources across its 

faith-based coalitions. These partners include Department of Homeland Security for a faith-based safety active 

shooter training, Virginia Breast Cancer Foundation, American Association of Retired Persons, American Heart 

Association for Heart Health Matters, Walgreens for community collaborations, VDH Arthritis Coalition for Walk 

with Ease and the Chronic Disease Self-Management Program, and Alzheimer’s Association for Purple Power 

Virginia. 

 

Telehealth-in-a-Box 

 

VDH partnered with the Salem Veterans Affairs Health Care System to establish a new point of access at the 

Martinsville Health Department for telehealth services provided by the U.S. Veterans Health Administration. 

Services will be provided at the Martinsville Health Department, utilizing the “telehealth-in-a-box” model that the 

Salem Veterans Affairs Health Care System has utilized at several sites in their region. These are examples of the 

several partnerships with clinical providers and medical technology vendors, which allow VDH to better serve the 

public health needs of Virginia. 

 

The Academic Advisory Council 

 

The Academic Advisory Council is composed of the Chairs of all Council on Education for Public Health-accredited 

Master of Public Health programs in Virginia, and VDH staff. The Council represents the public health programs at 
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Old Dominion University, Virginia Commonwealth University, Eastern Virginia Medical School, University of 

Virginia, Virginia Polytechnic Institute and State University, George Mason University, and Liberty University. 

During quarterly meetings the Council determines public health issues that can be better understood and addressed 

through collaboration with MPH program support. Community health initiatives and public health education are also 

incorporated into partnerships with several Historically Black Colleges and Universities in Virginia. These 

educational partnerships are invaluable resources to public health initiatives that serve student communities as well 

as the communities that these institutions are already working with directly.  

 

Community Health Workers 

 

Many health districts utilized the opportunity granted by COVID-19 funds to hire community health workers 

(CHWs). Rappahannock-Rapidan Health District has placed CHWs in each of their free clinics. The CHWs are 

working together, alongside the free clinic and the health district, to screen patients for social determinants of health 

and connect patients with resources. Mount Rogers Health District has partnered with the Institute for Public Health 

Innovation to hire a team of six CHWs. The CHWs were deployed in May and have been assisting with COVID-19 

recovery and response efforts, in addition to training hundreds of people on how to use naloxone. Central 

Shenandoah Health District hired nine CHWs, who have supported 475 families since June 2021 (see graphic on 

page 9). 
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HIGHLIGHTS FROM STATE HEALTH ASSESSMENT 

 

DEMOGRAPHICS 

According to the U.S. Census Bureau 2021 population estimates, there are 8,642,274 residents in Virginia. Figure 1 

displays the racial and ethnic make-up of Virginia residents. In 2021, the median household income in Virginia was 

$76,398, higher than the US median income of $67,340. As shown in Figure 2, the median annual household income 

was highest for Asian residents ($121,000) and lowest for Black or African American residents ($55,000).  

 

Figure 1  

Race and Hispanic Origin  

White alone, percent 68.8% 

Black or African American alone, percent 20.0% 

American Indian and Alaska Native alone, percent 0.6% 

Asian alone, percent 7.2% 

Native Hawaiian and Other Pacific Islander alone, percent 0.1% 

Two or More Races, percent 3.4% 

Hispanic or Latino, percent 10.2% 

Data Source: U.S Census Bureau  

 

Figure 2  
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BIRTHS 

 

In 2021, there were a total of 95,620 live births in Virginia Figure 3 shows the distribution of births by 

locality. 

Figure 3 

 
 

 

DEATHS 

From 2018 to 2020 the overall death rate in Virginia was highest in Bath, Northumberland and Lancaster counties 

(Figure 4). 75.9% of deaths occurred in white residents (Figure 5). In 2021, the top three leading causes of deaths 

were heart disease, cancer, and COVID-19. Among adults 20-44 years old, the leading cause of death in Virginians 

was accidental poisoning and exposure to noxious substances (Figure 5). 

 

Figure 4 
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Figure 5 

 
 

Figure 6 

 
 

 

HEALTH INSURANCE 

Since January 1, 2019, more adults living in Virginia have access to quality, low-cost health comprehensive health 

insurance through Virginia Medicaid. Covered adults include individuals ages 19-64 with income at or below 138% 

of the federal poverty level. In 2021, 10.9% of female adults 19 to 64 years old were uninsured, compared to 8% of 

males (Figure 7). As Figure 8 shows, 28.1% of Hispanic/Latino Virginians 19 to 64 years old were uninsured in 
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2021, compared to 6.7% of White Virginians and 9.1% of African American Virginians. Figure 9 shows that 28.4% 

of uninsured Virginians 26 to 64 years old had less than a high school education. 

 

Figure 7 

 
Figure 8 
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Figure 9 

 
 

 

Figure 10 

 

 

 

 

HEALTH CARE AFFORDABILITY 

Even when Virginia residents have health insurance coverage, people with limited funds or lack of transportation 

options still may not be able to get the care they need. Delays in seeking medical care for injuries, illness or chronic 

conditions can have significant impact on the individual, the economy, and the healthcare system. These delays are 

mostly attributed to cost. According to the Kaiser Family Foundation, dental services are the most common type of 

care that people report delaying or skipping.  
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Lower income families spend a greater share of their income on health care costs than those families with higher 

incomes. In 2021, 7.9% of adults reported that they could not afford to see a doctor (Figure 11). The group with the 

highest percentage of adults who could not afford to see a doctor were in households earning $15,000 to less than 

$25,000 (Figure 12). The racial/ethnic group with the highest percentage of adults who could not afford to see a 

doctor were those that identified as Hispanic (Figure 13). By education level, Virginians with less than a high school 

education were the largest group that could not afford to see a doctor in 2021 (Figure 14).   

Figure 11 

 
 

 

Figure 12 
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Figure 13 

 
Figure 14 
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HEALTH OPPORTUNITY 

Virginians who live in communities with higher income are able to access resources that contribute to their health 

more easily than Virginians who live in communities with lower income. The Social Vulnerability Index (Figure 14) 

measures the relative vulnerability of each US Census tract (subdivisions of counties). The tracts are ranked across 

15 social factors (unemployment, minority status, disability, etc.) that are further grouped into four themes. Each 

tract is rated on each of the four themes as well as overall. Virginia’s variance in its SVI scores illustrates the wide 

array of needs and experiences of Virginians across our state.  

 

A locality’s rurality also impacts the distribution of hospitals, clinics, and other healthcare services. Figure 15 from 

the Virginia Rural Health Plan shows the distribution of primary care shortage areas and illustrates the overlap 

between rurality and in gaps in healthcare access and health equity.  

 

The Health Opportunity Index (Figure 18) is a multivariate tool that is used to identify and understand the effect of 

social determinants of health on health outcomes. The index uses 29 indicators to measure neighborhood health for 

residents. Some of these indicators include school poverty, access to healthy food, access to green space, home 

ownership rate, as well as other related indicators. Each indicator has an individual weight that correlates to the 

indicators ability to impact health. The indicators are all measured on different scales.  

 

Figure 14 

 

https://www.vdh.virginia.gov/content/uploads/sites/76/2022/01/Virginia-Rural-Health-Plan_Book_POST_1-24-22_LR.pdf
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Figure 15 

 
 

 

Figure 16 
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INFANT MORTALITY 

In 2020, 543 infants died before their first birthday in Virginia, making the overall infant mortality rate 5.7 per 1,000 

live births, improved from 5.9 in 2019. Since 2011, the overall infant mortality numbers have remained relatively 

constant, with a slight downward trend apparent in recent years. However, infant mortality rate varies by race and 

ethnicity. As Figure 17 shows, the infant mortality rate among the non-Hispanic white population was 4.8, while the 

rate among non-Hispanic Black infants was 10.7, which has remained stable in recent years. This disparity in infant 

mortality rates shows that Black infants were 2.2 times more likely to die than their White counterparts. Infant 

mortality also differed by locality. The top ten localities by highest counts had infant mortality rates ranging from 

4.0 to 12.7 deaths per 1,000 live births (Figure 18). Due to the small numbers, localities could not be further broken 

down by race/ethnicity. 

 

Figure 17 

 
Figure 18 
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PRENATAL CARE 

Adequacy of Prenatal Care is measured by the Kotelchuck Index. The index accounts for when prenatal care began 

(initiation) and the number of prenatal visits from when prenatal care began until delivery (received services), as 

documented on the birth record. Adequacy of initiation is classified as months 1-2, months 3-4, months 5-6, and 

months 7-9 of pregnancy. Adequacy of received services is classified by comparing the number of prenatal visits to 

the expected number of visits for the period between when care began and the delivery date, based on the ACOG 

prenatal care standards, and adjusted for gestational age when care began and at delivery. A ratio of observed to 

expected visits is calculated, with at least adequate care to have received 80% or more of expected visits. Overall, in 

2020, nearly three-quarters (73.1%) of pregnant women received at least adequate prenatal care in Virginia, as 

measured by the Kotelchuck Index. However, this percentage varies by locality, from less than 25.0% (counties in 

the Southwest region) to 91.1% (Figure 19). Note that the Kotelchuck Index does not measure the quality of prenatal 

care services received. 

 
Figure 19 

 
 

 

MATERNAL MORTALITY 

Maternal mortality, as defined by the World Health Organization, is deaths related to or aggravated by pregnancy 

(not due to accidental/incidental causes) and occurring within 42 days of the end of a pregnancy. Maternal mortality 

has been trending upwards in Virginia. For 2016-2020, the five-year maternal mortality rate was 21.6 per 100,000 

live births, higher than the US rate (19.3 per 100,000 live births). The maternal mortality rate is more than two times 

higher among non-Hispanic Black birthing mothers when compared with their non-Hispanic White counterparts 

(49.1 vs 23.7 per 100,000, respectively) (Figure 20). For 2016-2020, maternal deaths were highest in the most 

populous counties in Virginia, with rates ranging from 11.7 to 39.4 (Figure 21), well above the national rate for 

2016-2020. (Note that in smaller counties, numbers are too small to make meaningful interpretations.) 
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Figure 20 

 
 

 

Figure 21 

 
 

 

 

CHILD MORTALITY 

In 2020, there were 139 deaths among children ages 1 through 9, with a rate of 12.3 per 100,000 children aged 1-9, 

which is below the national rate. The child mortality rate varied by race/ethnicity, with higher rates among non-

Hispanic Black children (Figure 22) and by county, ranging from 36.9 to 7.2 (Figure 23). 
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Figure 22 

 
 

Figure 23 

 
 

STROKE  

Six in ten Americans live with at least one chronic disease, like asthma, heart disease, cancer, stroke, or diabetes. 

These and other chronic diseases are a leading causes of death and disability in Virginia, and they are also a leading 

driver of health care costs. Chronic conditions are typically defined as lasting one year or more. These conditions 

may limit the activities of daily living and may require ongoing medical attention.  

 

Virginia is a member of the Stroke Belt, a region of southeastern states with high stroke incidence (stroke is the 

fourth leading cause of death in Virginia) and prevalence of cardiometabolic conditions including hypertension, 

diabetes, hypercholesterolemia, and obesity. Age is still the strongest predictive factor for stroke hospitalization and 

stroke death. Stroke and stroke death disproportionately impact Black or African American communities, where the 

stroke death rate is 50.8 compared to 38.3 for Virginia overall. The same disparities appear in stroke hospitalization 

rates in Virginia as shows in Figure 24. Disparities are also evident by geographic location. The localities with three 
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highest age-adjusted stroke mortality rates per 100,000 population for 2016-2020 were Franklin City at 96.3, 

Martinsville City at 94.4, and Galax City at 82.6. Figure 25 shows stroke hospitalization rates by locality.  

 

Figure 24 

 
Data Source: Virginia Health Information, 2020 

 

Figure 25 

 

 

SUBSTANCE USE DISORDER 

On average, almost six Virginians died by drug overdose every day during 2019-2021. Drug overdose deaths 

increased 70% from 2019 to 2021, and more than eight out of ten drug overdose deaths involved an opioid. Figure 

26 shows drug overdose-related deaths by locality for 2019-2021. 
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Figure 26 

 
 

INJURY DEATHS 

On average, three Virginians died by a firearm every day during 2019-2021. Virginia saw a 21% increase in firearm-

related deaths from 2019 to 2021. Most firearm-related deaths in 2019-2021 were suicide deaths (60%), followed by 

homicide deaths (37%).  Firearm-related homicide deaths increased 47% from 2019 to 2021 (342 in 2019 to 502 in 

2021). Figure 27 shows firearm-related deaths by locality in Virginia for 2019-2021.  

 

Figure 27 
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MOTOR VEHICLE DEATHS 

On average, more than two Virginians died due to a motor vehicle traffic-related crash every day during 2019-2021. 

Motor vehicle-related deaths increased 14% from 2019 to 2021. Figure 27 shows motor vehicle traffic-related deaths 

by locality in Virginia for 2019-2021. 

 

 

Figure 28 

  
 

 

FLU IMMUNIZATION 

In 2021 the proportion of adults > 65 years in Virginia who received their annual influenza vaccine reached 78%, an 

increase of 10.9% between 2016 and 2021, and exceeded the Healthy People 2030 goal of 70%. 

 

Figure 29 
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APPENDIX: State Health Assessment 2022 Data Highlights Report 

Indicators with Improving Trends 

1. Beach Water Quality Monitoring The number of days for which beaches are under advisory in Virginia 

decreased from 67 days in 2017 to 61 days in 2021. The number of advisories decreased annually from 68 

in 2018 to 32 in 2021. The number of beaches under advisory has been fairly stable with little variations 

over the years from 18 in 2017 to 16 in 2021. 

2. Elevated Blood Lead Levels in Children The percentage of children < 6 years with elevated blood lead 

levels decreased from 2.9% in 2016 to 1.9% in 2019. (The number of children < 6 years tested for blood 

lead levels increased from 53,474 to 62,293 in 2021 from the previous year). The number of children < 16 

years with elevated blood lead levels decreased from 3.0% in 2017 to 2.0% in 2021. (The number of 

children < 16 years tested for blood lead levels increased from 57,013 to 64,919 in 2021 from the previous 

year).  

3. Percent Population Served with Lead Levels Below Action Limit (0.015mb/L) (NTNC School and 

Non-School) The percentage of the population served by non-transient non-community water systems that 

serve a school (NTNC School) and had lead levels below the action limit increased from 89.20% in 2020 

to 96.25% in 2021. The percentage of the population served by non-transient non-community that do not 

serve a school (NTNC Non-school) increased from 84.75% in 2020 to 97.80% in 2021. 

4. Water Systems with Optimized Fluoride levels The number of systems with optimized fluoride levels 

decreased yearly from 71 in 2016 to 63 in 2019; however, the number increased substantially in 2020 to 

73.  

5. Stroke Hospitalization Rate The rate of stroke hospitalization decreased from 244.4 per 100,000 in 2016 

to 208.1 per 100,000 in 2020. The rate of stroke hospitalization decreased yearly prior to 2020. 

6. Ischemic Heart Disease Hospitalization Rate The incidence of hospitalizations due to ischemic heart 

disease decreased from 1,456.2 per 100,000 people in 2016 to 1,221.4 in 2020.  

43.20%

37.80%

45.60%

51.10%

46.40%

67.10%

65.20%

71.40%

73.50%

78.00%
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https://virginiawellbeing.com/sha-data-highlights/
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7. Asthma Hospitalization Rate The asthma hospitalization rate in 2020 was 447.95 per 1000,000 people, 

lower than it was in 2016 at 662.62. 

8. Alzheimer’s and Dementia-related Disorders (ADRD) Hospitalization The rate of ADRD 

hospitalization decreased from 555.76 in 2016 per 100,000 people to 466.27 in 2020. 

9. Arthritis Hospitalization Rate The rate of arthritis hospitalizations decreased each year between 2016 and 

2020, from 1059.78 per 100,000 people to 621.94 in 2020. 

10. Tuberculosis The rate of tuberculosis infection in Virginia has decreased within 5 years from 2.4 per 

100,000 population in 2017 to 1.9 per 100,000 population in 2021. However, Virginia has not met the 

Healthy People 2030 goal of 1.4 per 100,000 population.  

11. High School Students Who Reported Being in a Physical Fight The percentage of high school students 

who reported being in a physical fight decreased between 2013 and 2019 from 23.5% to 19.5%.  

12. Non-Fatal Assault Hospitalizations The number of hospitalizations from nonfatal assaults declined from 

1,058 to 816 between 2016 and 2020. 

13. Nonfatal Hospitalizations from Traumatic Brain Injury among Youths in Virginia Aged 10-24 Years 

The number of hospitalizations due to traumatic brain injury among Virginia youths decreased from 2016 

at 742 to 591 in 2020. 

14. Nonfatal Hospitalizations from Non-Drug Poisoning The number of hospitalizations from non-drug 

poisoning decreased yearly between 2016 and 2020 from 683 to 435. 

15. Deaths From Non-Drug Poisoning The number of non-drug poisoning deaths declined from 107 in 2016 

to 78 in 2020. 

16. Influenza Vaccination Rate in Adults >65 Years Old The proportion of adults > 65 years in Virginia 

who received their annual influenza vaccine increased between 2016 and 2021 from 67.1% to 78.0%. 

Virginia met the Healthy People 2030 goal of 70%. 

17. HPV Vaccination Among Adolescent Males Among adolescent males, the HPV vaccination rate 

increased yearly from 2015 to 2019 from 32.0% to 62.6%. However, this is below the Healthy People 

2030 goal of 80%. 

18. Combined 7-Series Vaccination among Children Aged 24 Months and Aged 35 Months The 

percentage of children aged 24 months who received the combined 7-series vaccine increased to 73.3% in 

2018 from 68.8% in 2017. The proportion of children aged 35 months increased between 2015 and 2018 

from 75.2% to 84.0% 

19. Percentage of High School Students Who Reported Current Alcohol Use  The percentage of high 

school students who reported current alcohol use declined from 30.5% in 2011 to 25.4% in 2019. 

20. Percentage of High School Students Who Rode With A Driver Who Had Been Drinking The 

percentage of high school students who rode with a driver who had been drinking declined for both male 

and females. For males, this percentage reduced from 19.6% to 11.9% between 2011 and 2019. For 

females, the percentage declined from 20.2% to 14.1%. 

21. Adults Who Reported Binge Drinking In The Past Month The percentage of adults who reported binge 

drinking in the past month declined yearly from 16.0% to 14.8% between 2017 and 2020. Virginia met the 

Healthy People 2030 goal of 25.4% or below. 

22. Drug Overdose Deaths from Heroin The number of deaths from heroin overdose declined annually from 

540 deaths in 2017 to 414 deaths in 2020. 

23. Drug Overdose Deaths from Benzodiazepines The number of deaths from benzodiazepine overdose 

decreased yearly from 210 in 2016 to 174 deaths in 2020. 

24. Uninsured Children under the Age of 19 The rate of uninsured children under the age of 19 decreased 

from 7% in 2010 to 4.50% in 2020. 
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25. Avoidable Hospitalizations The percentage of avoidable hospitalizations in Virginia decreased from 

14.20% in 2016 to 12.60% in 2019. 

26. Proportion of Adults that Delayed Medical Care due to Cost The percentage of adults that delayed 

medical care due to cost decreased yearly from 12.10% in 2015 to 10.40% in 2020.  

27. Lung and Bronchus Cancer The lung and bronchus cancer incidence declined yearly from 62.3 in 2012 to 

53 in 2019. The rate of deaths from lung and bronchus cancer declined yearly from 48.5 per 100,000 

population in 2010 to 33.8 in 2019. This is below the Healthy People 2030 goal of 25.1 per 100,000 

population. 

28. Colorectal Cancer The incidence of colorectal cancer in Virginia decreased from 37.8 in 2015 to 34.7 in 

2019. The rate of deaths due to colorectal cancer decreased from 15.2 deaths per 100,000 population in 

2010 to 12.8 in 2019. However, Virginia has not met the Healthy People 2030 goal of 8.9 per 100,000 

population. 

29. Teen Pregnancy The rate of teen pregnancy in Virginia declined steadily from 40.2 per 1,000 females in 

2010 to 17.3 per 1,000 females in 2020. The rates decreased for all races and ethnicities. 

30. Maternal Opioid Use Disorder The rate of maternal opioid use disorder declined yearly from 5.6 to 4.7 

per 1,000 delivery hospitalizations between 2016 and 2020. The rates decreased for all races. 

31. Children (ages 0 -17 years ) with Special Health Care Needs The percentage of children with special 

care needs decreased from 21% in 2016 to 18% in 2019-2020. 

32. HIV Incidence and Linkage to Care The HIV incidence in Virginia declined from 925 in 2016 to 631 in 

2020. The percentage of people with HIV diagnosis that were not linked in 90 days declined between 2016 

and 2020 from 19.26% to 13.47%. The percentage of HIV Viral suppression increased from 74% in 2016 

to 80% in 2020. 

Indicators with Little or No Change in Trend 

1. Percent Population Served by Community Water Systems with Lead Levels Below Action Limit 

(0.015mb/L) © Although on the increase, there have been subtle changes in the percentage of the 

population served with lead levels below action limit by community water systems  © in Virginia over the 

years from 98.55% in 2017 to 98.15% in 2021.  

2. Hypertension Hospitalization Rate The rate of hospitalizations due to hypertension decreased from 

3,968.2 per 100,000 population in 2017 to 3,814.9 in 2018. In 2019, it increased to 3,900.2 and then 

decreased to 3,410.8 in 2020. The decrease in 2020 may be affected by issues with access to care during the 

pandemic. 

3. Chronic Kidney Disease (CKD) Hospitalization Rate The rate of CKD hospitalization remained fairly 

stable in a 5-year period between 2016 and 2020 with rates ranging from 2,267.56 per 100,000 people to 

2,277.28. 

4. Nonfatal Hospitalizations From Traumatic Brain Injury (TBI) Nonfatal traumatic brain injury related 

hospitalizations remained relatively stable within 5 years from 4,742 to 4,752 hospitalizations between 

2016 and 2020. 

5. Households With No Vehicle Available The proportion of households with no available vehicles 

remained fairly constant with mild variations within 11 years from 6.3% in 2010 to 6.1% in 2020. 

6. Proportion of Adults With a Usual Primary Care Provider The proportion of adults with a usual 

primary care provider was relatively stable at around 69.5% from 2013 to 2019. 

7. Female Breast Cancer The female cancer incidence increased slightly from 126.1 in 2010 to 132.3 in 

2019. The rate of deaths from breast cancer decreased from 22.2 per 100,000 population in 2010 to 19.2 per 

100,000 population in 2019; however, it has not met the Healthy People 2030 goal of 15.3 per 100,000 

females. 
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8. Prostate Cancer The incidence rate of prostate cancer has fluctuated over the past 10 years; it increased 

from 99 in 2018 to 107.6 in 2019. The rate of prostate cancer deaths had mild variations over 10 years from 

2010 to 2019, from 22.2 deaths per 100,000 population to 19.9. However, Virginia has not met the Healthy 

People 2030 goal of 16.9 per 100,000 population. 

9.  Hepatitis C Infection The incidence rate of Hepatitis C infection decreased yearly between 2016 and 

2018 from 75.2 to 52.4 cases per 100,000 population. It increased in 2019 to 65.2 and decreased in 2020 

(42.2) and 2021(41.1). 

10. Infant Mortality The overall infant mortality rate in Virginia remained fairly constant in 11 years from 

5.26 per 1,000 live births in 2010 to 5.73 per 1,000 live births in 2020. This is true for all races and 

ethnicities except for American Indian/Alaska Natives whose infant mortality rate varied from 6.37 per 

1,000 live births in 2016 decreasing to 0.00 in 2018 and then increased yearly between 2019 and 2020 from 

6.25 to 12.12 per 1,000 live births in 2020. However, the AI/AN population in Virginia is very small, 

which leads to instability in the rates when comparing them annually to other races. 

11. Child (1 to 9 years) Mortality Rate The child mortality rate had little variation between 2009 and 2020, 

from 15.7 per 100,000 population to 15.0. 

Indicators with Worsening Trends/Issues of Concern from the Virginia State Health Assessment 2022  

1. Adults Reporting Poor Physical Health The percentage of adults reporting 14 or more days of poor 

physical health in the past 30 days increased from 11% in 2016 to 11.7% in 2019  

2. Adult Consumption of Fruits and Vegetables The percentage of adults who consumed fruits and 

vegetables 5+ more times a day decreased from 17.8% in 2013 to 16.1% in 2019. The percentage of adults 

who did not eat fruits and vegetables at least once a day increased from 37.4% in 2013 to 38.3% in 2019  

3. Adults Who are Aerobically Active For 150 Minutes Each Week and No Leisure Time Physical 

Activity in the Past Month The percentage of adults who are aerobically active for 150 minutes each week 

has decreased from 51.9% in 2013 to 50% in 2019. This is below the Healthy People 2030 goal of 59.2%. 

The percentage of people with no leisure activity has worsened in four years increasing from 23.3% in 

2016 to 25.3% in 2019. This has not met the Healthy People 2030 target of 21.2%.  

4. Adults who are Overweight or Obese The percentage of adults who are overweight or obese had a little 

increase from 65.4% in 2016 to 66.4% in 2019. However, Virginia is far from meeting the Healthy People 

2030 goal of 36.0%  

5. Diabetes Hospitalization Rate The rate of hospitalization due to diabetes increased yearly from 1588.8 in 

2016 to 1852.49 in 2019. The rate decreases in 2020 to 1,648.15 in 2020; however, this may be due to 

decreased access to care during the COVID 19 pandemic.  

6. Hotline Calls Related to Sexual Violence Hotline calls to the state sexual and domestic violence increased 

between 2017 and 2021, from 9,077 to 11,086 calls.  

7. Nonfatal Hospitalizations and Deaths from Firearms The rate of nonfatal hospitalizations from firearms 

worsened, increasing from 728 in 2016 to 756 in 2020. The number of deaths from firearms increased from 

1,027 in 2016 to 1,164 in 2020. 

8. Homicide Deaths The number of deaths from homicides worsened, increasing from 434 deaths in 2016 to 

516 deaths in 2020. 

9. Middle School Students Who Reported Being in a Physical Fight The proportion of middle school 

students who reported being in a physical fight increased from 44.4% in 2013 to 45.8% in 2019. 

10. Deaths from Unintentional Falls Deaths from unintentional falls increased yearly from 811 in 2016 to 

981 in 2020. 

11. Deaths from Traumatic Brain Injury The number of deaths from traumatic brain injury increased 

between 2016 and 2020 from 1,644 to 1,876. The number of traumatic brain injury deaths among youths in 

Virginia worsened, increasing from 258 to 317 between 2016 and 2020. 
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12. Influenza Vaccine Rates in Adults 18-64 years and in Minority Groups The percentage of adults who 

received influenza vaccine declined from 51.1% from 2019-2020 to 46.40% in 2020-2021. While the 

percentage of the white population who received influenza vaccine increased between 2016 and 2021 from 

51.3% to 60.9%, it decreased among the Black population from 52.5% in 2019 to 45.6% in 2021 

and decreased among the Hispanic population from 51.4% in 2016 to 45.2% in 2021. For other/multiple 

races, the influenza vaccine rates declined from 61.3% to 56.6% between 2019 and 2021. 

13. HPV Vaccine Among Adolescent Females The proportion of females who received the HPV vaccine 

declined from 60.1% in 2018 to 56.6% in 2019. This is below the Healthy People 2030 goal of 80%. 

14. Percentage of Middle School Students Who Rode With A Driver Who Had Been Drinking The 

percentage of middle school students who rode with a driver who had been drinking worsened for both 

boys and girls. For boys, it increased from 13.7% in 2017 to 15.3% in 2019, and for girls, it increased from 

16.5% in 2017 to 18.0% in 2019. 

15. Alcohol Attributable Deaths Alcohol attributable deaths in Virginia increased every year between 2016 

and 2020, from 2,926 to 3,667 deaths. 

16. High School Students Who Reported Marijuana Use in the Past 30 Days The percentage of high school 

students who reported marijuana use in the past 30 days increased yearly between 2015 and 2019 from 

16.2% to 17.3%. 

17. Nonfatal Cannabis Hospitalizations Hospitalizations from cannabis increased every year from 17,796 in 

2016 to 20,303 in 2019. There was a decrease to 19,837 in 2020, which may be related to the pandemic. 

18. Drug Overdose Deaths While the number of nonfatal drug overdose hospitalizations decreased yearly 

from 2016 (except in 2019) to 2020 from 8,069 to 7,526, the number of deaths from drug overdose 

increased yearly between 2016 and 2020 from 1,324 to 1,749 deaths.  This is true for all opioids, which 

increased from 1,078 deaths in 2016 to 1,478 deaths in 2020); synthetic opioids (except methadone), which 

increased from 624 in 2016 to 1,303 deaths in 2020; cocaine, which increased from 335 in 2016 to 435 in 

2020; and psychostimulants, which increased from 66 in 2016 to 326 in 2020. 

19. Cost Burdened Households The percentage of cost burdened households in Virginia increased from 

28.5% in 2017 to 29.0% in 2020. 

20. Homeless Students in Virginia The number of homeless students in Virginia increased from 7,663 in 

2011 to 10,268 students in 2020. 

21. Average Commute To Work Driving Alone The average commute to work driving alone increased 

yearly 2010 to 2020 from 25.9 minutes to 28.6 minutes. 

22. Early Syphilis Infection The rate of early syphilis increased in Virginia from 13.5 in 2017 to 16.4 per 

100,000 population in 2021. 

23. Congenital Syphilis Infection The number of congenital syphilis increased from 0-2 cases per year in 

2009- 2012 to 17 cases in 2021. 

24. Gonorrhea Infection The rate of gonorrhea infections per 100,000 population increased yearly from 

144.08 in 2017 to 174.12 in 2020. However, this rate decreased to 167.1 in 2021 

25. Prenatal Care The number of women who received inadequate care increased for all races. It increased 

from 7.7% in 2012 to 21.6% in 2020 for Hispanics, 2.8% in 2012 to 14.5% in 2020 for Blacks, and 4.0% 

in 2012 to 9.3% in 2020 for White. 

26. Proportion of Adults Who Have Seen a Dentist in the Past Year Although the proportion of adults who 

have seen a dentist in the past year has varied widely in 11 years, it decreased from 76.2% in 2019 to 

70.0% in 2020. 

27. Life Expectancy and Years of Potential Life Lost The overall life expectancy in Virginia decreased from 

79.7 years in 2019 to 78.3 years in 2020. The years of potential life lost increased between 2016 and 2020, 

from 6,584.3 per 100,000 population to 7,549.4. 
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28. Chronic Obstructive Pulmonary Disease (COPD) Hospitalization Rate The rate of COPD 

hospitalization increased yearly from 1,188.3 per 100,000 people in 2016 to 1,357.5 in 2019. It decreased 

in 2020 to 1,202.9, likely due to factors associated with the COVID-19 pandemic. 

29. Deaths From Drowning The number of deaths from drowning in Virginia increased yearly from 78 in 

2017 to 93 in 2019. There was a decline in 2020 to 88, but this may have been affected by the pandemic. 

30. Reports of Forcible Sex Offenses Although the number of forcible sex offenses reported to the police 

decreased in 2020, this number had an increasing trend between 2016 and 2019 from 5,529 to 5,854. The 

decrease in 2020 may be due to the effect of the pandemic 

31. Maternal Opioid Related Diagnosis The rate of maternal opioid related diagnosis increased yearly from 

7.7 in 2016 to 9.0 in 2019. However, this rate decreased to 7.7 per 1000 delivery hospitalizations in 2020. 

The decline in 2020 may be due to the effects of the pandemic. 

32. Rate of Neonatal Abstinence Syndrome The overall rate of neonatal abstinence syndrome decreased 

between 2016 and 2018 from 6.5 to 7.0 per 1,000 birth hospitalizations and then increased to 7.2 in 2019. 

However, in 2020, there was a marked decrease to 5.8 per 1,000 birth hospitalizations. This decline in 2020 

may be due to the effects of the pandemic. 
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