Agenda

Virginia Department of ] Full Board Meeting

S’ Health Professions September 21, 2018
Board of Social Work Board Room 1

10:00 a.m.

Call to Order - John Salay, LCSW, Board Chair
* Welcome and Introductions
= Mission of the Board
= Roll Call
* Emergency Egress Procedures

Approval of Minutes
= Board Meeting - June 15, 2018

Ordering of Agenda

Public Comment

The Board will receive public comment related to agenda items at this time. The Board will not receive
comment on any pending regulation process for which a public comment period has closed or any
pending or closed complaint or disciplinary matter.

Agency Report - David E. Brown, DC, Agency Director

Presentation
= 2018 Workforce Report - Elizabeth Carter, PhD, Executive Director, Healthcare Workforce
Data Center

Staff Reports
= Executive Director’s Report - Jaime Hoyle, JD, Executive Director
* Discipline Report - Jennifer Lang, Deputy Executive Director
» Licensing Manager’s Report - Latasha Austin, Licensing Manager

Committee and Board Member Reports
= Board of Health Professions Report - None
= Legislative/Regulatory Committee - None

Legislation and Regulatory Actions - Elaine Yeatts, Senior Policy Analyst
* Board Action on Proposed Regulations (additional hours in ethics for continuing education)

Unfinished Business
=  None
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New Business
» Review of Guidance Documents
> Guidance Dcoument 140-1 (Guidance on Use of Confidentsil Consent Agreements)
> Guidance Document 140-3 (Guidance on Technology-Assisted Therapy & the Use of Social Media)
> Guidance Document 140-4.2 (Guidance on Possible Disciplinary or Alternative Actions in Response
to Non-compliance with Continuing Education Requirements)
= Abuse of Complaint Process - Jamie Clancey, LCSW

Next Meeting
= Agenda Items & Topics for Next Meeting
= Date of Next Meeting
= 2019 Meeting Dates

Meeting Adjournment

This information is in DRAFT form and is subject to change. The official agenda and packet will be approved by the public body at
the meeting and will be available to the public pursuant to Virginia Code Section 2.2-3708(D).
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Virginia Department of

S’ Health Professions

Board of Social Work

Approval of
Quarterly Full Board
Meeting Minutes

June 15, 2018




THE VIRGINIA BOARD OF SOCIAL WORK
MINUTES
Friday, June 15, 2018

The Virginia Board of Social Work ("Board™) meeting convened at 10:00 a.m. on Friday, June 15, 2018 at the
Department of Health Professions, 9960 Mayland Drive, Henrico, Virginia. Yvonne Haynes, L.C.S.W., Board
Chair called the meeting to order at 10:06 a.m.

BOARD MEMBERS PRESENT: Maria Eugenia del Villar, L.C.S.W.
Yvonne Haynes, L.C.S.W., Chair
Dolores Paulson, L.C.S.W., Ph.D.
John Salay, L.C.S.W., Vice- Chair
Joseph Walsh, L.C.S.W., Ph.D.

BOARD MEMBERS ABSENT:  Canek Aguirre, Citizen Member
Angelia Allen, Citizen Member
Jamie Clancey, L.C.S.W.
Gloria Manns, L.C.S.W.

STAFF PRESENT: Latasha Austin, Licensing Manager
Christy Evans, Discipline Case Specialist
Jaime Hoyle, Executive Director
Jennifer Lang, Deputy Executive Director

OTHERS PRESENT: Elaine Yeatts, Senior Policy Analyst, Department of Health Professions
David E. Brown, D.C., Director, Department of Health Professions
Barbara Allison-Bryan, M.D., Deputy Director, Department of Health
Professions

BOARD COUNSEL PRESENT: James E. Rutkowski, Assistant Attorney General
IN THE AUDIENCE: Sue Rowland, Virginia Society for Clinical Social Work

MISSION STATEMENT:
Ms. Haynes read the mission statement of the Department of Health Professions, which was also the mission
statement of the Board.

ROLL CALL:
Ms. Haynes requested a roll call. Ms. Austin announced that five members of the Board were present; therefore,
a quorum was established.

EMERGENCY EGRESS:
Ms. Haynes announced the Emergency Egress procedures.

APPROVAL OF MINUTES:

Ms. Haynes requested that a correction be made to the last sentence of the Chairman’s report. Ms. Haynes
requested that last sentence be corrected to read as follows: Ms. Haynes explained the proposed Member
board’s contribution to the ASWB mobility strategy and the three bylaw amendments that were approved by the
delegate assembly.
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Minutes of Board Meeting held on June 15, 2018 Virginia Board of Social Work
Dr. Paulson inquired if the minutes should reflect the receipt of a letter from Psychology.

Upon a motion by Dr. Walsh, which was properly seconded by Ms. Del Villar, the meeting minutes from the
Full Quarterly Board Meeting held on February 2, 2018 were approved with one correction, adding the Board’s
response to the Board of Psychology’s Draft Joint Guidance Document on Assessment Titles and Signatures as
an attachment. The motion passed with none abstaining.

PUBLIC COMMENT:
There was no public comment.

AGENCY REPORT:

Dr. Brown informed the Board of the new administrative changes appointments under Governor Northam. Dr.
Brown informed the Board that the new Secretary of Health and Human Resources is Dr. Daniel Carey, M.D.
and that the new Deputy Secretaries of Health and Human Resources are Gena Boyle Berger and Marvin
Figueroa.

Dr. Brown announced and introduced the new Deputy Director for the Department of Health Professions, Dr.
Barbara Allison-Bryan, M.D.

Dr. Brown also informed the Board on legislative bills related to the Department of Health Professions.

EXECUTIVE DIRECTOR’S REPORT:
Ms. Hoyle discussed the budget for the Board of Social Work. A copy of the report given was included in the
agenda packet.

Ms. Hoyle announced and introduced Latasha Austin as the new Licensing Manager for the Board of Social
Work. Ms. Austin came to the Board of Social Work having worked for the Board of Nursing as a Senior
Licensing and Discipline Specialist.

Ms. Hoyle informed the Board that the Customer Satisfactory Rates for the last quarter was 92%.

Ms. Hoyle recognized Ms. Haynes for her service to the Board of Social Work as her 2™ term comes to an end.
Ms. Hoyle acknowledged that Ms. Haynes has been on the Board since 2010 and recognized her for all her
accomplishments since she has been on the Board with a plaque.

DEPUTY DIRECTOR’S REPORT:
Ms. Lang reported on the disciplinary statistics for the Board of Social Work. A copy of the report given was
included in the agenda packet.

LICENSING MANAGER’S REPORT:
Ms. Austin reported on the licensing statistics for the Board of Social Work. A copy of the report given was
included in the agenda packet.

BOARD COUNSEL’S REPORT:
No report

COMMITTEE REPORTS:
e Board of Health Professions Report: No report
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Minutes of Board Meeting held on June 15, 2018 Virginia Board of Social Work
e Legislative/Regulatory Committee Report: No report

LEGISLATION & REGULATORY ACTIONS:

Ms. Yeatts informed the Board that the regulatory actions regarding the hours of ethics required for Social
Workers and the correction to the regulations regarding failing the examination twice were currently under
review at the Governor’s office. Ms. Yeatts also informed the Board that there is currently a backlog in the
Governor’s office, so she was unable to give a timeframe for when the actions would be complete.

Ms. Yeatts discussed House Bill 614, which changed Licensed Social Workers to Baccalaureate Social Workers
and Masters of Social Work. This legislation passed the General Assembly and will become effective on July 1,
2018. The Board reviewed proposed draft exempt regulations that would reflect the changes to the Code as
result of passage of House Bill 614, and conform the current regulations to the Code.

Upon a motion by Dr. Walsh, which was properly seconded by Mr. Salay, the motion to adopt the changes to
Chapter 20 to conform to the changes in code as outlined in House Bill 614 was approved. The motion passed
with none abstaining.

UNFINISHED BUSINESS:
No unfinished business was discussed.

NEW BUSINESS:

e Guidance Document 140-3:
Guidance Document 140-3 was reviewed and discussed by the Board. It was determined that Dr. Walsh would
form a Committee to edit the document with draft changes to present to the Board as a recommendation.

e Guidance Document 140-5:
Guidance Document 140-5 was reviewed and discussed by the Board.

Upon a motion by Dr. Paulson, which was properly seconded by Mr. Salay, the Board voted unanimously to
reaffirm Guidance Document 140-5.

e Guidance Document 140-12:
Guidance Document 140-12 was reviewed and discussed by the Board.

Upon a motion by Mr. Salay, which was properly seconded by Dr. Walsh, the Board voted unanimously to
repeal Guidance Document 140-12.

e Guidance Document 140-11:
Guidance Document 140-11 was reviewed and discussed by the Board.

Upon a motion by Dr. Walsh, which was properly seconded by Mr. Salay, the Board voted unanimously to
amend Guidance Document 140-11 by deleting the monetary penalty of $250.00 as a possible action for first
offenses involving practice with an expired license; 90 days or less.

e Virginia Board of Social Work By Laws:
The Board reviewed the Bylaws revised June 15, 2018 that were provided in the agenda packet.
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Minutes of Board Meeting held on June 15, 2018 Virginia Board of Social Work
Upon a motion by Dr. Walsh, which was properly seconded by Dr. Paulson, the Board voted unanimously to
accept the Bylaws.

Virginia Board of Social Work Elections:

As chair of the Nominations Committee, Dr. Paulson announced the nominations. The nomination for chair
was John Salay. The nomination for Vice Chair was Dr. Dolores Paulson.

The Board voted unanimously to elect John Salay as the new Chair for the Board of Social Work.

The Board voted unanimously to elect Dr. Dolores Paulson as the new Vice Chair for the Board of Social Work.

NEXT MEETING:

Ms. Haynes announced that the next quarterly scheduled full Board meeting would occur on September 21,
2018.

ADJOURNMENT:

The meeting was adorned by Ms. Haynes at 11:25a.m.

Yvonne Haynes, L.C.S.W., Chair

Jaime Hoyle, Executive Director
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Virginia Department of

S’ Health Professions

Board of Social Work

Presentation

2018 Workforce Report




Virginia’s Licensed Clinical Social. Worker
Workforce: 2018

Healthcare Workforce Data Center

August 2018

Virginia Department of Health Professions
Healthcare Workforce Data Center
Perimeter Center
9960 Mayland Drive, Suite 300
Henrico, VA 23233
804-367-2115, 804-527-4466(fax)
E-mail: HWDC@dhp.virginia.gov

Follow us on Tumblr: www.vahwdc.tumblr.com
Get a copy of this report from: https://www.dhp.virginia.gov/hwdc/findings.htm
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5,838 Licensed C(linical Social Workers voluntarily
participated in this survey. Without their efforts the work of
the center would not be possible. The Department of Health
Professions, the Healthcare Workforce Data Center, and the
Board of Social Work express our sincerest appreciation for your
ongoing cooperation.

Thank You!

Barbara Allison-Bryan, MD
Chief Deputy Director

Healthcare Workforce Data Center Staff:

Elizabeth Yetty Shobo, PhD Laura Jackson, MSHSA Christopher Coyle

Deputy Director Operations Manager Research Assistant
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Virginia Board of Social Work
Chair

John Salay, LCSW
Midlothian

Vice-Chair

Dolores Paulson, PhD, LCSW
McLean

Members

Canek Aguirre
Alexandria

Angelia Allen
Portsmouth

Jamie Clancey, LCSW
Culpeper

Maria Eugenia del Villar, LCSW
Fairfax

Michael Hayter, LCSW, CSAC
Abingdon

Gloria Manns, LCSW
Roanoke

Joseph Walsh, PhD, LCSW
Richmond

Executive Director

Jaime H. Hoyle, |D
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The Licensed Clinical Social Worker Workforce:

The Workforce

Licensees: 6,984
Virginia’s Workforce: 5,787
FTEs: 4,690

Survey Response Rate
All Licensees: 84%

Renewing Practitioners: 93%

Demographics

At a Glance:

Background

Rural Childhood: 23%
HS Degree in VA: 45%
Prof. Degree in VA:  54%

Education
Masters:
Doctorate:

Finances

Current Employment

Employed in Prof.:  90%
Hold 1 Full-time Job: 55%
Satisfied?: 96%

Job Turnover
Switched Jobs: 6%
Employed over 2 yrs: 71%

Time Allocation

Female: 86%
Diversity Index: 34%
Median Age: 51

Patient Care: 70%-79%
Administration: 10%-19%
Patient Care Role: 62%

Median Income: S60k-S70k
Health Benefits: 65%
Under 40 w/ Ed debt: 64%

Source: Va. Healthcare Workforce Data Center

A

Full Time Equivalency Units per 1,000 Residents
by Virginia Performs Regions

Souwce: Va Healthcare Work foroe Data Center

FTEs per 1,000 Residents

[ Joz2s

I 032-0.36
B 041-0.44
o

Annuegl E stimates of the Resident Population: July 1, 2017 0 25 50 100 150
Source: U.S. Census Bureau, Populstion Division

200 i
e e | s ™Y
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Results in Brief

An estimated 5,787 Licensed Clinical Social Workers (LCSWs) participated in Virginia’s workforce, which is defined as
those who worked at least a portion of the year in the state or who live in the state and intend to return to work as an
LCSW at some point in the future. Between July 2017 and June 2018, these LCSWs provided 4,690 “full-time equivalency
units (FTE)”, which the HWDC defines simply as working 2,000 hours a year (or 40 hours per week for 50 weeks with 2
weeks off). These data are from the LCSW Survey which the Virginia Department of Health Professions’ Healthcare
Workforce Data Center (HWDC) administers during the license renewal process, which takes place every June for LCSWs.

Nearly all LCSWs have a Master’s degree as their highest professional degree, while the remaining LCSWs have a
doctoral degree. 55% of all LCSWs have a primary specialty in mental health, while another 8% specialize in issues
related to children. 35% of all LCSWs currently carry educational debt and the median debt burden for those with
educational debt is between $40,000 and $50,000. Median annual income is‘only slightly higher than the debt at
between $60,000 and $70,000. In addition, 63% of all LCSWs receive at least.one employer-sponsored benefit and 96%
of LCSWs indicate they are satisfied with their current employment situation.

86% of all LCSWs are female, including 91% of those LCSWs who are under the age of 40. In a random encounter
between two LCSWs, there is a 34% chance that they would be of different races or ethnicities, a measure known as the
diversity index. Overall, just 6% of Virginia’s LCSWs work in rural areas of the state. Nearly 40% of all LCSWs work in
Northern Virginia, while another 28% work in Central Virginia. Two-thirds of all LCSWs work in the private sector,
including 47% who work at a for-profit institution. Approximately a third of all LCSWs work in either a solo or group
private practice at their primary work location, while-another 14% work at an outpatient mental health facility. About
27% of all LCSWs expect to retire by the age of 65; 27% of the current workforce expect to retire in the next ten years.

Summary of Trends

The LCSW workforce has witnessed consistent and significant growth in many areas in the past four years. Both the
total number of LCSWs and the number working in Virginia increased by 20% and 16%, respectively, when compared to
2013. FTE, however, increased<by only 7% in the same period. The LCSW workforce has also witnessed increasing
racial/ethnic diversity; the diversity index increased from 27% in 2013 to 34% in 2018. For the first time in 5 years,
median age declined to 51 years from the 53-54 years where it had hovered in the previous 4 years. The percent under
age 40 also increased from 18% in.2013 to 23% in 2018.

There has not been.much change with regards to educational attainment and education debt. Most LCSWs have a
Master’s degree as their higher educational attainment. In 2013, 95% reported their highest educational attainment as a
Master’s degree and, in 2018, 96% did. The specialty reported by LCSWs has also barely changed; the top three
specialties have been mental, children, and family — in the past 5 years and about the same percent reported each every
year. The percent reporting education debt increased from 27% in 2013 to 35% in 2018. The percent under 40 with
education debt increased from 68% in 2013 to 70% in 2015 and then was back down to 64% in 2018. After increasing
from $30,000-S40,000 to $40,000-$50,000 in 2015, the median education debt has been stable. A higher proportion also
hold higher debt as the percent with more than $90,000 in education debt increased from 2.3% to 7.5% in the period
examined. The percent reporting more than $90,000 in income also increased from 9% in 2013 to 17% in 2018 even
though the median income remained at $60,000-$70,000 since its last increase in 2017.

Close to half of all LCSWs are employed in the private sector consistently over the years. The establishments that
LCSWs worked and the geographic distribution of LCSWs has barely changed over the past 5 years. LCSWs' location in
non-metro areas of the state has also barely changed. The percent working in non-metro area has hovered around 5-6%
in the past 5 years. The retirement expectations have also barely changed over the past five years for LCSWs; the
percent planning to retire within a decade of the survey year declined only slightly from 29% in 2013 to 27% in 2018.
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Survey Response Rates

A Closer Look: / Definitions \

Licensees ‘ 1. The Survey Period: The
License Status ‘ # ‘ % ‘ survey was conducted in June
Renewing 5985  86% 2018. _
Practitioners 2. Target Populf';\tl.or.'n: AII LCSWs
New Licensees 582 8% who helq a Virginia license at

some point between July

Non-Renewals 417 6% 2017 and June 2018.
All Licensees 6,984  100% 3. Survey Population: The

Source: Va. Healthcare Workforce Data Center

survey was available to
LCSWs who renewed their
Ve N licenses online. It was not

available to those who did
HWDC surveys tend to achieve very high response not renew, including LCSWs
rates. 93% of renewing LCSWs submitted a survey. ’

newly licensed in 2018.
These represent 84% of LCSWs who held a license at \ y /
some point during the survey time period.

\ —_—
s Response Rates

Completed Surveys 5,838
Response Rates — Response Rate, all licensees 84%
Statistic A Gl Respondent LIRS Response Rate, Renewals 93%

Rate

Respondents

Source: Va. Healthcare Workforce Data Center

By Age

Under 35 248 491 66%

35to 39 129 639 83%

40 to 44 109 718 87%

45 to 49 109 787 88% At a Glance:

50 to 54 88 683 89% .

55 to 59 88 718 89% h'ce':e_;d"csvw‘

60 to 64 81 641 89% o

65 and Over 294 1,161 80% Not F'{enewe q

Total 1,146 5,838 84%

Issued Since 0 All Licensees: 84%
July 2017 321 261 et Renewing Practitioners: 93%
NOI‘I-MetTO 56 275 83% Source: Va. Healthcare Workforce Data Center
Metro 762 4,630 86%

Not in Virginia 329 933 74%

Source: Va. Healthcare Workforce Data Center
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The Workforce

/ Definitions \

1. Virginia’s Workforce: A licensee with a primary
or secondary work site in Virginia at any time
Workforce during the survey timeframe or who indicated
Virginia’s LCSW Workforce: intent to return to Virginia’s workforce at any
FTEs: point in the future.
2. Full Time Equivalency Unit (FTE): The HWDC
uses 2,000 (40 hours for 50 weeks) as its baseline
measure for FTEs.
Licensees in VA Workforce: The proportion of
licensees in Virginia’s Workforce.
4. Licensees per FTE: An indication of the number
of licensees needed to create 1 FTE. Higher
numbers indicate lower licensee participation.
Workers per FTE: An indication of the number of

Virginia's LCSW Workforce workers in Virginia’s workforce needed to create

1 FTE. Higher numbers indicate lower utilization

At a Glance:

Utilization Ratios

Licensees in VA Workforce:
Licensees per FTE: 3.
Workers per FTE:

Source: Va. Healthcare Workforce Data Center

(9]

Worked in 5,578 96% of available workers.
Virginia in Past

Year

Looking for 209 4%

Work in Virginia

Virginia's 5,787 100%

Workforce

Total FTEs 4,690

Licensees 6,984

Source: Va. Healthcare Workforce Data Center

Looking for Waork
in Virginia

This report uses weighting to
estimate the figures in this
report. Unless otherwise noted,
figures refer to the Virginia

Workforce only. For more
information on HWDC’s
methodology visit: FTEs

www.dhp.virginia.gov/hwdc

Total

Source: Va. Healthcare Workforce Data Center
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Demographics

A Closer Look:

Source: Va. Healthcare Workforce Data Center

Race & Ethnicity

Race/ Virginia* LCSWs | LCSWZounder
Ethnicity % ‘ 4 % % % Ve
White 62% 4,047 80% 844 73%

Black 19% 665 13% 218 19%

Asian 7% 78 2%

Other Race 0% 28 0%

Two or more 3% 82 2%

races

Hispanic 9% 144 4% |\
Total 100% 5,043 100% | 1,160 100%

*Population data in this chart is from the US Census, Annual Estimates of the Resident Population
by Sex, Race;and Hispanic Origin for the United States, States, and Counties: July 1, 2017.

Source: Va. Healthcare Workforce Data Center

4 A

23%of all L&SWs are under
the age of 40, and 91% of these
professionals Vare female. In
addition, the diversity index
among LCSWs who are under the
age of 40 is 43%.
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At a Glance:

% Female:
% Under 40 Female:

Noo : N e
; ale emale oUD Gender
Under3s =41 7% | 546  93% 587 12%
351039 | 62 11% | 516  89% 579 11%
40to44 | 46 8% | 553  92% 599 12%

Age
45t049 | 88 13% | 571  87% 660 13% Age
50to54 = 77  13% | 497 87% 573 11% Median Age:

2 ° ° % Under 40:
55t059 | 69  12% | 498  88% 567 11% o 55
60to64 | 91  18% @ 415  82% 506 10%
65 + 224 23% | 749  77% 973 19%
Total 698 14% | 4,345  86% | 5044  100%

Diversity
Diversity Index:
Under 40 Div. Index:

34%
43%

Source: Va. Healthcare Workforce Data Center

In a chance encounter between
two LCSWs, there is a 34% chance
that they would be of a different
race/ethnicity (a measure known as
the Diversity Index).

Age & Gender

Male Female

65 and Over

60 to 64

95 to 59

50 to 54

45 to 49

Age

40 to 44

35 to 39

Under 35

27

65 and Over

[~ 60 to 64

[~ 95 to 59

50 to 54

451049

afby

40 to 44

~35t039

~ Under 35

27

T T T Tl T T T T

800 600 400 200

00 200 400 600 800

Source: Va. Healthcare Workforce Data Center




Background

At a Glance:

Childhood
Urban Childhood:
Rural Childhood:

Virginia Background
HS in Virginia:

Prof. Ed. in VA:

HS or Prof. Ed. in VA:

Location Choice
% Rural to Non-Metro: 14%
% Urban/Suburban

to Non-Metro: 3%

Source: Va. Healthcare Workforce Data Center

A Closer Look:
Primary Location: Rural Status of Childhood
USDA Rural Urban Continuum Location
Code Description Rural  Suburban Urban
Metro Counties
1 Metro, 1 million+ 18% 65% 17%
2 Metro, 250,000 to 1 million 43% 42% 14%
3 Metro, 250,000 or less 34% 52% 14%
Non-Metro Counties
a Urban pop 20,000+, Metro 46% 46% 8%
adj
6 Urban pop, 2,500-19,999, 55% 33% 12%
Metro adj
7 Urban pop, 2,500-19,999, 81% 13% 6%
nonadj
8 Rural, Metro adj 43% 46% 11%
9 Rural, nonadj 45% 42% 12%
Overall 23% 60% 16%

Source: Va. Healthcare Workforce Data Center

Educational Background in Virginia

I Mo Background in VA
ginsamnn | A
I Both in VA
23% of LCSWs grew up in
self-described rural areas, and
14% of these professionals
currently work in non-Metro
counties. Overall, just 6% of all
LCSWs in the state currently work
in non-Metro counties.

\ /

Source: Va. Healthcare Workforce Data Center
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Top Ten States for Licensed Clinical Social Worker Recruitment

All LCSWs
Rank - -

High School # \ Init. Prof Degree #
1 Virginia 2,277 Virginia 2,696
2 New York 412 | Washington, D.C. 382 4 A
3 Maryland 297 New York 292 458 0f licensed LCSWs
4 Pennsylvania 228 Maryland 233 recefved their high school
5 New Jersey 179 Massachusetts 142 degreeim\irginia, and 54%
6 North Carolina 166 Pennsylvania 128 Joleive@@IRnitiol
7 Ohio 101 North Carolina 125 professionaldegree in the state.
8 California 97 Michigan 90 \S N )
9 Outside U.S./Canada 95 Florida 85
10 Massachusetts 88 Illinois 77

Source: Va. Healthcare Workforce Data Center

Licensed in the Past 5 Years

~ High School # Init. Prof Degree

/ \ 1 Virginia 950 Virginia 1,037
2 New York 139 New York 138
Among LCSWs who received 3 Maryland 118 | Washington,D.C. 101
the” initial license " the p as.t 4 North Carolina 82 Maryland 84
five years, 47% received their, -
high school degree in Virgidia, 5 New Jersey 79 North Carolina 69
while 52% received theifinitial 6 Pennsylvania 66 Pennsylvania 59
professional degree in‘the State. 7 Outside U.S./Canada 47 Massachusetts 50
\S 4 8 California 41 Florida 45
- 9 Florida 40 lllinois 38
10 Michigan 40 California 37
Source: Va. Healthcare Workforce Data Center
s N At a Glance:
17% of Virginia’s licensees did not participate in .
the state’s LCSW workforce during the past year. Not in VA Workforce
83% of these professionals worked at some point in Total: 1,198
the past year, including 73% who worked in a % of Licensees: 17%
behavioral sciences-related job. Federal/Military: 22%
I\ A Va. Border State/DC: 26%

Source: Va. Healthcare Workforce Data Center
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Education

A Closer Look:

Highest Degree

Degree # %
Bachelor’s Degree 0 0%
Master’s Degree 4,770 96%
Doctor of Social Work 26 1%
Other Doctorate 161 3%
Total 4,957 100%

Source: Va. Healthcare Workforce Data Center

Highest Professional Degree

M Master's Degree

= Doctor of Social
Work

Other Doctorate

At a Glance:

Edu

cation
Master’s Degree:
Doctorate:

Edu

cational Debt

Carry debt:
Under age 40 w/ debt:
Median debt:

C

Amount Carried

35%
64%
S40k-S50k

Source: Va. Healthcare Workforce Data Center

Educational Debt

LCSWSs under

All LCSWs

Source: Va. Healthcare Workforce Data Center

35% of LCSWs carey eéducational
debt, including 64% of these under
theage of 40. The median debt

burden among LCSWs wjth
educationalelebt istbetween
540,000 and:S50,000.
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None 2,854 65% 371 36%
Less than $10,000 171 4% 61 6%
$10,000-$19,999 171 4% 57 5%
$20,000-$29,999 183 4% 65 6%
$30,000-$39,999 160 4% 64 6%
$40,000-$49,999 123 3% 58 6%
$50,000-$59,999 126 3% 59 6%
$60,000-$69,999 116 3% 61 6%
$70,000-$79,999 79 2% 44 4%
$80,000-$89,999 87 2% 48 5%
$90,000-$99,999 60 1% 25 2%
$100,000-$109,999 94 2% 57 5%
$110,000-$119,999 34 1% 13 1%
$120,000-$129,999 34 1% 14 1%
$130,000-$139,999 28 1% 10 1%
$140,000-$149,999 13 0% 7 1%
$150,000 or More 70 2% 28 3%
Total 4,403 100% | 1,042 100%

Source: Va. Healthcare Workforce Data Center



Specialties

A Closer Look:

Specialties
At a Glance: . Primary ‘ Secondary
Specialty
Primary Specialty : “ ‘
Mental Health: Mental Health 2,707 55% 652 15%
child: Child 417 8% 485 11%
Health/Medical: Health/Medical 296 6% 228 5%
Behavioral Disorders 248 5% 456 11%
Secondary Specialty Family 199 4% | 439 10%
MentalHealths 15% school/Educational 176 4% | 153 4%
it;ﬁ;t:ance ABUSE: ﬁ;: Substance Abuse 166 3% 491 11%
Gerontologic 111 2% 108 3%
Source: Va. Healthcare Workforce Data Center Marriage 59 1% 204 5%
Forensic 30 1% 44 1%
Sex Offender Treatment 24 0% 39 1%
Social 23 0% 35 1%
Vocational/Work 9 0% 22 1%
Environment
More than half of all LCS\MS'have Public Health 7 0% 24 1%
a primary specialty in meng@fhealth. Industrial-Organizational 7 0% 15 0%
Another 8% have a prim@ry'specialty Rehabilitation 5 0% 10 0%
in children, Whi/e 6% .have “ Neurology/Neuropsychology 2 0% 9 0%
health/medical specialty. Experimental or Research 1 0% 2 0%
Other Specialty Area 195 4% 287 7%
General Practice (Non-
Specialty) 238 5% 611 14%
Total 4919 100% 4,315 100%

Source: Va. Healthcare Workforce Data Center
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Current Employment Situation

At a Glance:

Employment
Employed in Profession: 90%

Involuntarily Unemployed: <1%

Positions Held
1 Full-time:
2 or More Positions:

55%
21%

Weekly Hours:
40 to 49:

60 or more:
Less than 30:

48%
4%
19%

Source: Va. Healthcare Workforce Data Center

Current Weekly Hours

Hours ‘ # | % ‘
0 hours 296 6%
1 to 9 hours 135 3%
10 to 19 hours 332 7%
20 to 29 hours 459 9%
30 to 39 hours 673 14%
40 to 49 hours 2,369 48%
50 to 59 hours 473 10%
60 to 69 hours 140 3%
70 to 79 hours 27 1%
80 or more hours 15 0%
Total 4,919 100%

Source: Va. Healthcare Workforce Data Center
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A Closer Look:

Current Work Status
Status | # | %

Status

Employed, capacity unknown 6 0%
Employed in a behavioral sciences- 4,468 90%
related capacity
Employed, NOT in a behavioral 217 4%
sciences-related capacity
Not working, reason unknown 1 0%
Involuntarily unemployed 14 0%
Voluntarily unemployed 158 3%
Retired 124 2%
Total 4,987 100%
Source: Va. Healthcare Workforce Data Center

S e N

90%fof LCSWs are currently employed in their
profession. 55% of LCSWs hold one full-time job, and
nearly half work between 40 and 49 hours per week.

O —

Current Positions

Positions H %
No Positions 296 6%
One Part-Time Position 853 17%
Two Part-Time Positions 221 4%
One Full-Time Position 2,731 55%
One Full-Time Position & 734 15%
One Part-Time Position

Two Full-Time Positions 17 0%
More than Two Positions 75 2%
Total 4,928 100%

Source: Va. Healthcare Workforce Data Center

10



Employment Quality

A Closer Look:

Income

Hourly Wage # %
Volunteer Work Only 59 1%
Less than $20,000 247 6%
$20,000-$29,999 199 5%
$30,000-$39,999 208 5%
$40,000-$49,999 373 9%
$50,000-$59,999 590 15%
$60,000-$69,999 680 17%
$70,000-$79,999 528 13%
$80,000-$89,999 420 11%
$90,000-$99,999 224 6%
$100,000-$109,999 182 5%
$110,000 or More 248 6%
Total 3,958 100%

Source: Va. Healthcare Workforce Data Center

Job Satisfaction

level | #

69%

Very Satisfied 3,303

Somewhat Satisfied 1,273 27%
Somewhat 169 4%
Dissatisfied

Very Dissatisfied 46 1%
Total 4,791 100%

Source: Va. Healthcare Workforce Data Center

At a Glance:

Earnings

Median Income: S60k-S70k

Benefits

(Salary & Wage Employees only)
Health Insurance: 65%
Retirement: 62%

Satisfaction
Satisfied:
Very Satisfied:

96%
69%

Source: Va. Healthcare Workforce Data Center

s

S

The typical LCSW earned between
560,000 and 570,000 per year. Among
LCSWs who received either a wage or
salary as compensation at their primary
work location, 65% received health
insurance and 62% also had access to
some form of a retirement plan.

Employer-Sponsored Benefits

Benefit

#

% of Wage/Salary
Employees

Paid Vacation 2,573 58% 73%
Paid Sick Leave 2,406 54% 68%
Health Insurance 2,338 52% 65%
Dental Insurance 2,239 50% 63%
Retirement 2,219 50% 62%
Group Life Insurance 1,869 42% 53%
Signing/Retention Bonus 148 3% 4%
Receive At Least One Benefit 2,829 63% 78%

*From any employer at time of survey.

Source: Va. Healthcare Workforce Data Center
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2017-18 Labor Market

A Closer Look:

Employment Instability in Past Year

In the past year didyou . ..?
Experience Involuntary Unemployment? 41 1%

Experience Voluntary Unemployment? 299 5%

Work Part-time or temporary positions, but would 110 2%
have preferred a full-time/permanent position?

Work two or more positions at the same time? 1,232 21%

Switch employers or practices? 360 6%

Experienced at least one 1,780 31%

Source: Va. Healthcare Workforce Data Center

Vg A\

Only 1% of Virginia’s LCSWs experienced involuntary
unemployment at some point during the past year. By
comparison, Virginia’s average monthly unemployment
rate was 3.4% during the past 12 months.!

N S /
Location Tenure
Primary Secondary
# | |
Not Currently Working at this 90 2% 69 6%
Location
Less than 6 Months 237 5% 117 10%
6 Months to 1 Year 344 7% 135 11%
1to 2 Years 706 15% 237 19%
3 to 5 Years 1,067 23% 279 23%
6 to 10 Years 813 17% 152 12%
More than 10 Years 1,426 30% 234 19%
Subtotal 4,681 100% 1,223 100%
Did not have location 220 4,483
Item Missing 886 80
Total 5,787 5,787
Source: Va. Healthcare Workforce Data.Center
I — N

60% of LCSWs are salaried employees, while 17%
receive income from their own business/practice.

At a Glance:

Unemployment
Experience

Involuntarily Unemployed: 1%
Underemployed: 2%

Turnover & Tenure
Switched Jobs:

New Location:

Over 2 years:

Over 2 yrs, 2" location:

Employment Type

Salary/Commission:
Business/Practice Income:

Source: Va. Healthcare Workforce Data Center

71% of LCSWs have worked at
their primary location for more than
two years, while 6% have switched
jobs during the past 12 months.

Employment Type

%
2,269  60%

Primary Work Site
Salary/ Commission

Business/ Practice 639 17%
Income

Hourly Wage 554  15%
By Contract 259 7%
Unpaid 34 1%
Subtotal 3,755 100%
Did not have 220
location

Item Missing 1,812

Source: Va. Healthcare Workforce Data Center

1 As reported by the US Bureau of Labor Statistics. The non-seasonally adjusted monthly unemployment rate ranged from 2.8%
in April 2018 to 3.9% in July 2017. The rate for June 2018, the last month used in this calculation, is preliminary.
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Work Site Distribution

A Closer Look:
Regional Distribution of Work Locations

Vireinia Perf Primary Secondary
At a Glance: erg‘lnla SAOIMS Location Location
egion — T T T
# # %
Concentration Central 1,333  28% 322 25%
Top Region: Eastern 41 1% 10 1%
IOF’ . R‘:f"’_“‘ Hampton Roads 731  16% 229  18%
owest Region: Northern 1,761 38% 433 34%
L . Southside 94 2% 30 2%
OIS Southwest 139 3% 37 3%
2 or more (Past Year): 27% Vall = o - %
2 or more (Now*): 24% alley ° 2
West Central 340 7% 86 7%
Virginia Border 27 1% 43 3%
Source: Va. Healthcare Workforce Data Center State/DC
Other US State 38 1% 47 4%
Outside of the US 4 0% 5 0%
4 h Total 4,682 100% 1,280 100%
38% of LCSWs work in Item Missing 885 23
Northern Virginia, the most of any Source: Va. Healthéare Workforce Data Center
region in the state. In addition,
another 28% of LCSWs work id Virginia Performs Regions
Central Virginia.
S = /)
Number of Work Locations
Work Work
L . Locations in Locations
Seatle Past Year Now*
# % # %
o 208 4% 286 6% Source: Va. Healthcare Workforce Data Center
1 3,378 69% 3,427 70%
2 668 14% 631 13%
(o) 0,
3 >60 ok >04 10% 24% of all LCSWs currently have
4 33 1% 20 0% multiple work locations, while 27% had
5 20 0% 13 0% multiple work locations over the course
6 or 21 0% ) 0% of the past year.
More
Total 4,888 100% 4,888 100%

*At the time of survey completion, June 2017.

Source: Va. Healthcare Workforce Data Center
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Establishment Type

A Closer Look:

Location Sector

Primary Secondary
Location Location

At a Glance:
(Primary Locations)

# # %
For-Profit 2,049 47% 760 67% Sector
Non-Profit 925 21% 221 20% mﬁt: 47%
State/Local Government 995 23% 119 11% Federal: 10%
Veterans Administration 198 5% 11 1%
U.S. Military 173 4% 14 1% Top Establishments
Other Federal 55 1% 8 1% Private Practice, Solo:  16%
Government Mental Health Facility:  14%
Total 4,395 100% 1,133 100% Private Practice, Group: 12%
Did not have location 220 4483
Item Missing 1,172 171
Source: Va. Healthcare Workforce Data Center Source: Va. Healthcare Workforce Data Center

Sector, Primary Work Site

Primary Work
Sector

®For-Profit

" Non-Profit

. StatelLocal
Government

o Federal
Government

a N\

Two-thirds of LCSWs wofk in
the privatessector, including 47%
whogdlorkat for-prefit
establishments. ‘Meahwhile, 23%
of LCSWs work for statewer local
governments, and 10% werk for
thexfederal government.

NS | - )

Source: Va. Healthcare Workforce Data Center
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Location Type

Primary Secondary
Establishment Type Location Location
Private Practice, Solo 647 16% 194 18%
Mental Health Facility, 567 14% 174 16%
Outpatient
Private Practice, Group 491 12% 206 19%
Community Services Board 428 10% 53 5%
Community-Based Clinic or 325 8% 82 8%
Health Center 28% ofiall LCSWs work at
Hospital, General 298 7% 49 5% either a s@l@®r group private
School (Providing Care to 294 7% 33 3% practice, whilel@mother 14%
Clients) work at an outp@tiéat mental
Hospital, Psychiatric 142 3% 30 3% health facility.
Administrative or Regulatory 92 2% 12 1%
Residential Mental 74 2% 16 1%
Health/Substance Abuse Facility
Academic Institution (Teaching 62 2% 53 5%
Health Professions Students)
Other practice setting 709 17% 179 17%
Total 4,129 100% 1,081 100%
Did Not Have a Location 220 4,483

Source: Va. Healthcare Workforce Data Center

Establishment Type, Primary Work Site

®Private practice, solo

= Mental health facility,
outpatient

" Private practice, grou

= Community Services
Board

Community-based

clinic or health center

. Hospital, general

. aSchool (providing car
. toclients)

| = Other practice setting

Ambng those LCSWs wha
also hqveya secondary work
location, 87% work at either a
solo or groug private practicef
while 16% workathan outpdtient
mental health faciity.

Source: Va. Healthcare Workforce Data Center
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Time Allocation

A Closer Look:

At a Glance:
(Primary Locations)

A Little (1-19%)
W Some (20-39%)

About Half (40-59%)

Typical Time Allocation
Patient Care: 70%-79%

Administration: 10%-19%

= Mast (60-79%)

= All or Almost All (80-100%)

Roles
Patient Care:
Administrative:

S u p e rVi SO ry: Source: Va. Healthcare Workforce Data Center

Patient Care LCSWs [ N
Median Admin Time: 1%-9%
Ave. Admin Time: 10%-19%

62% of all LCSWS_filh a patient care role, defined as
spénding 60% or more of<theik time on patient care activities.
Another 7%0ef.LCSWs fill an“administrative role, while 3% fill a
Source: Va. Healthcare Workforce Data Center supervi sory role.

N — 7/

Time Allocation

Admin. ‘ Supervisory ' Patient Care ‘ Education ‘ Research ‘ Other
Time Spent Prim. Sec. | Prim. Sec. | Prim. Sec. | Prim. Sec. | Prim. Sec. | Prim. Sec.
Site Site | Site Site | Site Site | Site Site | Site Site | Site Site
All or Almost 3% 3% 1% 3% 41% 60% 0% 5% 0% 0% 0% 2%
All
(80-100%)
Most 4% 2% 2% 2% 21% 10% 0% 1% 0% 0% 0% 0%
(60-79%)
About Half 9% 3% 5% 4% 12% 6% 0% 1% 0% 0% 1% 0%
(40-59%)
Some 22% 12% 12% 1% 9% 1% 2% 3% 0% 0% 3% 1%
(20-39%)
A Little 58% 72% 68% 66% 14% 15% | 74% 64% | 69% 67% | 51% 51%
(1-19%)
None 4% 9% 13% 21% 2% 5% 23% 27% | 31% 32% | 45% 46%
(0%)

Source: Va. Healthcare Workforce Data Center
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Patients

A Closer Look:

_— At a Glance:

oo (Primary Locations)

= All or Almest All (80-1007%)

Typical Patient Allocation

Children: None
Adolescents: 1%-9%
Adults: 70%-79%
Elderly: 1%-9%
Source: Va. Healthcare Workforce Data Center
Roles
Vs ﬂ\ EZiId ren: . 8?)
olescents: 7%
Approximately three-quarters of all patients seen by a Adults: 56%
typical LCSW at her primary work location are g@ults. In Elderly: 5%

addition, 56% of LCSWs serve an adult patient care role;
meaning that at least 60% of their patients are\@dults.

) Source: Va. Healthcare Workforce Data Center

Patient Allocation
Children ‘ Adolescents Adults Elderly

Time Spent Prim. Sec. | Prim. Sec. | Prim. Sec. | Prim. Sec.
Site  Site | Site Site | Site Site @ Site Site

All or Almost All 4% 5% 5% 4% | 42% 49% | 3% 2%
(80-100%)

Most 3% . 3% | 2% 2% | 14% 13% | 2% 1%
(60-79%)

About Half 7% 7% | 8% 7% | 12% 11% 3% 2%
(40-59%)

Some 11% 9% | 16% 16% | 11% 8% 8% 5%
(20-39%)

A Little 22% 20% | 31% 29% @ 11% 10%  37% 31%
(1-19%)

None 52% 55% | 39% 41% | 10% 9% | 46% 58%
(0%)

Source: Va. Healthcare Workforce Data Center
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At a Glance:

# of Patients

Patients Per Week

#

Patients Per Week

Primary Secondary
Location Location

% | # %

Primary Location: 1-24 e L 20 — Lo
Secondary Location:  1-24 1to24 2,792 64% 839 76%
25to 49 983 23% 80 7%
50 to 74 03 < 2% 11 . 1%
Source: Va. Healthcare Workforce Data Center 75 or More 71 2% 9 1%
Total 100% 1,103 i
ata Center

Source: Va. Healthcare

Patients Per Week, Primary Work Site

BNone
O1to24
25 to 49
150 or More

Close to two-thirds of all
LCSWs treat between 1 and
24 patients per week at their
primary work location.
Among those LCSWs who
also have a secondary work
location, 76% treat between
1 and 24 patients per week.

Source: Va. Healthcare
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Retirement & Future Plans

A Closer Look:

Expected Retirement

Retirement Expectations

All LCSWs

LCSWs over

:

At a Glance:

Retirement Expectations

< % % All LCSWs

Under age 50 46 1% 0 0% Under 65: 27%
50 to 54 94 2% 4 0% Under 60: 9%
55 to 59 238 6% | 57 3% LCSWs 50 and over

60 to 64 752 18% | 259 12% Under 65: —
65 to 69 1,456 34% | 705  32% HRGEro0: 5%
70to 74 842 20% | 586 27% Time until Retirement

75 to 79 293 7% 227 10% Within 2 years: 8%
80 or over 118 3% 97 4% Within 10 years: 27%
I do not intend to retire = 385 9% 252 12% Half the workforce: By 2038
Total 4,224 100% | 2,188 100%

N : Va. Health Workj Data Cent
Source: Va. Healthcare Workforce Data Center Clel clieci el ol ioreebatalee ey

Although27%of LCSWs expect to retire by the age of 65, this
peteentage falls\te 15% for those LCSWs who are already at least
60 years old. Meanwhile, 39% of@lhLCSWs expect to work until at
least age 70, ideludings9% who dopot plan on retiring at all.

Future Plans

2 Year Plans: ‘ # ‘ %

Decrease Participation

Within the'néxt two years, only
2% of Virgini@s'LCSWs plan on
leaving thie'state and another 1%
planen leaving the profession
entirely. Meanwhile, 11% plan on
increasing patient care hours, and
10% expect to pursue additional

Leave Virginia 127 2%
Decrease Patient Care Hours 461 8%
Decrease Teaching Hours 37 1%

Increase Participation

. . Increase Patient Care Hours 648 11%
educational opportunities. -
Increase Teaching Hours 324 6%
Pursue Additional Education 564 10%

Return to Virginia’s Workforce 84 1%

Source: Va. Healthcare Workforce Data Center
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Time to Retirement

Expect to retire within. . . # % Cumt;l)atlve
2 years 327 8% 8%
By comparing retirement 5 years 203 5% 13%
exp.ectat/on to ag?, we can 10 years 620  15% 27%
estimate the maximum years to
retirement for LCSWs. 8% of LCSWs 14zl o2 5 40%
expect to retire in the next two 20 years 505 12% 52%
years, while just over a quarter 25 years 487  12% 64%
plan on retiring in the next ten 30 years 436 10% 74%
years. More than half of the 35 years 415  10% 84Y%
cur.rent LCSW workforce expects to 40 years 216 5% 89%
retire by 2038. 45 years 65 2% 90%
50 years 10 0% 91%
55 years 6 0% 91%
In more than 55 years 9 0% 91%
Do not intend to retire 385 9% 100%
Total 4,224 100%

Source: Va. Healthcare Workforce Data Center

Expected Years to Retirement Using these estimates,

retirements will begin to reach

s :g reas over 10% of the current
. = peas workforce every five years by
§ " g2 e 2028. Retirements will peak at
E o = e 16% of the current workforce
2 :g e around the same time period
é - o e before declining to under 10% of
3 I i mo than 55 years the current workforce again

1000 around 2053.

w
2]
-

.
n
-
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Source: Va. Healthcare Workforce Data Center
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Full-Time Equivalency Units

A Closer Look:

At a Glance:

Full Time Equivalency Units

FTEs
Total: 4,690 15007 Mean = 8426

FTEs/1,000 Residents?:  0.553 N-Bee66
Average: 0.84

1,000 —|

Age & Gender Effect

Age, Partial Eta3: Small

Gender, Partial Eta3: Small

500
Partial Eta® Explained:

Partial Eta® is a statistical
measure of effect size. 0

.00 1.00 2.00 3.00 4.00
Total FTEs

Source: Va. Healthcare Workforce Data Center
Source: Va. Healthcare Workforce Data Center

p
The typical (median) LCSW provided @.9@ FTEs, or approximately 36 hours per week for 50 weeks.
Although FTEs appeard@vary by age and gender, statistical tests did not verify a difference exists.>
N\ A A —
Full-Time Equivalency Units
. FTEs by Age & Gender
Age Average Maedian
== Male
Age 127 = Female
Under 35 0.85 1.01 10
35to 39 0.82 0.91 i
40 to 44 087  0.84 3 7
45 to 49 0.97 1.05 & 06
50 to 54 0.92 0.99 Z o4-
55 to 59 0.95 0.95
60 to 64 0.90 0.91 027
65 and 0.61 0.51 0.0 N SR (e N S R S p—
Over "5 5 ::s s s 88
| Gender | eS8 88 ¢
Male 0.93 1.03 @
Female 087  0.95 hae
Source: Va. Healthcare Workjorce Data Center Source: Va. Healthcare Workforce Data Center

2 Number of residents in 2017 was used as the denominator.

3 Due to assumption violations in Mixed between-within ANOVA (Levene’s Test is significant)
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Maps

Virginia Performs Regions3

Full Time Equivalency Units
by Virginia Performs Regions

Sowce: Va Healthcare Work force Data Center

Full Time Equivalency Units

[ Jez-1m2
D 352
B =

| EETERC

Southwest Southside

n

Annual E stimates ofthe Resident Population: Juty 1, 2017 0 25 RD 100 150 200 w. E
Source: U.5. Census Bureau, Population Division Miles "
3

Full Time Equivalency Units per 1,000 Residents
by Virginia Performs Regions

Sowce: Va Healthcare Work force Data Center

FTEs per 1,000 Residents

[ Joz8
[Jo32-038
B 01044
| [k

Southside

=

Annual Estimates of the Resident Population: July 1, 2017 () 25 50 100 150 200
Source: U.5. Census Bureau, Popuiation Division Miles w«s,*»—s

3 These are now referred to as VA Perform’s regions: http://vaperforms.virginia.gov/Regions/regionalScorecards.php

Page 34 of 112



Area Health Education Center Regions

Full Time Equivalency Units
by Area Health Education Centers

Sowce: Ve Healthcare Work force Data Center

Full Time Equivalency Units
[ 100178

] 247 - 454

B 7e0- 1045

I

Southside

Annual E stimates ofthe Resident Population: July 1, 2017 0 25 50 100 150 200 w £
Source: U.5. Census Bureau, Population Division Miles
g

Full Time Equivalency Units per 1,000 Residents
by Area Health Education Centers

Sowce: Ve Healthcare Work force Data Center

FTEs per 1,000 Residents

[ Joss
[ o030-041
B o061
| k!

Annual Estimates of the Resident Population: July 1, 2017 0 25 210 100 150 200 h

Souree: U8, Census Buresy, Fopuistion Bvisen o el |\ fles ™%
ES
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Workforce Investment Areas

Full Time Equivalency Units
by Workforce Investment Areas
Sowce: Va Healthcare Work force Data Center

Full Time Equivalency Units
==
R

I t=0- 319
B =:

| REZERRRES

Annual E stimates ofthe Resident Population: Juby 1, 2017 0 26 ] 100 150 200 w E
Source: U.S. Census Bureau, Population Division Mil
nes :

Full Time Equivalency Units per 1,000 Residents

by Workforce Investment Areas
Sowce: WVa Healthcare Work force Data Center

FTEs per 1,000 Residents

[ Jo1s-022
[ Jozs-022
[ os1-047
055081
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x

Annual Estimates of the Resident Population: July 1, 2007 25 B0 100 150 200 E
- E

Source: 1.5 Census Bureau, Popuistion Division ™ e ™ e — L [T
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Health Services Areas

Full Time Equivalency Units
by HealthService Areas

Souwrce: Va Healthcare Work force Data Center

Ful Time E quivalency Units
s
B
I e
- 1165
| REE

I

Annual E stimates ofthe Resident Population: July 1, 2017 0 25 a0 100 150 200 u-u@;

Source: U.5. Census Bureau, Population Divigion Miles

5

Full Time Equivalency Units per 1,000 Residents
by Health Service Areas

Sowce: Va Healthcare Work force Dats Center

FTEs per 1,000 Residents

[ Joas
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B o+
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Source: U.5. Census Bureau, Populstion Divison I —— e — | (| &5

Annual Estimates of the Resident Population: July 1, 2017 0 25 A0 100 150 200 "i
™ B
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Planning Districts

Full Time Equivalency Units
by Planning Districts

Souwce: Va Healthcare 'Work force Data Center

Full Time Equivalency Units
-
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Annual E stimates ofthe Resident Population: July 1, 2017 0 25 a0 100 1580 200 o E
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5
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Appendices

Appendix A: Weights

Rural
Status

Metro, 1
million+

Rate

4483 85.97%

Location Weight

Weight
1.1632071

Total Weight

Min
1.09135315

Max
1.463247043

Metro,
250,000 to
1 million

363 85.12%

1.1747573

1.102189891

1.477776555

Metro,
250,000 or
less

546  85.53%

1.1691649

1.096942946

1.470741641

Urban pop 33
20,000+,
Metro adj

69.70%

1.4347826

1.346152871

1.804873342

Urban pop 0 NA
20,000+,
nonad;j

NA

NA

NA

Urban pop,
2,500-
19,999,
Metro adj

113 83.19%

1.2021277

1.127869539

1.512206903

See the Methods section on the
HWDC website for details on HWDC
Methods:

Final weights are calculated by
multiplying the two weights and the
overall response rate:

Age Weight x Rural Weight x
Response Rate

= Final Weight.

Overall Response Rate: 0.8359

Urban pop, 81
2,500-

19,999,

nonadj

91.36%

1.0945946

1.026979033

1.376936542

Rural, 78
Metro adj

76.92%

1.3000000

1.219696086

1.635324634

Rural, 26
nonad;j

92.31%

1.0833333

1.016413405

1.362770528

Virginia
border
state/DC

798  74.31%

1.3456998

1.262572936

1.692812372

Other US
State

464  73.28%

1.3647059

1.280404941

1.716720882

Source: Va. Healthcare Workforce Data Center

Age Weight

Weight
1.50509165

Total Weight

1.362770528

1.804873342

= Normal

Final Weight Distribution

1,500.0

Wean = 119645831
Stel. Dev. = 130098233
N=5838

1,000.0

Frequency

500.0

/|

Ik m h

0
1000000 1.200000 1400000 1600000 1800000  2.000000

Weight

1.201877934

1.088228632

1.441266014

1.151810585

1.053736551

1.381226332

1.138500635

1.030844276

1.365265329

1.128843338

1.022100171

1.287568722

1.122562674

1.016413405

1.346152871

1.126365055

1.019856233

1.350712603

Rate

Under 35 739 66.44%
35 to 39 768 83.20%
40 to 44 827 86.82%
45 to 49 896 87.83%
50 to 54 771 88.59%
55 to 59 806 89.08%
60 to 64 722 88.78%
65 and 1455 79.79%
Over

1.253229974

1.134724835

1.50284627

Source: Va. Healthcare Workforce Data Center
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Virginia Department of Health Professions
Cash Balance
As of June 30, 2018

Board Cash Balance as June 30, 2017
YTD FY18 Revenue

Less: YTD FY18 Direct and Allocated Expenditures
Board Cash Balance as June 30, 2018

Page 41 of 112

110- Social Work

$

401,802
756,485
516,698

641,588




Virginia Department of Health Professions
Revenue and Expenditures Summary
Department 11000 - Social Work

For the Period Beginning July 1, 2017 and Ending June 30, 2018

Account

Number Account Description

4002400 Fee Revenue

4002401 Application Fee

4002406 License & Renewal Fee

4002407 Dup. License Certificate Fee

4002409 Board Endorsement - Out

4002421 Monetary Penalty & Late Fees

4002432 Misc. Fee (Bad Check Fee)
Total Fee Revenue

Total Revenue

5011110 Employer Retirement Contrib.
5011120 Fed Old-Age Ins- Sal St Emp
5011140 Group Insurance
5011150 Medical/Hospitalization Ins.
5011160 Retiree Medical/Hospitalizatn
5011170 Long term Disability Ins
Total Employee Benefits
5011200 Salaries
5011230 Salaries, Classified
5011250 Salaries, Overtime
Total Salaries
5011300 Special Payments
5011340 Specified Per Diem Payment
5011380 Deferred Compnstn Match Pmts
Total Special Payments
5011930 Turnover/Vacancy Benefits
Total Personal Services
5012000 Contractual Svs
5012100 Communication Services
5012110 Express Services
5012140 Postal Services
5012150 Printing Services
5012160 Telecommunications Svcs (VITA)
5012190 Inbound Freight Services
Total Communication Services
5012200 Employee Development Services
5012210 Organization Memberships

5012250 Employee Tuition Reimbursement

Total Employee Development Services

5012400 Mgmnt and Informational Svcs
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Amount
Under/(Over)

Amount Budget Budget % of Budget
181,485.00 100,300.00 (81,185.00) 180.94%
558,694.50 602,865.00 44,170.50 92.67%
1,555.00 850.00 (705.00) 182.94%
5,795.00 2,750.00 (3,045.00) 210.73%
8,955.00 1,100.00 (7,855.00) 814.09%
- 35.00 35.00 0.00%
756,484.50 707,900.00 (48,584.50) 106.86%
756,484.50 707,900.00 (48,584.50) 106.86%
5,063.47 6,580.00 1,516.53 76.95%
3,061.14 4,361.00 1,299.86 70.19%
491.77 639.00 147.23 76.96%
323.50 - (323.50) 0.00%
442.92 576.00 133.08 76.90%
247.66 322.00 74.34 76.91%
9,630.46 12,478.00 2,847.54 77.18%
37,684.36 48,772.00 11,087.64 77.27%
2,705.44 8,220.00 5,514.56 32.91%
40,389.80 56,992.00 16,602.20 70.87%
1,750.00 2,800.00 1,050.00 62.50%
10.00 480.00 470.00 2.08%
1,760.00 3,280.00 1,520.00 53.66%
- - 0.00%
51,780.26 72,750.00 20,969.74 71.18%
- 537.00 537.00 0.00%
8,402.83 4,411.00 (3,991.83) 190.50%
128.65 67.00 (61.65) 192.01%
269.57 550.00 280.43 49.01%
0.69 - (0.69) 0.00%
8,801.74 5,565.00 (3,236.74) 158.16%
- 1,500.00 1,500.00 0.00%
1,560.00 - (1,560.00) 0.00%
1,560.00 1,500.00 (60.00) 104.00%

Page 2 of 8



Virginia Department of Health Professions
Revenue and Expenditures Summary
Department 11000 - Social Work

For the Period Beginning July 1, 2017 and Ending June 30, 2018

Account

Number Account Description

5012420 Fiscal Services

5012440 Management Services
5012460 Public Infrmtnl & Relatn Svcs
5012470 Legal Services

Total Mgmnt and Informational Svcs

5012500 Repair and Maintenance Svcs

5012530 Equipment Repair & Maint Srvc

Total Repair and Maintenance Svcs

5012600 Support Services
5012630 Clerical Services
5012640 Food & Dietary Services
5012650 Laundry and Linen Services
5012660 Manual Labor Services
5012670 Production Services
5012680 Skilled Services
Total Support Services
5012800 Transportation Services
5012820 Travel, Personal Vehicle
5012850 Travel, Subsistence & Lodging
5012880 Trvl, Meal Reimb- Not Rprtble
Total Transportation Services
Total Contractual Svs
5013000 Supplies And Materials
5013100 Administrative Supplies
5013120 Office Supplies
5013130 Stationery and Forms
Total Administrative Supplies
5013500 Repair and Maint. Supplies
5013520 Custodial Repair & Maint Matrl

Total Repair and Maint. Supplies

5013600 Residential Supplies
5013620 Food and Dietary Supplies
5013630 Food Service Supplies
Total Residential Supplies
Total Supplies And Materials

5014000 Transfer Payments
5014100 Awards, Contrib., and Claims
5014130 Premiums

Total Awards, Contrib., and Claims
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Amount
Under/(Over)
Amount Budget Budget % of Budget
9,772.16 5,500.00 (4,272.16) 177.68%
65.61 212.00 146.39 30.95%
16.00 - (16.00) 0.00%
345.00 - (345.00) 0.00%
10,198.77 5,712.00 (4,486.77) 178.55%
1,585.34 - (1,585.34) 0.00%
1,585.34 - (1,585.34) 0.00%
24,103.14 66,208.00 42,104.86 36.41%
862.95 480.00 (382.95) 179.78%
16.23 - (16.23) 0.00%
242.86 2,188.00 1,945.14 11.10%
1,262.85 2,405.00 1,142.15 52.51%
14,455.28 24,297.00 9,841.72 59.49%
40,943.31 95,578.00 54,634.69 42.84%
3,141.13 2,809.00 (332.13) 111.82%
213.24 1,607.00 1,393.76 13.27%
186.00 917.00 731.00 20.28%
3,540.37 5,333.00 1,792.63 66.39%
66,629.53 113,688.00 47,058.47 58.61%
555.62 276.00 (279.62) 201.31%
17.35 41.00 23.65 42.32%
572.97 317.00 (255.97) 180.75%
0.21 - (0.21) 0.00%
0.21 - (0.22) 0.00%
- 21.00 21.00 0.00%
- 82.00 82.00 0.00%
- 103.00 103.00 0.00%
573.18 420.00 (153.18) 136.47%
65.00 - (65.00) 0.00%
65.00 - (65.00) 0.00%
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Virginia Department of Health Professions

Revenue and Expenditures Summary

Department 11000 - Social Work

For the Period Beginning July 1, 2017 and Ending June 30, 2018

Amount
Account Under/(Over)
Number Account Description Amount Budget Budget % of Budget
Total Transfer Payments 65.00 - (65.00) 0.00%
5015000 Continuous Charges
5015100 Insurance-Fixed Assets
5015160 Property Insurance - 26.00 26.00 0.00%
Total Insurance-Fixed Assets - 26.00 26.00 0.00%
5015300 Operating Lease Payments
5015340 Equipment Rentals 519.48 540.00 20.52 96.20%
5015350 Building Rentals 14.29 - (14.29) 0.00%
5015390 Building Rentals - Non State 10,000.77 11,584.00 1,583.23 86.33%
Total Operating Lease Payments 10,534.54 12,124.00 1,589.46 86.89%
5015500 Insurance-Operations
5015510 General Liability Insurance - 97.00 97.00 0.00%
5015540 Surety Bonds - 6.00 6.00 0.00%
Total Insurance-Operations - 103.00 103.00 0.00%
Total Continuous Charges 10,534.54 12,253.00 1,718.46 85.98%
5022000 Equipment
5022100 Computer Hrdware & Sftware
5022170 Other Computer Equipment 186.00 - (186.00) 0.00%
5022180 Computer Software Purchases 256.90 - (256.90) 0.00%
Total Computer Hrdware & Sftware 442.90 - (442.90) 0.00%
5022200 Educational & Cultural Equip
5022240 Reference Equipment - 43.00 43.00 0.00%
Total Educational & Cultural Equip - 43.00 43.00 0.00%
5022600 Office Equipment
5022610 Office Appurtenances - 21.00 21.00 0.00%
5022620 Office Furniture 631.23 - (631.23) 0.00%
Total Office Equipment 631.23 21.00 (610.23) 3005.86%
5022700 Specific Use Equipment
5022710 Household Equipment 5.90 - (5.90) 0.00%
Total Specific Use Equipment 5.90 - (5.90) 0.00%
Total Equipment 1,080.03 64.00 (1,016.03) 1687.55%
Total Expenditures 130,662.54 199,175.00 68,512.46 65.60%
Allocated Expenditures
20100 Behavioral Science Exec 74,520.70 84,132.40 9,611.70 88.58%
30100 Data Center 76,672.03 67,531.59 (9,140.44) 113.54%
30200 Human Resources 19,561.49 10,704.19 (8,857.30) 182.75%
30300 Finance 37,815.38 35,392.61 (2,422.76) 106.85%
30400 Director's Office 18,436.97 18,783.97 347.00 98.15%
30500 Enforcement 97,440.94 133,854.73 36,413.79 72.80%
Page 4 of 8
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Virginia Department of Health Professions

Revenue and Expenditures Summary

Department 11000 - Social Work

For the Period Beginning July 1, 2017 and Ending June 30, 2018

Account

Number Account Description
30600 Administrative Proceedings
30700 Impaired Practitioners
30800 Attorney General
30900 Board of Health Professions
31100 Maintenance and Repairs
31300 Emp. Recognition Program
31400 Conference Center
31500 Pgm Devipmnt & Implmentn

Total Allocated Expenditures

Net Revenue in Excess (Shortfall) of Expenditures
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Amount
Under/(Over)

Amount Budget Budget % of Budget
30,768.37 25,914.67 (4,853.70) 118.73%
1,143.83 913.01 (230.82) 125.28%
2,708.05 2,708.17 0.12 100.00%
10,167.56 10,670.72 503.16 95.28%
- 417.32 417.32 0.00%
825.01 171.56 (653.45) 480.89%
5,554.64 5,819.28 264.65 95.45%
10,420.96 10,576.53 155.57 98.53%
386,035.92 407,590.75 21,554.83 94.71%
$ 239,786.04 $ 101,134.25 $ (138,651.79) 237.10%
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Virginia Department of Health Professions

Revenue and Expenditures Summary
Department 11000 - Social Work
For the Period Beginning July 1, 2017 and Ending June 30, 2018

Account
Number

4002400
4002401
4002406
4002407
4002409
4002421

5011000
5011100
5011110
5011120
5011140
5011150
5011160
5011170

5011200
5011230
5011250

5011340
5011380
5011500
5011530

5012000
5012100
5012140
5012150
5012160
5012190

5012200
5012250

5012400
5012420
5012440
5012460
5012470

5012500
5012530

5012600

Account Description
Fee Revenue
Application Fee
License & Renewal Fee
Dup. License Certificate Fee
Board Endorsement - Out
Monetary Penalty & Late Fees
Total Fee Revenue

Total Revenue

Personal Services
Employee Benefits
Employer Retirement Contrib.
Fed Old-Age Ins- Sal St Emp
Group Insurance
Medical/Hospitalization Ins.
Retiree Medical/Hospitalizatn
Long term Disability Ins
Total Employee Benefits
Salaries
Salaries, Classified
Salaries, Overtime
Total Salaries
Specified Per Diem Payment
Deferred Compnstn Match Pmts
Disability Benefits
Short-trm Disability Benefits
Total Disability Benefits
Total Personal Services
Contractual Svs
Communication Services
Postal Services
Printing Services
Telecommunications Svcs (VITA)
Inbound Freight Services
Total Communication Services
Employee Development Services
Employee Tuition Reimbursement
Total Employee Development Services
Mgmnt and Informational Svcs
Fiscal Services
Management Services
Public Infrmtnl & Relatn Svcs
Legal Services
Total Mgmnt and Informational Sves
Repair and Maintenance Svcs
Equipment Repair & Maint Srvc

Total Repair and Maintenance Svcs

shageafef 112

July August September October November December January February March April May June
13,950.00 16,350.00 15,565.00 15,645.00 12,625.00 10,345.00 15,870.00 14,430.00 17,470.00 15,560.00 18,715.00 14,960.00
11,247.00 2,105.00 605.00 785.00 515.00 155.00 315.00 360.00 400.00 515.00 204,602.50 337,090.00
140.00 200.00 120.00 185.00 70.00 115.00 115.00 75.00 100.00 115.00 90.00 230.00
650.00 510.00 590.00 750.00 375.00 500.00 475.00 225.00 570.00 325.00 450.00 375.00
4,000.00 905.00 395.00 455.00 560.00 245.00 90.00 315.00 550.00 50.00 265.00 1,125.00
29,987.00 20,070.00 17,275.00 17,820.00 14,145.00 11,360.00 16,865.00 15,405.00 19,090.00 16,565.00 224,122.50 353,780.00
29,987.00 20,070.00 17,275.00 17,820.00 14,145.00 11,360.00 16,865.00 15,405.00 19,090.00 16,565.00 224,122.50 353,780.00
800.40 549.60 549.60 549.60 549.60 549.60 618.30 618.30 618.30 (1,854.90) - 1,515.07
478.37 337.59 316.01 333.55 341.63 355.93 350.99 351.00 350.98 (1,052.97) - 898.06
77.73 53.38 53.38 53.38 53.38 53.38 60.04 60.04 60.04 (180.12) - 147.14
- - - - - - - - - - - 323.50
70.02 48.08 48.08 48.08 48.08 48.08 54.08 54.08 54.08 (162.24) - 132.50
39.15 26.88 26.88 26.88 26.88 26.88 30.26 30.26 30.26 (90.78) - 74.11
1,465.67 1,015.53 993.95 1,011.49 1,019.57 1,033.87 1,113.67 1,113.68 1,113.66 (3,341.01) - 3,090.38
5,992.58 4,074.16 4,074.16 4,074.16 4,074.16 4,074.16 4,583.34 4,583.34 2,291.67 (11,458.35) - 11,320.98
256.73 334.93 52.88 282.04 387.81 574.67 - - - - - 816.38
6,249.31 4,409.09 4,127.04 4,356.20 4,461.97 4,648.83 4,583.34 4,583.34 2,291.67 (11,458.35) - 12,137.36

- - 100.00 - 500.00 - - 450.00 450.00 50.00 - 200.00

- - - - - - - - - - - 10.00

- - - - - - - - 2,291.67 (2,291.67) - -

- - - - - - - - 2,291.67 (2,291.67) - -
7,714.98 5,424.62 5,220.99 5,367.69 5,981.54 5,682.70 5,697.01 6,147.02 6,147.00 (17,041.03) - 15,437.74
4,617.68 1,749.19 373.39 373.30 64.31 231.40 7111 153.02 356.71 189.57 41.84 181.31

- - 76.73 - - - - - - 34.57 17.35 -

17.28 17.97 - - 24.78 - 24.78 49.56 49.56 24.78 27.32 33.54

- - - - - - - - - - 0.69 -
4,634.96 1,767.16 450.12 373.30 89.09 231.40 95.89 202.58 406.27 248.92 87.20 214.85

- - 600.00 - 930.00 - - - - - - 30.00

- - 600.00 - 930.00 - - - - - - 30.00
4,756.93 4,622.31 277.40 57.35 14.77 - 6.19 6.47 9.99 10.99 - 9.76

- 47.84 - (0.84) - 4.37 - 3.11 - 5.02 - 6.11

- - - - 2.00 2.00 - 6.00 6.00 - - -

- - - - - 195.00 - - - 150.00 - -
4,756.93 4,670.15 277.40 56.51 16.77 201.37 6.19 15.58 15.99 166.01 - 15.87

- - - - - - - - 1,585.34 - - -

- - - - - - - - 1,585.34 - - -

Total

181,485.00
558,694.50
1,555.00
5,795.00
8,955.00
756,484.50
756,484.50

5,063.47
3,061.14
491.77
323.50
442.92
247.66
9,630.46

37,684.36
2,705.44
40,389.80
1,750.00
10.00

51,780.26
8,402.83
128.65
269.57
0.69
8,801.74

1,560.00
1,560.00

9,772.16
65.61
16.00

345.00
10,198.77

1,585.34
1,585.34



Virginia Department of Health Professions

Revenue and Expenditures Summary

Department

For the Period Beginning July 1, 2017 and Ending June 30, 2018

Account
Number

5012630
5012640
5012650
5012660
5012670
5012680

5012800
5012820
5012850
5012880

5013000
5013100
5013120
5013130

5013500
5013520

5014000
5014100
5014130

5015000
5015300
5015340
5015350
5015390

5022000

5022170

5022180

5022620

5022710

11000 - Social Work

Account Description

Clerical Services
Food & Dietary Services
Laundry and Linen Services
Manual Labor Services
Production Services
Skilled Services

Total Support Services

Transportation Services

Travel, Personal Vehicle
Travel, Subsistence & Lodging
Trvl, Meal Reimb- Not Rprtble

Total Transportation Services

Total Contractual Svs

Supplies And Materials
Administrative Supplies
Office Supplies
Stationery and Forms
Total Administrative Supplies
Repair and Maint. Supplies
Custodial Repair & Maint Matrl
Total Repair and Maint. Supplies
Total Supplies And Materials

Transfer Payments
Awards, Contrib., and Claims
Premiums
Total Awards, Contrib., and Claims

Total Transfer Payments

Continuous Charges
Operating Lease Payments
Equipment Rentals
Building Rentals
Building Rentals - Non State
Total Operating Lease Payments

Total Continuous Charges

Equipment
Other Computer Equipment
Computer Software Purchases
Total Computer Hrdware & Sftware
Office Furniture
Total Office Equipment
Household Equipment
Total Specific Use Equipment

Total Equipment
Page 47 of 112

July August September October November December January February March April May June

- 2,250.00 3,332.81 1,739.06 - - 600.00 2,179.70 2,573.44 5,371.88 2,700.00 3,356.25
- 55.75 - - 58.75 211.09 - - 296.15 185.46 - 55.75

- - - - - - - 16.23 - - - -

15.59 - 71.88 - 2.14 16.40 58.35 12.57 57.52 2.39 6.02 -

91.10 62.20 439.35 = 13.15 114.75 177.30 87.90 230.70 13.20 33.20 =
1,290.65 1,290.65 1,290.65 1,290.65 1,290.65 1,290.65 1,290.65 1,290.65 1,032.52 1,032.52 1,032.52 1,032.52
1,397.34 3,658.60 5,134.69 3,029.71 1,364.69 1,632.89 2,126.30 3,587.05 4,190.33 6,605.45 3,771.74 4,444 .52
- - 150.87 - 854.40 - - 685.07 913.48 52.32 169.97 315.02

- - - - 105.37 - - - 105.37 - 2.50 -

- - - - 59.25 - - 67.50 59.25 - - -
- - 150.87 - 1,019.02 - - 752.57 1,078.10 52.32 172.47 315.02
10,789.23 10,095.91 6,613.08 3,459.52 3,419.57 2,065.66 2,228.38 4,557.78 7,276.03 7,072.70 4,031.41 5,020.26
- 109.77 17.05 12.47 67.03 32.67 15.72 15.99 69.22 74.18 109.41 32.11

- - - - - - - - - - 17.35 -
- 109.77 17.05 12.47 67.03 32.67 15.72 15.99 69.22 74.18 126.76 32.11

- - - - - - - N - 0.21 - -

- - - - - - - - - 0.21 - -
- 109.77 17.05 12.47 67.03 32.67 15.72 15.99 69.22 74.39 126.76 32.11
- - - - - - - - - - - 65.00
- - - - - - - - - - - 65.00
- - - - - - - - - - - 65.00
- 44.09 44.09 44.09 45.58 44.09 44.09 41.87 41.87 85.97 41.87 41.87

- 1.89 - - 4.40 - - 4.80 - 3.20 - -
775.85 908.18 794.19 775.85 864.74 775.85 775.85 834.43 776.28 878.05 963.45 878.05
775.85 954.16 838.28 819.94 914.72 819.94 819.94 881.10 818.15 967.22 1,005.32 919.92
775.85 954.16 838.28 819.94 914.72 819.94 819.94 881.10 818.15 967.22 1,005.32 919.92

- - - - 186.00 - - - - - - -
- - - - - - - - - - - 256.90
- - - - 186.00 - - - - - - 256.90

- - - - - - - - 631.23 - - -

- - - - - - - - 631.23 - - -

- - - - - - - - - 5.90 - -

- - - - - - - - - 5.90 - -
- - - - 186.00 - - - 631.23 5.90 - 256.90

Total
24,103.14
862.95
16.23
242.86
1,262.85
14,455.28
40,943.31

3,141.13
213.24
186.00

3,540.37

66,629.53

555.62
17.35
572.97

0.21
0.21
573.18

65.00
65.00
65.00

519.48
14.29
10,000.77
10,534.54
10,534.54

186.00
256.90
442.90
631.23
631.23
5.90
5.90
1,080.03



Virginia Department of Health Professions

Revenue and Expenditures Summary

Department 11000 - Social Work

For the Period Beginning July 1, 2017 and Ending June 30, 2018

lA\lchnfsgrt Account Description July August September October November December January February March April May June
Total Plant and Improvements - - - - - - - - - - - -
Total Expenditures 19,280.06 16,584.46 12,689.40 9,659.62 10,568.86 8,600.97 8,761.05 11,601.89 14,941.63 (8,920.82) 5,163.49 21,731.93
Allocated Expenditures
20100 Behavioral Science Exec 8,922.38 6,332.96 5,891.84 5,895.71 6,069.99 5,900.99 6,231.23 6,011.10 6,084.74 6,213.87 6,802.73 4,163.15
20200 Opt\Vet-Med\ASLP Executive Dir - - - - - - - - - - - -
20400 Nursing / Nurse Aid - - - - - - - - - - - -
20600 Funera\LTCA\PT - - - - - - - - - - - -
30100 Data Center 9,274.03 2,929.28 7,304.34 7,337.48 2,535.80 9,199.75 6,693.21 6,434.50 13,644.13 3,064.85 7,318.79 935.88
30200 Human Resources 31.31 40.01 31.19 35.68 4,886.22 75.06 35.89 36.62 30.68 (63.81) 26.52 14,396.14
30300 Finance 6,362.33 3,317.43 3,234.60 1,728.10 4,115.92 3,263.30 2,265.89 4,861.28 1,602.77 129.40 2,684.78 4,249.57
30400 Director's Office 2,056.96 1,635.11 1,504.82 1,5632.97 1,466.83 1,578.06 1,670.48 1,583.01 1,596.78 705.13 1,515.37 1,591.46
30500 Enforcement 11,712.05 9,525.95 9,119.18 9,216.20 8,266.53 8,132.10 6,042.47 6,302.47 8,312.42 8,037.72 8,551.82 4,222.02
30600 Administrative Proceedings 6,894.83 239.25 912.87 733.29 701.53 4,804.87 6,946.58 2,471.18 4,762.66 - 1,158.30 1,142.99
30700 Impaired Practitioners 144.71 107.79 99.00 99.76 97.55 103.05 99.81 84.55 79.92 100.01 83.67 44.01
30800 Attorney General - - 677.01 677.01 - - 677.01 - - 677.01 - -
30900 Board of Health Professions 1,193.05 849.55 761.60 831.84 842.55 773.36 901.20 953.51 888.07 247.50 913.36 1,011.98
31000 SRTA - - - - - - - - - - - -
31100 Maintenance and Repairs - - - - - - - - - - - -
31300 Emp. Recognition Program - - - - - - 43.90 - 1.67 (31.29) 5.46 805.27
31400 Conference Center 6.89 13.08 10,133.64 (1,196.81) (3,527.22) 54.60 6.12 (6.80) 10.28 29.01 19.66 12.18
31500 Pgm Devipmnt & Implmentn 930.86 820.39 755.18 773.82 875.11 821.29 796.56 804.42 1,229.23 358.02 1,109.92 1,146.16
98700 Cash Transfers - - - - - - - - - - - -
Total Allocated Expenditures 47,529.41 25,810.80 40,425.27 27,665.04 26,330.82 34,706.44 32,410.36 29,535.84 38,243.33 19,467.43 30,190.39 33,720.80
Net Revenue in Excess (Shortfall) of Expenditures $ (36,822.47) $ (22,325.26) $ (35839.67) $ (19,504.66) $ (22,754.68) $ (31,947.41) $ (24,306.41) $ (25732.73) $ (34,094.96) $ 601839 $ 188,768.62 $ 298,327.27
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Total

130,662.54

74,520.70
76,672.03
19,561.49
37,815.38
18,436.97
97,440.94
30,768.37
1,143.83
2,708.05
10,167.56
825.01
5,554.64
10,420.96
386,035.92
239,786.04



Virginia Department of
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Virginia Department of

%S> Health Professions

Board of Social Work

Discipline Reports

April 6, 2018 - August 16, 2018

Open Case Stage Counseling Psychology Social Work BSU Total
Probable Cause Review 59 33 47 139
Scheduled for Informal Conferences 5 1 0 6
Scheduled for Formal Hearings 1 0 0 1
Consent Orders (offered and pending) 1 0 0 1
Cases with APD for processing
(IFC, FH, Consent Order) 5 4 . 12
TOTAL OPEN CASES 71 40 50 161
NEW CASES RECEIVED AND ACTIVE INVESTIGATIONS
Counseling Psychology Social Work BSU Total
Cases Received for Board review 64 28 38 130
Open Investigations in Enforcement 46 21 36 103

Counseling

Psychology

Social Work

Informal Conferences

September 14, 2018
October 19, 2018
November 30, 2018
January 25, 2019
March 1, 2019

September 18, 2018
December 4, 2018

November 16, 2018

Formal Hearings

November 2, 2018

October 30, 2018

December 7, 2018
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Virginia Department of

%S> Health Professions
Board of Social Work

Discipline Reports
April 6, 2018 - August 16, 2018

Closed - no violation 21
Closed — undetermined 2
Closed - violation 3
Credentials/Reinstatement — Denied 1
Credentials/Reinstatement — Approved 1

TOTAL CASES CLOSED 28

HEARINGS HELD AND CONSENT ORDERS ENTERED

Consent Orders Entered

Informal Conferences Held - Special Conference Committee

Formal Hearings Held

o o |lWw|kF

Summary Suspension Hearings Held

Average time for case closures 173
Avg. time in Enforcement (investigations) 70
Avg. time in APD (IFC/FH preparation) 156
Avg. time in Board (includes hearings, reviews, etc). 91
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Virginia Department of

S Health Professions
Board of Social Work

Current Count of Licenses

Quarterly Summary
Quarter 4 - Fiscal Year 2018

*Current licenses by board and occupation as of the last day of the quarter

Quarter Date Ranges

Quarter 1 July 01 - September 30
Quarter 2 October 1 - December 31
Quarter 3 January 1 - March 31
Quarter 4 April 1 - June 30

CURRENT

Q12016 Q22016 Q32016 Q42016 Q12017 Q22017 Q32017 Q42017 Q12018 Q22018 042018 042018
SOCIALWORK 6,544 6,690 6,828 7,057 8,900 9,144 9,340 9,559 9,089 9,326 9,468 9,671

TOTAL
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Virginia Department of

S Health Professions

Board of Social Work

Current Count of Licenses

Quarterly Breakdown
Quarter 4 - Fiscal Year 2018

*Current licenses by board and occupation as of the last day of the quarter

Quarter Date Ranges

Quarter 1 July 01 - September 30
Quarter 2 October 1 - December 31
Quarter 3 January 1 - March 31
Quarter 4 April 1 - June 30

Occupation
2016 | 2016 2016 2016 2017 2017 2017 2017 2018 2018 2018 2018

Associate Social 1 1 1 1 1 1 1 2 2 2 2 2
Worker
Licensed Clinical 5,948 6,060 6,170 6,358 6,458 6,558 6,684 6,817 6,514 6,680 6,843 6,985
Social Worker

Social Work Licensed Social 583 617 645 686 739 778 816 852 684 727 763 795
Worker
Licensed Social . - - - . - - 7 6 6 4 4
Worker Supervision
Registered Social 12 12 12 12 12 12 12 13 11 11 11 12
Worker
Registration of 1,690 1,795 1,827 1,868 1,872 1,900 1,845 1,878
Supervision
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Virginia Department of

S Health Professions

Board of Social Work
Current Count of Licenses

Fiscal Year Breakdown
Quarter 4 - Fiscal Year 2018

*Current licenses by board and occupation as of the last day of the quarter

Quarter Date Ranges

Quarter 1 July 01 - September 30
Quarter 2 October 1 - December 31
Quarter 3 January 1 - March 31
Quarter 4 April 1 - June 30
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Board Occupation FY Change FY Change FY Change FY Change FY
2014 Between 2015 Between 2016 Between 2017 Between 2018
FY15 & FY14 FY16 & FY15 FY16 & FY17 FY17 & FY18
Associate Social Worker 1 - 0 - 1 100.0% 2 0.0% 2
Licensed Clinical Social 5,814 -0.6%94 5,781 10.09 6,358 7.2%9 6,817 2.5% 6,985
Worker
Social Work Licensed Social Worker 518 1.4% 525 30.7% 686 24.2% 852 -6.7% 795
Licensed Social Worker - - - - - = 7 -42 .99 4
Supervision
Registered Social Worker 17 0 - 12 8.3% 13 -7.7% 12
Registration of 17 0 - 12 15466.7% 1,868 0.394 1,873
Supervision
11.9% 7,057 35.5% 9,559 1.2% 9,67




Virginia Department of

S’ Health Professions

Board of Social Work

Board Action on Proposed

Regulations




Agenda Item: Board action on Proposed Regulations

Included in your agenda package are:
Copy of Notice of Intended Regulatory Action background document
(There was no public comment on the NOIRA)

Copy of DRAFT proposed regulation

Board action:

The Board may adopt the proposed amendments as included in the agenda
package without any change; or

The Board may amend the proposed regulation.
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Form: TH-01
11114

tothaII.virginia.gov

Notice of Intended Regulatory Action (NOIRA)
‘Agency Background Document

Agency name | Board of Social Work, Department of Health Professions

Virginia Administrative Code | 18VAC140-20-10 et seq.
(VAC) citation(s)
Regulation title(s) | Regulations Governing the Practice of Social Work

Action title | Additional hours of ethics

Date this document | 3/6/18
prepared

This information is required for executive branch review and the Virginia Registrar of Regulations, pursuant to the
Virginia Administrative Process Act (APA), Executive Orders 17 (2014) and 58 (1999), and the Virginia Register

Form, Style, and Procedure Manual.

Subject matter and intent

Please describe briefly the subject matter, intent, and goals of the planned regulatory action.

The Board intends to amend the requirements for continuing education in section 105 to increase
the hours pertaining to ethics or the standards of practice for behavioral health professions from a

minimum of two to six hours every two years.

Lega!ba?,si-s

Please identify the (1) the agency (includes any fype of promulgating entity) and(2) the sfate and/or
federal legal authority for the proposed regulatory action, including the most relevant citations to the Code
of Virginia or General Assembly chapter number(s), if applicable. Your citation should include a specific
provision, if any, authorizing the promulgating entity to regulate this specific subject or program, as well
as a reference lo the agency’s overall regulatory authority.
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Town Hall Agency Background Document Form: TH- 01

Regulations are promulgated under the general authority of Chapter 24 of Title 54.1 of the Code of
Virginia. Section 54.1-2400, which provides the Board of Social Work the authority to
promulgate regulations to administer the regulatory system:

§ 54.1-2400 -General powers and duties of health regulatory boards
The general powers and duties of health regulatory boards shall be:

...6. To promulgate regulations in accordance with the Administrative Process Act (§ 2.2-4000
et seq.) which are reasonable and necessary to administer effectively the regulatory system. Such
regulations shall not conflict with the purposes and intent of this chapter or of Chapter 1 (§ 34.1-
100 et seq.) and Chapter 25 (§ 54.1-2500 et seq.) of this title.

The Board has a specific mandate to promulgate regulations requiring continuing education:

§ 54.1-3708. Continuing education requirements.

The Board shall establish in regulations requirements for the continuing education of licensed
social workers.

The Board may approve persons who provide continuing education or accredit continuing
education programs in order to accomplish the purposes of this section.

Purposea

Please describe the specific reasons why the agency has defermined that the proposed regulatory action
is essential fo profect the health, safety, or welfare of citizens. In addition, please explain any potential
issues that may need fo be addressed as the regulation is developed.

The purpose of adding hours in ethics or standards of practice is to address a concern about
complaints against social workers, almost all of which stem from an ethical issue or a failure to
adhere to professional standards of practice. While the rate of complaints against clinical social
workers is similar to or lower than other behavioral health professions (13.52 per 1,000 licensees
for LCSWs; 15.75 per 1,000 for licensed professional counselors; 16.45 per 1,000 for licensed
clinical psychologists in the 2014-2016 biennium), the nature of the complaints indicates a lack
of understanding of ethics or standards of practice. Therefore, the Board believes a higher
percentage of the total hours of continuing education should be devoted to those topics in order
to protect the health, welfare and safety of clients receiving social work services.

Substance

Please briefly identify and explain the new substantive provisions that are being considered, the
substantive changes fo existing sections that are being considered, or both.

Currently, section 105 specifies that 30 hours of continuing education are required for renewal of
a licensed clinical social work license and 15 hours for a licensed social worker every two years.
A minimum of two of those hours must pertain to ethics or the standards of practice for the
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Form: TH- 01

Town Hall Agency Background Document

behavioral health professions or to laws governing the practice of social work in Virginia. The
proposed amendment would increase the ethics/standards requirement from two to six hours;
there would be no change in the total hours required.

Alternatives

Please describe any viable alternatives to the proposal considered and the rationale used by the agency
fo select the least burdensome or infrusive alternative that meets the essential purpose of the action.
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 regulation.

There are no viable alternatives that are less burdensome or intrusive.

Public participation

The agency is seeking comments on this regulatory action, including but not limited to: ideas to
be considered in the development of this proposal, the costs and benefits of the alternatives stated
in this background document or other alternatives, and the potential impacts of the regulation.

The agency is also seeking information on impacts on small businesses as defined in § 2.2-
4007.1 of the Code of Virginia. Information may include: projected reporting, recordkeeping,
and other administrative costs; the probable effect of the regulation on affected small businesses:
and the description of less intrusive or costly alternatives for achieving the purpose of the

regulation,

Anyone wishing to submit comments may do so via the Regulatory Town Hall website

(http://www.townhall.virginia.gov), or by mail, email, or fax to Elaine Yeatts at Department of

Health Professions, 9960 Mayland Drive, Suite 300, Richmond, VA 23233 or

elaine.yeatts@dhp.virginia.gov or by fax to (804) 527-4434. Written comments must include the
name and address of the commenter. In order to be considered, comments must be received by

midnight on the last day of the public comment period.

A public hearing will be held following the publication of the proposed stage of this regulatory
action and notice of the hearing will be posted on the Virginia Regulatory Town Hall website

(http://www.townhall.virginia.gov) and on the Commonwealth Calendar website
(https://www.virginia.gov/connect/commonwealth-calendar). Both oral and written comments

may be submitted at that time.
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Project 5436 - NOIRA

BOARD OF SOCIAL WORK

Hours of ethics for continuing education

18VAC140-20-105. Continued competency requirements for renewal of an active license.

A. Licensed clinical social workers shall be required to have completed a minimum of 30
contact hours of continuing education and licensed social workers shall be required to have
completed a minimum of 15 contact hours of continuing education prior to licensure renewal in
even years. Courses or activities shall be directly related to the practice of social work or another
behavioral health field. A minimum of twe six of those hours must pertain to ethics or the standards
of practice for the behavioral health professions or to laws governing the practice of social work
in Virginia. Up to two continuing education hours required for renewal may be satisfied through
delivery of social work services, without compensation, to low-income individuals receiving health
services through a local health department or a free clinic organized in whole or primarily for the

delivery of those services, as verified by the department or clinic. Three hours of volunteer service
is required for one hour of continuing education credit.
1. The board may grant an extension for good cause of up to one year for the completion

of continuing education requirements upon written request from the licensee prior to the

renewal date. Such extension shall not relieve the licensee of the continuing education
requirement.

2. The board may grant an exemption for all or part of the continuing education
requirements due to circumstances beyond the control of the licensee such as temporary

disability, mandatory military service, or officially declared disasters upon written request

from the licensee prior to the renewal date.
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B. Hours may be obtained from a combination of board-approved activities in the following

two categories:

1. Category |. Formally Organized Learning Activities. A minimum of 20 hours for licensed
clinical social workers or 10 hours for licensed social workers shall be documented in this

category, which shall include one or more of the following:

a. Regionally accredited university or college academic courses in a behavioral health

discipline. A maximum of 15 hours will be accepted for each academic course.

b. Continuing education programs offered by universities or colieges accredited by the

Council on Social Work Education.

¢. Workshops, seminars, conferences, or courses in the behavioral health field offered
by federal, state or local social service agencies, public school systems or licensed

health facilities and licensed hospitals.

d. Workshops, seminars, conferences or courses in the behavioral health field offered
by an individual or organization that has been certified or approved by one of the

following:

(1) The Child Welfare League of America and its state and local affiliates.

{(2) The National Association of Social Workers and its state and local affiliates.

(3) The National Association of Black Social Workers and its state and local affiliates.
(4) The Family Service Association of America and its state and local affiliates.

(5) The Clinical Social Work Association and its state and local affiliates.

(6) The Association of Social Work Boards.

(7) Any state social work board.
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2. Category ll. Individual Professional Activities. A maximum of 10 of the required 30 hours
for licensed clinical social workers or a maximum of five of the required 15 hours for

licensed social workers may be earned in this category, which shall include one or more
of the following:
a. Participation in an Association of Social Work Boards item writing workshop.
(Activity will count for a maximum of two hours.)
b. Publication of a professional social work-related book or initial
preparation/presentation of a social work-related course. (Activity will count for a
maximum of 10 hours.)
c. Publication of a professional social work-related article or chapter of a book, or initial
preparation/presentation of a social work-related in-service training, seminar, or
workshop. (Activity will count for a maximum of five hours.)
d. Provision of a continuing education program sponsored or approved by an
organization listed under Category . (Activity will count for a maximum of two hours
and will only be accepted one time for any specific program.)

e. Field instruction of graduate students in a Council on Social Work Education-

accredited school. (Activity will count for 2 maximum of two hours.)

f. Serving as an officer or committee member of one of the national professional social
work associations listed under subdivision B 1 d of this section or as a member of a

state social work licensing board. (Activity will count for a maximum of two hours.)

g. Attendance at formal staffings at federal, state, or local social service agencies,

public school systems, or licensed health facilities and licensed hospitais. (Activity will

count for a maximum of five hours.)
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h. Individual or group study including listening to audio tapes, viewing video tapes,

reading, professional books or articles. (Activity will count for a maximum of five hours.)
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Virginia Department of

S’ Health Professions

Board of Social Work

Guidance Document Review

8 4 O - 3 (Board Guidance on Use of Confidential Consent Agreements)

8 4 O - 3 (Guidance on Technology-Assisted Therapy & the Use of Social Media)

| 4 O '4 . 2 (Guidance on Possible Disciplinary or Alternative Actions in Response to

Non-Compliance w/ Continuing Education Requirments)

**Board of Psychology GD 125-5.1 & Board of Counseling GD 115-1.1 enclosed for reference




Agenda Item: Review of Guidance Documents

Included in your agenda package:

Current guidance documents for the Board that have not been reviewed,
revised or readopted in the past four years

Board Action:

Review of guidance documents for revision, deletion or retention
without change
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BOARD OF SOCTAL WORK

Copies of the following documents may be viewed during regular work days from 8:15 a.m. until
5 p.m. at the offices of the Department of Health Professions, 9960 Mayland Drive, Suite 300,
Henrico, VA 23233. Copies may also be downloaded from the board's webpage at
http://www.dhp.virginia.gov/social or the Regulatory Town Hall at
http://www.townhall.virginia.gov or requested by email at socialwork@dhp.virginia.gov.
Questions regarding interpretation or implementation of these documents or requests for copies
may be directed to Jaime Hoyle, Executive Director of the Board, at the address above or by
telephone at (804) 367-4441. Copies are free of charge.,

Guidance Documents:

http://www.dhp.virginia. gov/social/social guidelines.htm

140-1, Board guidance on use of confidential consent agreements, revised December 5, 2014

140-2, Impact of criminal convictions, impairment, and past history on social work licensure or
registration in Virginia, revised February 2, 2018

140-3, Guidance on technology-assisted therapy and the use of social media, adopted October
25,2013

140-4.2, Board guidance on possible disciplinary or alternative actions in response to non-
compliance with continuing education requirements, revised December 5, 2014

140-5, Board guidance for process of delegation of informal fact-finding to an agency
subordinate, re-adopted June 15, 2018

140-7, By-Laws of the Board of Social Work, revised June 15, 2018
140-8, Sanction Reference Points Instruction Manual, revised July 1, 2016
140-9, Supervisor training, re-affirmed February 2, 2018

140-10, Guidance on supervised experience for clinical social work licensure, revised February
2,2018

140-11, Disposition of disciplinary cases involving practicing with an expired license, revised
June 15, 2018
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Guidance Document: 140-1 Revised: December 5, 2014

Virginia Board of Social Work

Confidential Consent Agreements

Legislation enacted in 2003 authorizes the health regulatory boards to resolve certain
allegations of practitioner misconduct by means of a Confidential Consent Agreement (“CCA”).
This agreement may be used by a board in lieu of public discipline, but only in cases involving
minor misconduct, where there is little or no injury to a patient or the public, and little likelihood
of repetition by the practitioner.

A CCA shall not be used if the board determines there is probable cause to believe the
practitioner has (i) demonstrated gross negligence or intentional misconduct in the care of
patients, or (ii) conducted his/her practice in a manner as to be a danger to patients or the public.

A CCA shall be considered neither a notice nor an order of a health regulatory board,
both of which are public documents. The acceptance and content of a CCA shall not be
disclosed by either the board or the practitioner who is the subject of the agreement.

A CCA may be offered and accepted any time prior to the issuance of a notice of
informal conference by the board. By law, the agreement document must include findings of
fact and may include an admission or a finding of a violation. The entry of a CCA in the past
may be considered by a board in future disciplinary proceedings. A practitioner may only enter
into only two confidential consent agreements involving a standard of care violation within a 10-
year period. The practitioner shall receive public discipline for any subsequent violation within
the 10-year period, unless the board finds there are sufficient facts and circumstances to rebut the
presumption that such further disciplinary action should be made public.

Confidential Consent Agreements
Board of Social Work

The Board of Social Work adopted the following list of violations of Regulation or
Statute that may qualify for resolution by a Confidential Consent Agreement:

1. Advertising

Example: A licensee or certificate holder using the title “Dr.” without specifying
“Ph.D.,” “Ed.D.,” or such similar designation after his or her name.

2. Continuing education
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Guidance Document: 140-1 Revised: December 5, 2014
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Example: Insufficient or improper coursework to meet the requirements.
Confidential Consent Agreements will not, however, be used in instances where a
licensee is found to have untruthfully reported compliance.

Record keeping

Example: To include such infractions as failure to record in a timely fashion;
omission or inaccurate recording of dates, names, or times; and illegibility to the
point of reasonably being unreadable.

Inadvertent breach of confidentiality

Example: Providing information about a client to another person without
authorization, such as responding to, “what time is my wife’s appointment?” By
acknowledging the appointment the licensee has verified that he or she is treating
someone.

Failure to report a known violation

Example: A licensee working at an agency is “instructed” by a supervisor (non-
licensee) not to report a violation. As a result, the licensee does not report the
violation under fear of action from his or her employer.

Fees and billing issues

Example: The licensee charges more than originally agreed upon. This would
also apply in situations of unintentionally billing for the wrong date(s).

Practicing on an expired license for 90 days or less

Example: The licensee has failed to renew his license but has continued to
practice for 90 days or less (see Guidance document 140-11)



Guidance document: 140-3 Adopted: October 25, 2013

VIRGINIA BOARD OF SOCIAL WORK

Guidance on Technology-Assisted Therapy and the Use of Social Media

BACKGROUND

Social workers are currently engaged in a variety of online contact methods with clients. The use
of social media, telecommunication therapy and other electronic communication is increasing
exponentially with growing numbers of social media outlets, platforms and applications,
including blogs, social networking sites, video sites, and online chat rooms and forums. Some
social workers often use electronic media both personally and professionally.

Social media and technology-assisted therapy can benefit health care in a variety of ways,
including fostering professional connections, promoting timely communication with clients and
family members, and educating and informing consumers and health care professionals.

Social workers are increasingly using blogs, forums and social networking sites to share
workplace experiences particularly events that have been challenging or emotionally charged.
These outlets provide a venue for the practitioner to express his or her feelings, and reflect or
seek support from friends, colleagues, peers or virtually anyone on the Internet. Journaling and
reflective practice have been identified as effective tools in health care practice. The Internet
provides an alternative media for practitioners to engage in these helpful activities. Without a
sense of caution, however, these understandable needs and potential benefits may result in the
practitioner disclosing too much information and violating client privacy and confidentiality.

This document is intended to provide guidance to practitioners using electronic therapy or media
in @ manner that maintains client privacy and confidentiality. The protection of the public health,
safety, and welfare and the best interest of the public shall be the primary guide in determining
the appropriate professional conduct of all persons whose activities are regulated by the board.
Therefore, the standards of practice set forth in section 18VAC140-20-150 of the regulations and
in the Code of Virginia apply regardless of the method of delivery.

RECOMMENDATIONS BY THE BOARD

The Board of Social Work recommends the following when a licensee uses technology-assisted
services as the delivery method:

e A Social worker providing services to a client located in Virginia through technology-
assisted therapy must be licensed by the Virginia Board of Social Work.

e The service is deemed to take place where the client is located. Therefore, the social
worker should make every effort to verify the client’s geographic location.

o Social workers shall strive to become and remain knowledgeable about the dynamics of
online relationships, the advantages and drawbacks of non-face-to-face interactions, and
the ways in which technology-assisted social work practice can be safely and
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Guidance document: 140-3 Adopted: October 25, 2013

appropriately conducted. Traditional, face-to-face, in-person contact remains the
preferred service delivery modality.

e The social worker must take steps to ensure client confidentiality and the security of
client information in accordance with state and federal law.

e The social worker should seek training or otherwise demonstrate expertise in the use of
technology-assisted devices, especially in the matter of protecting confidentiality and the
security of client information.

e When working with a client who is not in Virginia, social workers are advised to check
the regulations of the state board in which the client is located. It is important to be
mindful that certain states prohibit social work services to a client in the state by an
individual who is unlicensed by that state.

e Social workers must follow the same code of ethics for technology-assisted therapy as
they do in a traditional social work setting.

ETHICS AND VALUES

Social workers providing technology-assisted therapy shall act ethically, ensure professional
competence, protect client confidentiality, and uphold the values of the profession.

TECHNICAL COMPETENCIES

Social workers shall be responsible for becoming proficient in the technological skills and tools
required for competent and ethical practice and for seeking appropriate training and consultation
to stay current with emerging technologies.

CONFIDENTIALITY AND PRIVACY

Social workers shall protect client privacy when using technology in their practice and document
all services, taking special safeguards to protect client information in the electronic record.

During the initial session, social workers should provide clients with information on the use of
technology in service delivery. Social workers should assure that the client has received notice of
privacy practices and should obtain any authorization for information disclosure and consent for
treatment or services, as documented in the client record. Social workers should be aware of
privacy risks involved when using wireless devices and other future technological innovations
and take proper steps to protect client privacy.

Social workers should adhere to the privacy and security standards of applicable federal and state
laws when performing services with the use of technology.

Social workers should give special attention to documenting services performed via the Internet
and other technologies. They should be familiar with applicable laws that may dictate
documentation standards in addition to licensure boards, third-party payers, and accreditation
bodies. All practice activities should be documented and maintained in a safe, secure file with
safeguards for electronic records.
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BOARD OF SOCIAL WORK IMPLICATIONS

Instances of inappropriate use of social/electronic media or technology-assisted therapy may be
reported to the Board, and it may investigate such reports, including reports of inappropriate
disclosures on social media by a social worker, on the grounds of:

e Unprofessional conduct;

e Unethical conduct;

e Moral turpitude;

e Mismanagement of client records;

e Revealing a privileged communication; and
e Breach of confidentiality.

If the allegations are found to be true, the social worker may face disciplinary action by the
Board, including a reprimand or sanction, assessment of a monetary fine, or temporary or
permanent loss of licensure, certification, or registration.

GUIDING PRINCIPLES

Social networks and the Internet provide unparalleled opportunities for rapid knowledge
exchange and dissemination among many people, but this exchange does not come without risk.
Social workers and students have an obligation to understand the nature, benefits, and
consequences of participating in social networking or providing technology-assisted therapy of
all types. Online content and behavior has the potential to enhance or undermine not only the
individual practitioner’s career, but also the profession.

HOW TO AVOID PROBLEMS USING SOCIAL MEDIA

It is important to recognize that instances of inappropriate use of social media can and do occur,
but with awareness and caution, social workers can avoid inadvertently disclosing confidential or
private information about clients.

The following guidelines are intended to minimize the risks of using social media:

e Recognize the ethical and legal obligations to maintain client privacy and confidentiality
at all times.

¢ Client-identifying information transmitted electronically should be done in accordance
with established policies and state and federal law.

¢ Do not share, post, or otherwise disseminate any information, including images, about a
client or information gained in the practitioner-client relationship with anyone unless
permitted or required by applicable law.

¢ Do not identify clients by name or post or publish information that may lead to the
identification of a client. Limiting access to postings through privacy settings is not
sufficient to ensure privacy.

¢ Do not refer to clients in a disparaging manner, or otherwise degrade or embarrass the
client, even if the client is not identified.
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¢ Do not take photos or videos of clients on personal devices, including cell phones. Follow
employer policies for taking photographs or video of clients for treatment or other
legitimate purposes using employer-provided devices.

e Maintain professional boundaries in the use of electronic media. Like in-person
relationships, the practitioner has the obligation to establish, communicate and enforce
professional boundaries with clients in the online environment. Use caution when having
online social contact with clients or former clients. Online contact with clients or former
clients blurs the distinction between a professional and personal relationship. The fact
that a client may initiate contact with the practitioner does not permit the practitioner to
engage in a personal relationship with the client.

e Consult employer policies or an appropriate leader within the organization for guidance
regarding work related postings.

e Promptly report any identified breach of confidentiality or privacy in accordance with
state and federal laws.

CONCLUSION

Social/ electronic media and technology-assisted therapy possess tremendous potential for
strengthening professional relationships and providing valuable information to health care
consumers. Social workers need to be aware of the potential ramifications of disclosing client-
related information via social media or through technology-assisted therapy. Social workers
should be mindful of relevant state and federal laws, professional standards regarding
confidentiality, and the application of those standards. Social workers should also ensure the
standards of practice set forth in 18 VAC 140-20-150 are met when performing technology-
assisted therapy.
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Guidance Document: 140-4.2 Revised: December 5, 2014

Virginia Board of Social Work

Possible Disciplinary or Alternative Actions
For

Non-compliance with Continuing Education

The Board has adopted the following guidelines for resolution of cases of nhoncompliance with continuing education requirements:

CAUSE POSSIBLE ACTION

Short due to unacceptable hours Confidential Consent Agreement: 30 day make up
Short 1-9 hours. Confidential Consent Agreement: 30 day make up.
Short 10-14 hours Consent Order: $500, 30 day make up.

Short 15-20 hours Consent Order: $600, 30 day make up.

Short 21-30 hours Consent Order: $1,000, 30 day make up

Did not respond to audit request Informal Conference

The Board will review the implementation of these actions annually at its Fall or Winter meeting.
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Guidance document: 115-1.1 Adopted: 2/17/06
Revised: 5/1/15

Virginia Board of Counseling

Possible Disciplinary or Alternative Actions
For
Non-Compliance with Continuing Education Requirements

Revised: May 1, 2015

The Board has adopted the following guidelines for resolution of cases of non-compliance with continuing education requirements:

CAUSE POSSIBLE ACTION

Short due to unacceptable hours Confidential Consent Agreement; 30 day make up

Short 1 - 10 hours Confidential Consent Agreement; 30 day make up

Short 11 - 15 hours Consent Order; Monetary penalty of $300; 30 day make up
Short 16 - 20 hours Consent Order; Monetary penalty of $500; 30 day make up
Did not respond to audit request Informal Fact-Finding Conference

NOTE: In all cases the licensee will be audited the following renewal cycle.
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Guidance Document: 125-5.1 Reaffirmed: July 10, 2018

Virginia Board of Psychology

Possible Disciplinary or Alternative Actions
For
Non-Compliance with Continuing Education Requirements

The Board has adopted the following guidelines for resolution of cases of non-compliance with continuing education requirements. In
all cases of non-compliance, the licensee will also be audited for the next renewal cycle.

CAUSE POSSIBLE ACTION

Short due to unacceptable hours Confidential Consent Agreement; 30 day make up
Short 1 - 14 hours Confidential Consent Agreement; 30 day make up
Did not respond to audit request Informal Fact-Finding Conference

False attestation of continuing education completion Informal Fact-Finding Conference

Repeat offense in subsequent year Informal Fact-Finding Conference

If requested prior to the renewal date, the board may grant an extension for good cause of up to one year for the completion of
continuing education requirements. Such extension does not relieve the licensee of the continuing education requirement.
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Preamble

The American Telemedicine Association (ATA), with members from throughout the United
States and throughout the world, is the principal organization bringing together telemedicine
practitioners, healthcare institutions, vendors and others involved in providing remote
healthcare using telecommunications. ATA is a nonprofit organization that seeks to bring
together diverse groups from traditional medicine, academia, technology and
telecommunications companies, e-health, allied professional and nursing associations, medical
societies, government and others to overcome barriers to the advancement of telemedicine
through the professional, ethical and equitable improvement in health care delivery.

ATA has embarked on an effort to establish practice guidelines and technical standards for
telemedicine to help advance the science and to assure the uniform quality of service to
patients. They are developed by panels that include experts from the field and other strategic
stakeholders and designed to serve as both an operational reference and an educational tool to
aid in providing appropriate care for patients. The guidelines and standards generated by ATA
will undergo a thorough consensus and rigorous review, with final approval by the ATA Board of
Directors. Existing products will be reviewed and updated periodically.

The practice of medicine is an integration of both the science and art of preventing, diagnosing,
and treating diseases. Accordingly, it should be recognized that compliance with these
guidelines will not guarantee accurate diagnoses or successful outcomes. The purpose of these
standards is to assist practitioners in pursuing a sound course of action to provide effective and
safe medical care that is founded on current information, available resources, and patient
needs. The practice guidelines and technical standards recognize that safe and effective
practices require specific training, skills, and techniques, as described in each document. The
resulting products are properties of ATA and any reproduction or modification of the published
practice guideline and technical standards must receive prior approval by ATA.

If circumstances warrant, a practitioner may responsibly pursue a course of action different
from the guidelines when, in the reasonable judgment of the practitioner, such action is
indicated by the condition of the patient, restrictions or limits on available resources, or
advances in information or technology subsequent to publication of the guidelines.
Nonetheless, a practitioner who uses an approach that is significantly different from these
guidelines is strongly advised to provide documentation, in the patient record, that is adequate
to explain the approach pursued.
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This guidelines document focuses on interactive video-conferencing based mental health
services and telemental health/telehealth. The document is a companion document to ATA’s
Evidence-Based Practice for Telemental Health, an educational tool to aid practitioners in
meeting these practice guidelines.

Scope

These guidelines are designed to serve as both a consensus operational best practice reference
based on clinical empirical experience and an educational tool to aid practitioners in providing
appropriate telehealth care for patients. The term telehealth indicates an inclusion of all health
professionals, ranging from medicine to mental health, to educators, and to nurses. The use of
telehealth also refers to the broader scope of e-health and distance education. Telemental
health therefore, is the practice of mental health specialties at a distance. The practice of
medicine is an integration of both the science and art of preventing, diagnosing, and treating
diseases. It should be recognized that adherence to these guidelines will not guarantee
accurate diagnoses or successful outcomes. The purpose of these guidelines is to assist
practitioners in pursuing a sound course of action to provide effective and safe medical care
that is founded on current information, available resources, and patient needs. The guidelines
are not meant to be unbending requirements of practice and they are not designed to, nor
should they be used, to establish a legal standard of care. The American Telemedicine
Association advises against the use of these guidelines in litigation in which the clinical
decisions of a practitioner are called into question.

The primary care or managing practitioner is responsible for the decision about the
appropriateness of a specific procedure or course of action, considering all presenting
circumstances. An approach that differs from the ATA guidelines does not necessarily imply
that the approach varied from the standard of care. If circumstances warrant, a practitioner
may responsibly pursue a course of action different from these guidelines when, in the
reasonable judgment of the practitioner, such action is indicated by the condition of the
patient, restrictions or limits on available resources, or advances in information or technology
subsequent to publication of the guidelines. Nonetheless, a practitioner who uses an approach
that is significantly different from these guidelines is advised to document in the patient record
information to explain the approach pursued.

Introduction

Telemental health is one of the most active applications of telehealth rendered in the United
States. Mental health is particularly suited to the use of advanced communication technologies
and the internet for delivery of care. By using advanced communication technologies, mental
health professionals are able to widen their reach to patients in a cost-effective manner,
ameliorating the maldistribution of specialty care. The following Guidelines are designed to aid
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in the development and practice of coherent, effective, safe and sustainable telemental health
practices. Establishing guidelines for telemental health improves clinical outcomes and
promotes informed and reasonable patient expectations. When guidelines, position
statements, or standards from a professional organization or society such as (but not limited to)
the American Psychiatric Association', American Psychological Association” or National
Association of Social Workers' exist, it is advised that mental health professionals review these
documents and incorporate them into practice.

Telemental health, like telemedicine, is an intentionally broad term referring to the provision of
mental health and substance abuse services from a distance. This guideline focuses on two-
way, interactive videoconferencing as the modality by which telemental health services are
provided. In the future, additional sections will be added to address the use of the internet and
other asynchronous or social relationship environments for interactions between mental health
professionals and their patients and families. The use of other modern technologies such as
virtual reality, electronic mail, remote monitoring devices (home telehealth store and forward
technology), chat rooms, and web-based clients are not included in this version of the
telemental health guidelines.

The ATA provides the core standards for telemedicine operations and provides overarching
guidance for administrative, clinical, and technical standards
(http://www.americantelemed.org/i4a/pages/index.cfm?pageid=3311). The Practice Guidelines
for Videoconferencing-Based Telemental Health covers all areas, reflecting the basic
component processes associated with most telemental health consultations. The telemental
health guidelines give further detail to these core standards in relation to the specialty area.
This section of the guideline contains requirements, recommendations, or actions that are
identified by text containing the keywords “shall,” “should,” or “may.” “Shall” indicates that it
is required whenever feasible and practical under local conditions. “Should” indicates an
optimal recommended action that is particularly suitable, without mentioning or excluding
others. “May” indicates additional points that may be considered to further optimize the
telemental health care process.

A glossary of terms, references to literature, and informative web sites are included at the end
of the document.
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Application for the Practice of Telemedicine

a. Clinical Applications

Currently, the point of delivery for telemental health services is as varied as the type of services
that are being provided. Sites include hospitals, emergency rooms, community mental health
centers, clinics, physician offices, nursing homes, assisted living facilities, prisons, schools, and
patient homes. With careful planning, telemental health services can significantly impact the
quality, timeliness, and availability of services in almost any mental health care delivery

system iv, v, vi, vii, viii, ix, x, xi, xii, xiii, xiv, xv, xvi, xvii, xviii

Scope of Services

Clinical applications of telemedicine encompass diagnostic, therapeutic, and forensic modalities
across the lifespan. Common applications include pre-hospitalization assessment and post-
hospital follow-up care, scheduled and urgent outpatient visits, medication management,
psychotherapy and consultation.

Clinical Interviews

Telemental health interviews may be conducted between physicians in consultation, between a
physician and another health care provider (e.g., a case manager, clinical nurse practitioner or
physician assistant), or between mental health professionals and a patient. Other persons,
such as another health care provider or family member, may also be present in a patient
interview. The Telemental health interview may be an adjunct to periodic face-to-face contact
or may be the only contact; and is typically supported by additional communications
technologies such as faxed or emailed consultation information or transmission of an electronic
medical record.

Emergency Evaluations

Many programs across the United States provide emergency evaluations by telemedicine
successfully with minimal support staff and standards in place at the patient site. Emergency
evaluations for psychiatric hospitalization can be conducted via telemedicine, and usually will
require additional personnel to provide physical control of the environment and possibly the
patient, for patient safety. Situations such as a patient who is suicidal, homicidal, or suffering
from dementia or acute psychosis may require additional personnel in the room in addition to
family members. In general, adequate support staff or responsible family members shall be
present at the remote site in order to safely care for the patient. If other alternatives are
immediately available to meet the patient’s needs without transfer, services are preferred to be
provided on-site and in-person. In the event that support staff and family members are not
present, the telemental health provider must make a determination whether immediate
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XiX, XX, XXi, xxii

intervention is deemed necessary for patient safety. Special attention shall be paid
to the enhanced need for privacy and confidentiality and every attempt to preserve the
patient’s right to privacy shall be employed.

Case Management

In large distributed systems where multi-provider case management is needed,
videoconferencing allows collaboration between all the involved clinical participants regardless
of distance. Clinical treatment plans can be developed with input from experts who would not
otherwise be available M ¥V, xxv, xxi

Clinical Supervision

Supervision of trainees (residents or interns) at a distant site can facilitate both training and
patient care. Supervision may be done either in real-time with the supervisor present via
videoconferencing, or, when appropriate, by the use of store and forward technology.™""
Supervising practitioners shall comply with state and federal requirements for in-person
supervision for residents and other practitioners whose positions are federally or state funded.

b. Non-Clinical Applications of Videoconferencing

Distance Learning

Videoconferencing technologies for education encompass a broad range of applications. These
include, but are not limited to, point-to-point applications, such as physician-to-physician,
physician-to-patient, or multipoint sessions such as a classroom setting where a teacher is at
one site and the “pupils” are at other multiple remote sites. Distance learning modalities can
be used for off-site mentoring to teach new techniques, or multi-site transmission of “grand
rounds” conferences and continuing medical education (CME) events. These can be streamed
via the internet or transmitted a number of ways including point-to-point circuits and the public
Internet (if transmitting protected health information or other sensitive information via the
public internet, AES encryption or a virtual private network (VPN) shall be used to secure the
transmission).”" *™ Distance education modalities can also be used for clinical care of
patients, e.g. patient teaching regarding medications, therapies, or compliance with treatment
plans.

Research

Telemedicine has been applied as an effective and reliable means of gathering research data
from clinical populations. Telemental health enables multi-site and remote acquisition of
information via in-person interviews or direct observation, as well as providing a simple means
of archiving patient-provider interactions in video format for later scoring and evaluation. All
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requirements for human subjects research shall be applied to the use of telemental health for
research purposes, especially when research involves the use of video or audio taping of the
telemedicine conversations. Attention shall be paid to issues of confidentiality and informed
consent, ensuring that patients who are involved in research trials via telemedicine understand
consent is for the purposes of research and not for receiving care via telemental health. Efforts
shall be made to ensure that patients receiving telemental health services are aware that
telemedicine conversations will be recorded only with their consent.™

Administration

Interactive two-way audio-visual communication between distant hospitals, clinics, schools, and
justice centers is an effective means of providing administrative services and support and helps
organizations to achieve cost savings in large or geographically dispersed systems. Any
discussion of protected health information shall be secured through use of a private, point-to-
point circuit, an ISDN connection, or AES encryption or a virtual private network (VPN) shall be
used for transmissions via the public internet.

Guidelines for the Practice of Telemental Health

Any organization or provider considering the use of telecommunications equipment for the
purpose of providing mental health or substance abuse care to a remote site shall have in place
prior to initiating such a service a set of Standard Operating Procedures or Protocols that shall
include (but are not limited to) the following administrative, clinical and technical
specifications.

The guidelines shall specifically describe roles, responsibilities (i.e., daytime and after-hours
coverage), communication, and procedures around emergency issues. The degree of
involvement of the telemental health provider will vary greatly between remote sites and be
determined by legal issues, local resources, and staffing available to the clinic.™

a. Standard Operating Procedures/Protocols

Telemental health organizations and providers shall ensure that appropriate staff is available to
meet patient and provider needs before, during, and after telemental health encounters of all
types. Organizations and practitioners shall have agreements in place to assure licensing,
credentialing, training, and authentication of patients and practitioners as appropriate and
according to local, state, and national requirements.

Telemental health organizations and practitioners shall be aware of the enhanced
requirements for privacy and confidentiality that is afforded to patients receiving mental health

American Telemedicine Association | Page 9 of 35
Page 86 of 112



care. In the United States, additional state regulations for privacy, confidentiality and patient
rights apply above and beyond requirements in place for general health care interactions.

Telemental health organizations and practitioners shall have billing and coding processes in
place that share information across systems for the purposes of payment that do not risk
exposure of mental health patients’ personal health information.

Telemental health organizations and practitioners shall determine processes for
documentation, storage, and retrieval of telemental health records. Specific descriptions shall
be in place that address who can have access to the records. Most organizations institute a
higher level of security on mental health patients’ records than on other patients’ records.

Patients receiving mental health and substance abuse services are afforded a higher degree of
patients’ rights as well as organizational responsibilities. Telemental health organizations shall
be aware of these additional responsibilities and ensure that they are achieved.

Telemental health organizations and practitioners shall have in place policies and procedures
that address all aspects of administrative, clinical, and technical components regarding the
provision of telemental health and shall keep the policies and procedures updated on an annual
basis or more often as needed.

Telemental health organizations and practitioners shall have in place a systematic quality
improvement and performance management process that complies with any organizational,
regulatory, or accrediting, requirements for outcomes management. The quality improvement
indicators shall address the critical components of providing telemental health services and
shall be used to make programmatic and clinical changes.

Telemental health organizations and practitioners shall comply with the specific consents to
treat and for medication administration that apply to the area of mental health. Although no
special consents are needed to use telemental health to serve patients, additional layers of
consent are required during the course of treatment of persons with mental health conditions.
Procedures shall be in place between organizations and telemental health practitioners for the
purposes of obtaining and sharing consents for mental health treatment and services.

Telemental health professionals shall be aware of who has regulatory authority and any and all
requirements (including those for liability insurance) that apply when practicing telehealth in
another jurisdiction (eg. Across state lines), with particular attention to the additional
responsibility that might apply in mental health encounters.

b. Clinical Specifications

The telemedicine operation and its health professionals shall ensure that the standard
of care delivered via telemedicine is equivalent to any other type of care that can be

| Page 10 of 35
Page 87 of 112



delivered to the patient/client, considering the specific context, location and timing, and
relative availability of in-person care.

Health professionals shall be responsible for maintaining professional discipline and
clinical practice guidelines in the delivery of care in the telemedicine setting, recognizing
that certain modifications may need to be made to accommodate specific
circumstances.

Any modifications to specialty specific clinical practice standards for the telemedicine
setting shall ensure that clinical requirements specific to the discipline are maintained.

Health professionals providing telemedicine services shall have the necessary
education, training/orientation, and continuing education/professional development to
insure they possess the necessary competencies for the provision of quality health
services.

1. General Telemental Health Practice Issues

Exam Inclusion Criteria/Scope: The inclusion of cases for a telemental health consult
is at the discretion of the referring and consulting clinicians. There are no absolute
contraindications to patients being assessed using telemental health.”"

Consult Request Data: Information shall be available to the consulting practitioner
that meets legal and regulatory requirements for referral and that provides
supportive and data to the practitioner in preparation for evaluating the Telemental
health patient, and for on-going patient management. Procedures shall be in place
between organizations and practitioners for sharing patient mental health
information.

Cultural Competency: The clinician practicing telemental health should have
cultural competency in the population he or she is serving at a distance. ™"
Cultural influences may be different between the patient and the practitioner sites
and means of assessing the difference and notifying the practitioner shall be in
place.

Cognitive Testing: Cognitive testing may be provided via telemedicine but may
need to be modified for use via video. Organizations administrating cognitive testing
via videoconferencing shall be aware of the properties of the individual test
instrument, how it may be impacted by videoconferencing, and potential needed
modifications. Computer-based testing may be provided at the patient location and
results securely transmitted to the telemental health practitioner for scoring and
interpretation. On-site testers are appropriate to be used for cognitive testing and
telemental health organizations shall have in place arrangements for the use of
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ancillary staff to administer cognitive testing and the sharing of results with the
telemental health provider 24, XXXV, XXXVi,XXXVii,XXxViii,xxxix,40

Videoteleconferencing (VTC): The following guidelines are recommended to ensure
the safety of patients and also accurate diagnosis, appropriate intervention, and
supportive ongoing care.

All persons in the exam room at both sites shall be identified to all participants prior
to the consultation room. Disclosing persons who are attending the consultation
shall be done by panning each end of the consultation with the video camera or at a
minimum, announcing the presence of individuals present and asking the patient’s
permission for additional persons to be in the room. Permission from the patient is
not required if safety concerns mandate the presence of another individual or if the
patient is being legally detained, but should be encouraged by the practitioner.

Clinical History/Results: The sharing of clinical history and results shall comply with
established legal and regulatory requirements. Telemental health organizations and
practitioners shall have agreements in place that outline the procedure for securely
sharing such clinical history and results. Laboratory or procedure results should be
reviewed by the telemental health consultant via remote health record access or
facsimile. Telemental health consultants need to have access to relevant clinical
data as if the patient were being seen in person. Electronic prescribing should be
used where available " X i

Reports: As with any consultation, there shall be a traceable record of the
teleconsultation at both the referring and consulting sites. The practitioner at a
minimum shall have documentation including pertinent and required aspects of the
clinical encounter, and the patient site shall have documentation that a telemental
health visit occurred with the patient. The consultant’s opinion and any services
that were ordered or performed shall also be documented in the patient’s medical
record and communicated by written report to the requesting physician or other
appropriate source (e.g., physician assistant, nurse practitioner, doctor of
chiropractics, physical therapist, occupational therapist, speech-language therapist,
psychologist, social worker, lawyer, insurance company) as required by professional
conduct, legal, or regulatory requirements. Recommended language for the
consultant includes “Based on the video images and history provided, my impression
is as follows.” Verbal communication with referring practitioners, or other pertinent
entities may be given and written records of the interaction shall be kept according
to legal and regulatory requirements at least at one site (referring and/or
consulting). Reports may be faxed, mailed or electronically sent after the interaction
has ended and should be done using secure methods. A consultant report shall
include at a minimum the diagnosis and/or differential diagnoses, a summary of the
findings, and recommended management.
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Psychotherapy: Standard practice guidelines for therapy shall direct psychotherapy
services within the telemedicine setting. Evidence-based practice and empirically
supported treatments shall be followed and adapted by the telemental health
practitioner as appropriate for videoconferencing. Persons engaged in providing
psychotherapy services shall be aware of their professional organizations positions
on telemental health and incorporate the professional association standards
whenever possible.

Medication Management: Expert pharmacotherapy is the most frequently
requested telemental health service®™ *" and various methods have been employed,
including: a) the telepsychiatrist consults to the referring primary care or managing
physician (PCP) who prescribes the medications; b) the telepsychiatrist works with a
mid-level professional at the patient site who writes the prescriptions; and c) the
telepsychiatrist directly prescribes. In this last scenario, clear procedures shall be
established and communicated to all parties regarding the method for obtaining
initial prescriptions and refills and reporting adverse effects. Pharmacotherapy shall
comply with the APA and AACAP™ practice parameters.

2. Psychiatric Emergencies

Psychiatric emergencies can be experienced in a telehealth visit similar to an in-person
visit. Provisions for routine or emergent local medical management shall be included in
any local operating procedure or protocol. The following specific recommendations
were adapted from a previous set of published clinical guidelines on emergency
telepsychiatry. "

a. Administrative Issues: A patient site assessment shall be undertaken that
includes obtaining information on local regulations and emergency resources,
identification of potential local collaborators to help with emergency
management. Emergency protocols shall be created for all telepsychiatry clinics
with clear explanation of roles and responsibilities in emergency situations,
determination of outside clinic hours emergency coverage, and guidelines for
determining at what point other staff and resources should be brought in to help
manage emergency situations.

b. Legal Issues: Clinicians shall be familiar with local civil commitment regulations
and have arrangements where possible to work with local staff to initiate/assist
with civil commitments.

¢. General Clinical Issues: Clinicians shall be aware of the impact of telepsychiatry
on provider’s perception of control over the clinical interaction, and how this
might impact provider’s management. Clinicians shall be aware of safety issues
with patients displaying strong affective or behavioral states upon conclusion of
a session, and how patients may then interact with remote site staff.
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3. Special Groups
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a. Children: Children generally respond very positively to videoconferencing

xlviii

consultations.”™ " VTC procedures for the evaluation and treatment of youth shall
follow the same guidelines presented for adult with modifications to consider
the developmental status of youth, such as motor functioning, speech and
language capabilities, and relatedness. When legally required, families shall be
informed when a telehealth appointment is scheduled for their child, in order to
prepare their child for a VTC appointment.

a. Theroom at the originating site (patient site) should be large enough to
include the youth and a parent, and one to two other individuals and to
allow the camera to scan an area large enough to adequately observe
children’s motor skills as they move about the room, play, and separate
from their parents.*™'

b. A table should be available to provide a surface for the child to draw or play
while the parent relates the history, but the table should not interfere with
communication or viewing the youth’s motor skills. Some simple toys
should be provided both to occupy the child and to allow assessment of
skills and should be selected based on age-appropriateness and child safety
standards.

c. The care and the clinical procedures used with children should follow the
practice parameters developed by the American Academy of Child and
Adolescent Psychiatry.

Elderly Populations: Sensory deficits, especially visual and auditory, can impair
the ability to interact over a videoconference connection.” Clinics shall consider
the use of technologies that can help with visual or auditory impairment. The
geriatric patient often has multiple medical problems, many of which affect
cognitive/behavioral state, require appropriate laboratory, radiologic, and other
diagnostic procedures. The inclusion of family members should be undertaken as
clinically appropriate and with the permission of the patient. Interviewing
techniques shall be appropriate for a patient who may be cognitively impaired,
or find it difficult to adapt to the technology.

Rural Populations: Clinicians working with patients from rural or frontier issues
shall be aware of issues unique to working with rural populations via telehealth.
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Clinicians shall discuss firearm ownership, safety, sanctioned use of firearms
and meaning of firearms to patients in rural areas. Clinicians shall be
prepared to negotiate with patients over firearm disposition, and consider
involvement of patients’ families as appropriate.

Clinicians shall be sensitive of impact of disclosures made during emergency
management on patient confidentiality and relationships in small
communities.

Clinicians shall consider including families in emergency treatment
situations where possible and clinically appropriate, while also assessing and
be attentive to exacerbation of family tensions in small communities.
Clinicians shall assess substance issues, be familiar with local resources for
substance use assessment and treatment, and be prepared to play a more
active role in substance use treatment. "

4. Ethical Consideration

Although telemedicine is not a practice in and of itself, practicing at a distance creates a
unique relationship with the patient that requires attention to and adherence to
professional ethical principles. An organization or health professional that adheres to
ethical telemedicine principles shall:

Incorporate organizational values and ethics statements into the administrative
policies and procedures for telemedicine

Be aware of medical and other professional discipline codes of ethics when using
telemedicine

Inform the patient of their rights and responsibilities when receiving care at a
distance (through telemedicine) including the right to refuse to use telemedicine

Provide patients and providers with a formal process for resolving ethical
guestions and issues that might arise as a result of a telemedicine encounter

Eliminate any conflict of interest to influence decisions made about, for, or with
patients who receive care via telemedicine.

c. Technical Specifications

Videoconferencing is a communications tool that has made possible the recreation of
clinical, consultative, and educational settings regardless of the geographic location of
participants. A wide array of equipment and standards-based software is available that can
greatly enhance the capabilities and usefulness of the videoconferencing system.
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Telemental health users where available, practical and affordable should be able to, when
cost-effective:

* Display static pictures, diagrams, or objects.

* View and share a computer desktop or applications.

* Play videos or CDs so people at other locations can see and hear them.

* Record meetings when clinically appropriate and with patient permission.
* Share information on a common white board or via computer files.

Other desirable features of a videoconferencing system include:

* Ease of use with minimum operator training.

* Have remote camera control so that a clinician can pan, tilt, and zoom (PTZ) the camera
on the patient end for close-ups.

* Easy-to-understand visual cues to give user feedback on features selected.

* On screen messages to notify the user of such conditions as loss of far end video,
incomplete or dropped connections, mute/unmute etc.

* Option to view the picture sent as well as the picture received simultaneously (known as
‘picture-in-picture’ or PIP).

* Audio at 7 kHz full duplex with echo cancellation (capable of eliminating room return
audio echo), with easy-to-use mute function and volume adjustment.

* Standard computer and peripheral ports for transmission of data.

* Ability to operate at a bandwidth of 384 Kbps or higher.

* Capacity for software upgrades as improvements become available.

Currently, most videoconferencing takes place via digital telephone lines (ISDN) or over
TCP/IP (utilizing a local area network (LAN), wide area network (WAN), or broadband
Internet connection). Low bandwidth videophones are often found in home care programs,
or in situations or areas where higher bandwidth connections are either unavailable or cost
prohibitive. Satellite communications are increasingly being used in remote areas, whether
for Internet connectivity, or direct satellite telephony. Conferencing can be established
between just two locations (called point-to-point) or among a number of sites
simultaneously (called multi-point).

High quality microphones and speakers ensure effective aural communication and should
be used in telemental health consultations to ensure accurate interpretation of the
patient’s and provider’s spoken communication. High-quality audio is essential to the
success of telemental health services, capturing the nuances of conversation that are often
vital in making appropriate diagnoses. Microphone type and placement are extremely
important, as are the acoustical properties of the room used. Most flat “conference-style”
microphones are adequate to pick up sounds around a table or in a room, as long as the
microphones are placed on a hard, flat surface at desk or table-top level. Many will also
work well if placed on a flat wall at about head level for a seated person. If no flat surface is

American Telemedicine Association | Page 16 of 35
Page 93 of 112



available, or if patients may be active or agitated, an omni-directional microphone can be
hung from the center of the ceiling. “Quiet” rooms (those with carpeting, soft furniture,
acoustical treatments, or other sound absorbing characteristics) allow for better
|nte|||g|b|||ty Of transmitted Speech liv, v, Ivi, Ivii, viii, lix, Ix, Ixi, Ixii, Ixiii, Ixiv, Ixv, [xvi

1. Transmission Speed and Bandwidth

Most telemental health programs use systems that transmit data at a minimum of 384
Kbps. Transmission speed shall be the minimum necessary to allow the smooth and
natural communication pace necessary for clinical encounters. Research into the quality
of data transmission has shown that viewers perceive a marked difference in quality
between 128 and 384 Kbps, but report less noticeable difference between 384 and 768
Kbps, although the proportionate cost increase is often much larger at the higher
transmission speed. The use of lower bandwidths is necessary in some locations due to
lack of or expense of broadband access and the need to provide services to disparate
and/or remote populations. The use of the Internet has gained popularity in recent years
as a medium by which providers and patients can bridge the digital gap and remain
connected.™"

2. Image Storage, Retrieval and Transmission

a. Security: For telemental services provided within the United States, the United
States Health Insurance Portability & Accountability Act (HIPAA)"“'iii and state
privacy requirements shall be followed at all times to protect patient privacy.
Privacy requirements in other countries shall be followed for telemental services
provided in those countries. Telemental health services being provided across
political boundaries shall be in conformance with privacy requirements in both
locations. Network and software security protocols to protect privacy and
confidentiality shall be provided as well as appropriate user accessibility and
authentication protocols. Measures to safeguard data against intentional and
unintentional corruption shall be in place during both storage and transmission.

b. Encryption: Within the United States, HIPAA requires that encryption (128 bit) of
Electronic Protected Health Information shall be addressed.”™ Consistent with
HIPAA and good practice, video sessions shall be secured to the greatest
practical extent.

¢. Resolution: The resolution of the display monitor should match as closely as
possible the resolution of the acquired image being displayed, or the originally
acquired image resolution should be accessible using zoom and pan functions.

d. Interoperability: Interoperability of videoconferencing equipment has improved
significantly in the past few years through a number of standards that have
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arisen in the industry. Most telecommunications standards are established by
the International Telecommunications Union (ITU), an agency of the United
Nations. Equipment shall be based on these standards which allow successful
conferencing regardless of platform or manufacturer. The ITU standards that
shall be used comprise the H (video), G (audio) and T (data) series.

Videoconferencing with Personal Computers: Computers utilized for VTC shall
comply with all facility, state, and federal regulations.

TCP/IP: There are continuing innovations in software protocols designed to
assure consistently high quality signals (called “quality of service” or QOS) for
videoconferencing systems using IP networks. The use of these protocols (which
are usually implemented in the videoconferencing system itself) can significantly
improve the quality of transmission over an IP network.

Integrated Services Digital Network (ISDN): Videoconferencing over ISDN is
governed by the H.320 ITU standard, which includes a number of associated
standards to control video, audio, and data flow. ISDN connections usually use a
multiplexer (MUX) to aggregate 2-6 individual phone lines into a single high-
bandwidth connection. As each line transmits at 64 kbps, a minimum of 6 lines
should be used to ensure transmission at least at 384 kbps.

3. Physical Location/Room Requirements
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a. Room Set-up: During a telemental health session, both locations shall be

considered a patient examination room regardless of a room’s intended use.
Both sites shall be appropriately designed with audio and visual privacy and
additionally the originating site shall have the ability to accommodate posture
and movement visualization by the provider.”* The ability to view written or
drawn material should also be available. Rooms shall be designated private for
the duration of the VTC and no unauthorized access shall be permitted. The
organization shall take every precaution to ensure the privacy of the consult and
the confidentiality of the patient. All persons in the exam room at both sites
shall be identified to all participants prior to the consultation and the patient’s
permission shall be obtained for any visitors or clinicians to be present during
the session.

Room Lighting: The room in which videoconferencing is used shall be well lit
(150 ft candles at the patient is recommended), preferably using light sources as
close to day light as possible (i.e., fluorescent day-light or full spectrum bulbs
rather than incandescent). The room shall be comfortably lit for the patient and
lit well enough for the provider to see the patient without shadows falling on the
patient’s face or other areas where clinical data is being displayed (such as lower
extremities, hands, etc.). The lighting of the provider’s space shall meet the
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same requirements in that the patient must be able to see the face of the
provider with no shadowing. Daylight is often the softest and more comfortable
light for the patient to view the clinician.

¢. Backdrop: Backdrops behind the patient and provider should be clean and plain
in color and not full of distractions such as office papers, book shelves, etc. Blue
is an optimum color for backdrops as blue neither reflects or absorbs light, is a
calming color, and helps to accentuate the area of interest.

d. Ergonomic Considerations: The comfort of the mental health professional
undertaking the consultations should be considered to prevent fatigue and
computer vision syndrome problems common with increased computer
interactions.™ Gaze Angle: Gaze angle is the angle between the near
participant’s camera and where the near participant looks at the onscreen far
participant (eye contact). The vertical location of the far participant on the
screen will affect gaze angle. Gaze angles of approximately 5 to 7 degrees are
imperceptible to most persons®'. Gaze angle should be as small as practical.

d. Administrative Issues

1. Organizations shall ensure the technical readiness of the telehealth equipment and
the clinical environment.™ Organizations providing telehealth services shall have
processes in place to ensure the safety and effectiveness of equipment through on-
going support and maintenance.™ ™ Qrganizations providing telehealth services
shall have policies and procedures in place to ensure the physical security of
telehealth equipment and the electronic security of data.™ Organizations shall have
appropriate redundant systems and appropriate recovery procedures in place that
ensure availability of the network for critical connectivity. Organizations shall ensure
compliance with all relevant safety laws, regulations, and codes for technology and
technical safety.® * Organizations shall have infection control policies and
procedures in place for the use of telehealth equipment and patient peripherals.

2. Policy Related Steps to Optimize Telemental Health Practices

It is critical to develop policies and procedures to ensure consistent implementation of
telemental health program functions. Key policies that shall be addressed include:

Release of information and informed consent

Identifying all required patient information for a referral/consultation
A reliable process for communicating findings after consults

Ensuring privacy and confidentiality

Intake procedures and screening

Staff roles and responsibilities
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Transmission of patient data

Use of electronic medical records

Appointment scheduling; synchronizing schedules at all sites
Transmission of prescriptions, lab orders and progress notes
Evaluation and measurement of patient outcomes

Quality improvement

Safety

Licensing, liability and malpractice insurance

Continuous training
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Appendix

A: Existing Digital Imaging Standards

This is not meant to be a comprehensive list of all existing standards, but rather provides a
description of the standards most relevant to the practice of telemental health.

ITU-T: The International Telecommunications Union has established a series of standards
(H.300) for VTC. It includes such sections as the H.320 series for circuit-switched, n x 64 (i.e.,
ITU-T); the H.323series: packet-switched/network, Internet Protocol; and the H.324: Plain Old
Telephone Service (POTS).

Session Initiation Protocol (SIP): The Internet Engineering Task Force RFC 3261 also applies to
VTC. SIP is a text-based protocol for initiating interactive communication sessions between
users, including voice, video, chat, and virtual reality.

JPEG/TIF/WAV: Some of the most common compression methods used for still images include
the following. The method used depends on the achievable compression ratio and the number
and types of artifacts created during compression. Lossless compression allows for the
reconstruction of the exact original data prior to compression without any loss of information.
Lossy compression refers to methods that lose data once the image has been compressed and
uncompressed. The level of compression and method used affect the amount of data loss and
whether or not it is visually perceptible. The type and level of compression may vary depending
on the type of exam. Different compression algorithms will achieve different compression ratios
with varying degrees of artifacts. The choice of compression method and level should be
reviewed periodically for each image and exam type, to insure that artifacts are not perceptible.
It should be noted that lossy compression can affect the colors in an image.

o JPEG (2000): JPEG 2000 uses wavelet technology that allows an image to be
retained without any distortion or loss. [71] File extensions for JPEG 2000 are
either .jp2 or .j2c (traditional JPEG is either .jpg or .jpeg).

o TIF: Tagged Image File Format used for formatting and compressing images. It
can be lossy or lossless. The file extension TIF is .tiff or .tif.

o WAV: A method of compression using wavelets transforms (mathematical
functions that divide data based on frequency components). There are a variety
of file extensions depending on the wavelet method used. It can be lossy or
lossless.

HL7: Health Level Seven is one of several American National Standards Institute (ANSI)
Standards Developing Organizations (SDOs) operating in the healthcare arena. Health Level
Seven’s domain is clinical and administrative data.™"
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US HIPAA: The United Sates Health Insurance Portability & Accountability Act of 1996 (Public
Law 104-191)calls for improved efficiency in healthcare delivery by standardizing electronic
data interchange, and the protection of confidentiality and security of health data through
setting and enforcing standards.™ "™ |t has rules for:

o Standardization of electronic patient health, administrative and financial data
o Unique health identifiers for individuals, employers, health plans and health care
providers

o Security standards protecting the confidentiality and integrity of “individually
identifiable health information,” past, present or future.

JCAHO: The Joint Commission evaluates and accredits nearly 15,000 health care organizations
and programs in the United States. An independent, not-for-profit organization, The Joint
Commission is a standards-setting and accrediting body in health care. Since 1951, The Joint
Commission has maintained state-of-the-art standards that focus on improving the quality and
safety of care provided by health care organizations. The Joint Commission’s comprehensive
accreditation process evaluates an organization’s compliance with these standards and other
accreditation requirements. Joint Commission accreditation is recognized nationwide as a
symbol of quality that reflects an organization’s commitment to meeting certain performance
standards. To earn and maintain The Joint Commission’s Gold Seal of Approval™, an
organization must undergo an on-site survey by a Joint Commission survey team at least every
three years. (Laboratories must be surveyed every two years.)

B: Telemedicine/Telehealth Glossary

The following is a list of terms and definitions that are commonly used in telemedicine and
telehealth. The list was assembled for the purpose of encouraging consistency in employing
these terms in ATA related documents and resource materials. The list is not all-inclusive and
may be augmented by specialty areas as deemed appropriate.

Application Service Provider (ASP): An ASP hosts a variety of applications on a central server.
For a fee, customers can access the applications that interest them over secure Internet
connections or a private network. This means that they do not need to purchase, install and
maintain the software themselves; instead they rent the applications they need from their ASP.
Even new releases, such as software upgrades, are generally included in the price.

Asynchronous: This term is sometimes used to describe store and forward transmission of
medical images or information because the transmission typically occurs in one direction in
time. This is the opposite of synchronous (see below).
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Authentication: A method of verifying the identity of a person sending or receiving information
using passwords, keys and other automated identifiers.

Bandwidth: A measure of the information carrying capacity of a communications channel; a
practical limit to the size, cost, and capability of a telemedicine service.

Bluetooth Wireless: Bluetooth is an industrial specification for wireless personal area networks
(PANSs). Bluetooth provides a way to connect and exchange information between devices such
as mobile phones, laptops, PCs, printers, digital cameras and video game consoles over a
secure, globally unlicensed short-range radio frequency. The Bluetooth specifications are
developed and licensed by the Bluetooth Special Interest Group.

Broadband: Communications (e.g., broadcast television, microwave, and satellite) capable of
carrying a wide range of frequencies; refers to transmission of signals in a frequency-modulated
fashion, over a segment of the total bandwidth available, thereby permitting simultaneous
transmission of several messages.

Clinical Information System: Relating exclusively to the information regarding the care of a
patient, rather than administrative data, this hospital-based information system is designed to
collect and organize data.

CODEC: Acronym for coder-decoder. This is the videoconferencing device (e.g., Polycom,
Tandberg, Sony, Panasonic, etc) that converts analog video and audio signals to digital video
and audio code and vice versa. CODECs typically compress the digital code to conserve
bandwidth on a telecommunications path.

Compressed video: Video images that have been processed to reduce the amount of
bandwidth needed to capture the necessary information so that the information can be sent
over a telephone network.

Computer-based Patient Record (CPR): An electronic form of individual patient information
that is designed to provide access to complete and accurate patient data.

Data Compression: A method to reduce the volume of data using encoding to reduce image
processing, transmission times, bandwidth requirements, and storage space requirements.
Some compression techniques result in the loss of some information, which may or may not be
clinically important.

Diagnostic Equipment (Scopes, Cameras & Other Peripheral Devices): A hardware device not
part of the central computer (e.g. digitizers, stethoscope, or camera) that can provide medical
data input to or accept output from the computer.

Digital Camera (still images): A digital camera is typically used to take still images of a patient.
General uses for this type of camera include dermatology and wound care. This camera
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produces images that can be downloaded to a PC and sent to a provider/consultant over a
network.

Digital Imaging and Communication in Medicine (DICOM): A standard for communications
among medical imaging devices; a set of protocols describing how images are identified and
formatted that is vendor-independent and developed by the American College of Radiology and
the National Electronic Manufacturers Association.

Disease Management: A continuous coordinated health care process that seeks to manage
and improve the health status of a carefully defined patient population over the entire course
of a disease (e.g., CHF, DM) The patient populations targeted are high-risk, high-cost patients
with chronic conditions that depend on appropriate care for proper maintenance.

Distance Learning: The incorporation of video and audio technologies, allowing students to
"attend" classes and training sessions that are being presented at a remote location. Distance
learning systems are usually interactive and are a tool in the delivery of training and education
to widely dispersed students, or in instances in which the instructor cannot travel to the
student's site.

Distant Site: The distant site is defined as the telehealth site where the provider/specialist is
seeing the patient at a distance or consulting with a patient’s provider. (CMS) Others common
names for this term include — hub site, specialty site, provider/physician site and referral site.
The site may also be referred to as the consulting site.

Document Camera: A camera that can display written or typed information (e.g., lab results),
photographs, graphics (e.g., ECG strips) and in some cases x-rays.

Electronic Data Interchange (EDI): The sending and receiving of data directly between trading
partners without paper or human intervention.

Electronic Patient Record: An electronic form of individual patient information that is designed
to provide access to complete and accurate patient data, alerts, reminders, clinical decision
support systems, links to medical knowledge, and other aids.

Encryption: A system of encoding data on a Web page or e-mail where the information can only
be retrieved and decoded by the person or computer system authorized to access it.

Firewall: Computer hardware and software that block unauthorized communications between
an institution's computer network and external networks.

Full-motion Video: This describes a standard video signal that allows video to be shown at the
distant end in smooth, uninterrupted images.
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Guideline: A statement of policy or procedures by which to determine a course of action, or
give guidance for setting standards (Loane & Wootton, 2002).

H.320: This is the technical standard for videoconferencing compression standards that allow
different equipment to interoperate via T1 or ISDN connections.

H.323: This is the technical standard for videoconferencing compression standards that allow
different equipment to interoperate via the Internet Protocol (see below).

H.324: This is the technical standard for videoconferencing compression standards that allow
different equipment to interoperate via Plain Old Telephone Service (POTS).

Health Level-7 Data Communications Protocol (HL-7): This communication standard guides
the transmission of health-related information. HL7 allows the integration of various
applications, such as bedside terminals, radiological imaging stations, hospital census, order
entries, and patient accounting, into one system.

HIPAA: Acronym for Health Information Portability Act.

Home Health Care & Remote Monitoring Systems: Home health care is care provided to
individuals and families in their place of residence for promoting, maintaining, or restoring
health; or for minimizing the effects of disability and iliness, including terminal illness. In the
Medicare Current Beneficiary Survey and Medicare claims and enrollment data, home health
care refers to home visits by professionals including nurses, physicians, social workers,
therapists, and home health aides. Using remote monitoring and interactive devices allows the
patient to send in vital signs on a regular basis to a provider without the need for travel.

Informatics: The use of computer science and information technologies to the management
and processing of data, information and knowledge.

Integrated Services Digital Network (ISDN): This is a common dial-up transmission path for
videoconferencing. Since ISDN services are used on demand by dialing another ISDN based
device, per minute charges accumulate at some contracted rate and then are billed to the site
placing the call. This service is analogous to using the dialing features associated with a long
distance telephone call. The initiator of the call will pay the bill. ISDN permits connections up to
128Kbps.

Interactive Video/Television: This is analogous with video conferencing technologies that
allow for two-way, synchronous, interactive video and audio signals for the purpose of
delivering telehealth, telemedicine or distant education services. It is often referred to by the
acronyms — ITV, IATV or VTC (video teleconference).

Internet Protocol: The Internet Protocol (IP) is the protocol by which data is sent from one
computer to another on the Internet. Each computer on the Internet has at least one address
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that uniquely identifies it from all other computers on the Internet. IP is a connectionless
protocol, which means that there is no established connection between the end points that are
communicating. The IP address of a videoconferencing system is its phone number.

Interoperability: Interoperability refers to the ability of two of more systems* to interact with
one another and exchange information in order to achieve predictable results (*refers to more
than technical systems) (Bergman, Ulmer and Sargious, 2001). There are three types of
interoperability: human/operational; clinical; and technical (Canadian Society for Telehealth,
2001). Interoperability refers to the ability of two or more systems (computers, communication
devices, networks, software, and other information technology components) to interact with
one another and exchange data according to a prescribed method in order to achieve
predictable results (1ISO ITC-215).

ISDN Basic Rate Interface (BRI): This is an ISDN interface that provides 128k of bandwidth for
videoconferencing or simultaneous voice and data services. Multiple BRI lines can be linked
together using a multiplexer (see below) to achieve higher bandwidth levels. For instance, a
popular choice among telehealth networks is to combine 3 BRI lines to provide 384k of
bandwidth for video-conferencing. It should be noted that BRI services are not available in
some rural locations. One should check with their telecommunications providers on the
availability of BRI service before ordering videoconferencing equipment that uses this type of
service.

ISDN Primary Rate Interface (PRI): This is an ISDN interface standard that operates using 23,
64k channels and one 64k data channel. With the proper multiplexing equipment the ISDN PRI
channels can be selected by the user for a video call. For instance if the user wants to have a
videoconference at 384k of bandwidth then they can instruct the multiplexer to use channels 1
through 6 (6 x 64k = 384k). This is important because the user typically pays charges based on
the number of 64k channels used during a videoconference. The fewer channels used to obtain
a quality video signal the less expensive the call.

JCAHO: Acronym for Joint Commission on Accreditation of Healthcare Organizations.

Lossless: A format of data compression, typically of an order of less than 2:1, in which none of
the original data information is lost when the image is reproduced.

Lossy: A process of data compression at a relatively high ratio, which leads to some permanent
loss of information upon reconstruction.

Medical/ Nursing Call Center: A call center is a centralized office that answers incoming
telephone calls from patients. Such an office may also respond to letters, faxes, e-mails and
similar written correspondence. Usually staffed by nurses, call centers provide basic health
information and instructions to callers but do not provide an official diagnosis of conditions or
prescribe medicine. Call centers act as an initial triage point for patients.
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Mobile Telehealth: The provision of health care services with the assistance of a van, trailer, or
other mobile unit in which the health care provider might provide patient services at a distance
from a normal medical facility. Services may also be provided through mobile technologies that
allow a mobile vehicle equipped with medical technologies to attach to an existing health care
facility, such as mobile CT, MR, or teledentistry.

Multiplexer (MUX): A device that combines multiple inputs (ISDN PRI channels or ISDN BRI
lines) into an aggregate signal to be transported via a single transmission path.

Multi-point Control Unit (MCU): A device that can link multiple videoconferencing sites into a
single videoconference. An MCU is also often referred to as a “bridge”.

Multi-point Teleconferencing: Interactive electronic communication between multiple users at
two or more sites which facilitates voice, video, and/or data transmission systems: audio,
graphics, computer and video systems. Multi-point teleconferencing requires a MCU or
bridging device to link multiple sites into a single videoconference.

Network Integrators: Organizations specializing in the development of software and related
services that allows devices and systems to share data and communicate to one another.

Originating Site: The originating site is where the patient and/or the patient’s physician is
located during the telehealth encounter or consult (CMS). Other common names for this term
include — spoke site, patient site, remote site, and rural site.

Patient Exam Camera (video): This is the camera typically used to examine the general
condition of the patient. Types of cameras include those that may be embedded with set-top
videoconferencing units, handheld video cameras, gooseneck cameras, camcorders, etc. The
camera may be analog or digital depending upon the connection to the videoconferencing unit.

Peripheral Devices: Any device that is attached to a computer externally, i.e. Scanners, mouse
pointers, printers, keyboards; and clinical monitors such as pulse oximeters, weight scales, are
all examples of this.

Pharmacy Solutions: The use of electronic information and communication technology to
provide and support comprehensive pharmacy services when distance separates the
participants.

POTS: Acronym for Plain Old Telephone Service.

Presenter (Patient Presenter): Telehealth encounters require the distant provider to perform
an exam of a patient from many miles away. In order to accomplish that task an individual with
a clinical background (e.g., LPN, RN, etc) trained in the use of the equipment must be available
at the originating site to “present” the patient, manage the cameras and perform any “hands-
on” activities to successfully complete the exam. For example, a neurological diagnostic exam
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usually requires a nurse capable of testing a patient’s reflexes and other manipulative activities.
It should be noted that in certain cases, such as interview based clinical consultations such as
Telemental Health or Nutrition Services, that a licensed practitioner such as an RN or LPN,
might not be necessary, and a non-licensed provider such as support staff, could provide
telepresenting functions.

RHIO: Regional Health Information Organization (RHIO) and Health Information Exchange (HIE)
are often used interchangeably. RHIO is a group of organizations with a business stake in
improving the quality, safety, and efficiency of healthcare delivery. RHIOs are the building
blocks of the proposed National Health Information Network (NHIN) initiative at the Office of
the National Coordinator for Health Information Technology (ONCHIT).

Router: This device provides an interface between two networks or connects sub-networks
within a single organization. It routes network traffic between multiple locations and it can find
the best route between any two sites. For example, PCs or H.323 videoconferencing devices tell
the routers where the destination device is located and the routers find the best way to get the
information to that distant point.

Standard: A statement established by consensus or authority, that provides a benchmark for
measuring quality, that is aimed at achieving optimal results (NIFTE Research Consortium,
2003).

Store and Forward (S&F): S&F is a type of telehealth encounter or consult that uses still digital
images of a patient for the purpose of rendering a medical opinion or diagnosis. Common types
of S&F services include radiology, pathology, dermatology and wound care. Store and forward
also includes the asynchronous transmission of clinical data, such as blood glucose levels and
electrocardiogram (ECG) measurements, from one site (e.g., patient’s home) to another site
(e.g., home health agency, hospital, clinic).

Switch: A switch in the videoconferencing world is an electrical device that selects the path of
the video transmission. It may be thought of as an intelligent hub (see hub above) because it
can be programmed to direct traffic on specific ports to specific destinations. Hub ports feed
the same information to each device.

Synchronous: This term is sometimes used to describe interactive video connections because
the transmission of information in both directions is occurring at exactly the same period.

System/Network Integration: The use of software that allows devices and systems to share
data and communicate to one another.

T1/DS1: A digital carrier or type of telephone line service offering high-speed data, voice, or
compressed video access in two directions, with a transmission rate of 1.544 Mbps.

T3/DS3: A carrier of 45 Mbps.
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TCP/IP (Transmission Control Protocol/Internet Protocol): The underlying communications
rules and protocols that allow computers to interact with each other and exchange data on the
Internet.

Telecommunications Providers: An entity licensed by the government (the Federal
Communications Commission in the U.S.) to provide telecommunications services to individuals
or institutions.

Teleconferencing: Interactive electronic communication between multiple users at two or
more sites which facilitates voice, video, and/or data transmission systems: audio, graphics,
computer and video systems.

Telehealth and Telemedicine: Telemedicine and telehealth both describe the use of medical
information exchanged from one site to another via electronic communications to improve
patients’ health status. Although evolving, telemedicine is sometimes associated with direct
patient clinical services and telehealth is sometimes associated with a broader definition of
remote healthcare services.

Telematics: The use of information processing based on a computer in telecommunications,
and the use of telecommunications to permit computers to transfer programs and data to one
another.

Telementoring: The use of audio, video, and other telecommunications and electronic
information processing technologies to provide individual guidance or direction. An example of
this help may involve a consultant aiding a distant clinician in a new medical procedure.

Telemonitoring: The process of using audio, video, and other telecommunications and
electronic information processing technologies to monitor the health status of a patience from
a distance.

Telepresence: The method of using robotic and other instruments that permit a clinician to
perform a procedure at a remote location by manipulating devices and receiving feedback or
sensory information that contributes to a sense of being present at the remote site and allows a
satisfactory degree of technical achievement. For example, this term could be applied to a
surgeon using lasers or dental hand pieces and receiving pressure similar to that created by
touching a patient so that it seems as though s/he is actually present, permitting a satisfactory
degree of dexterity.

Teleradiology and Picture Archiving and Communications Systems (PACs): The electronic
transmission of radiological images, such as x-rays, CTs, and MRIs, for the purposes of
interpretation and/or consultation. Digital images are transmitted over a distance using
standard telephone lines, satellite connections, or local area networks (LANs). Teleradiology
also is beginning to include the process of interfacing with the hospital information
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systems/radiology information systems (HIS/RIS) in the transport of digital images. PACs
provide centralized storage and access to medical images over information systems.

Ultrasound: A device that uses high-frequency sound waves to examine structures inside the
body. It can rapidly detect tumors and other abnormalities, often right in the physician’s office.

Universal Service Administrative Company (USAC): The Universal Service Administrative
Company administers the Universal Service Fund (USF), which provides communities across the
country with affordable telecommunication services. The Rural Health Care Division (RHCD) of
USAC manages the telecommunications discount program for health care.

Videoconferencing Systems: Equipment and software that provide real-time, generally two
way transmission of digitized video images between multiple locations; uses
telecommunications to bring people at physically remote locations together for meetings. Each
individual location in a videoconferencing system requires a room equipped to send and receive
video.

Videoconferencing: Real-time, generally two way transmission of digitized video images
between multiple locations; uses telecommunications to bring people at physically remote
locations together for meetings. Each individual location in a videoconferencing system requires
a room equipped to send and receive video.

WiFi: Originally licensed by the Wi-Fi Alliance to describe the underlying technology of wireless
local area networks (WLAN) based on the |IEEE 802.11 specifications. It was developed to be
used for mobile computing devices, such as laptops, in LANs, but is now increasingly used for
more services, including Internet and VolP phone access, gaming, and basic connectivity of
consumer electronics such as televisions and DVD players, or digital cameras. (Wikipedia)
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