
Capitol Corner: End of Session Update  
 
The 2016 Virginia General Assembly adjourned a day early this year. Sine Die was on Friday, 
March 11 and the legislators returned home after passing over 1,700 bills and sending a budget 
to Governor McAuliffe. It was a successful session, but certainly had its share of controversial 
issues. Legislation regarding the Certificate of Public Need Program dominated the 
conversation on healthcare this session and partisan politics showed up in the judicial 
appointment process for the Virginia Supreme Court.  
  
However, we also saw the parties working collaboratively to advance good policy measures for 
Virginia. Governor McAuliffe and the Republican leadership were able to work together to pass 
historic, compromise gun legislation. Happily, despite many differences and occasional dust 
ups, the Virginia General Assembly continues to be an example for the rest of the nation on how 
to govern effectively. 
  
Below is a summary of the main issues we advocated on for emergency physicians:  
  

Independent Practice for Nurse Practitioners  
There were numerous bills introduced at the beginning of session that would have granted 
various types of independent practice for nurse practitioners. Luckily, we were able to work out 
compromise language with the patrons that addressed their concerns, but does not grant 
independent practice. The amended bills now address what happens in the event a NP's 
collaborating physician dies, loses his or her license, retires, or becomes disabled or relocates 
his or her practice. NPs will now have a 60-day grace period where they can continue to provide 
care if any of these situations arise, as long as they notify the Board of Medicine and Nursing 
and the NP will only be able to prescribe those drugs previously authorized by the practice 
agreement and have access to appropriate physician input in complex clinical cases and patient 
emergencies and for referrals.   
  
Another bill, SB 369 was amended to create a pilot program that would encourage the use of 
telemedicine in the collaboration between NPs and physicians, a practice that is already allowed 
within the current framework. The final budget report included $200,000 in funding for this pilot 
program. 

  
Prescription Monitoring Program/Substance Abuse 
There were several bills regarding the prescription monitoring program and substance/opioid 
abuse. The physician community was able to amend the bills to address initial concerns and 
removed benzodiazepines from the legislation. SB 513 (Dunnavant) and HB 293 (Herring) both 
require prescribers to check the PMP before prescribing opioids for 14 days or more, except in 
certain cases. This will have little impact on emergency medicine physicians since the length of 
prescriptions is usually no more than three to five days.   
  
The governor signed HB 657, a bill developing criteria for indicators of inappropriate prescribing 
patterns carried by Del. O'Bannon, into law on March 1. 
  
Senator Hanger (SB 491) and Delegate Landes (HB 1044) had bills that would allow the health 
plans to have access to the PMP, which we originally opposed with MSV.  We were able to 
make significant amendments to the bill that limits their access to purely patient related data for 
patients in Medicaid Managed Care and nothing about the providers. With those amendments, 
we moved with MSV to a neutral posture on the bills.   



  
In addition, the final budget included a new program establishing Medicaid benefits for 
substance abuse disorder treatment. We were pleased that the final budget included $11 million 
in general funds and $11 million in federal matching funds over the biennium to implement a 
comprehensive Medicaid benefit package for substance abuse disorder treatment.  
  
The benefits will include:  

 Expand short-term inpatient detox for up to 15 days to all existing Medicaid members 
(currently only available to children); 

 Expand short-term residential substance abuse treatment for up to 30 days to all existing 
Medicaid members (currently only available to children and pregnant women); 

 Increase rates for existing substance abuse treatment services currently covered by 
Medicaid by 50% for Residential Treatment and Substance Abuse Day Treatment for 
Pregnant Women and Substance Abuse Case Management and by 400% for Substance 
Abuse Day Treatment, Substance Abuse Intensive Outpatient, and Opioid Treatment - 
the counseling component of Medication Assisted Treatment (MAT) for opioid 
addiction.  These rate increases would create sustainable Medicaid funding streams 
allowing doctors to hire counselors and social workers who can support them in 
providing addiction treatment. 

COPN 
As mentioned, COPN was a hotly debated issue this year. The Medical Society of Virginia 
supported legislation to heavily reform the process, as long as strict charity care requirements 
and quality of care standards were included. VHHA vehemently opposed reform and advocated 
for process changes instead. We worked with the bill patrons to include language that allows for 
specialists to take ED call as a way to fulfill the charity care requirement. Reform legislation was 
successful in the House, but procedurally was killed in the Senate by sending it back to 
committee as the deadline to act on fiscal bills had passed and no compromise had been 
reached. However, one of the bills was carried over to next year and the Senate Education and 
Health Committee chairman has committed to working on COPN over the interim with the intent 
to address reform again next session. The Speaker of the House of Delegates has also stated 
he will carry his own reform bill next year. COPN will definitely be back in 2017 and we will 
ensure emergency physicians continue to be involved in the discussions.  
  

Mental Health 
There were two bills this year that made some modest changes in the TDO process, mainly 
around family members and their input to magistrates.  HB 1110 (Bell) and SB 567 (Barker) 
state that if the CSB does not recommend a TDO, they must notify the person who initiated the 
ECO and offer to help them communicate with the magistrate if the person disagrees with the 
CSB's recommendation and the magistrate conducting a TDO hearing must consider 
information provided by the person who initiated an ECO. This was a response to the issue that 
has been raised that if a family member or even the police officer who initiates the ECO 
disagrees with the CSB workers recommendation, the only way for action to continue would be 
through the physician. Now, there is a third option- allowing the family to provide input as well.  
  
Also, the Governor had recommended closing Catawba State Hospital but the General 
Assembly, led by Delegate Joseph Yost and the VA Psychiatric Society, disagreed and left 
money in the budget to keep Catawba open.  
  



Worker's Compensation  
HB 378 (Farrell) is the result of over seven years of discussion and negotiation between the 
workers compensation care provider community and the employer/insurer community. 
Employers and insurers wanted to control the medical cost component growth in workers 
compensation to ensure predictability and affordability of insurance. Physicians, hospitals, and 
other providers wanted to ensure they were adequately reimbursed for care provided to injured 
workers, which is often complex and comes with significant administrative burdens. HB 378 
struck a balance to ensure there is robust access to quality care at sustainable cost for patients 
and employers and flew through session as a compromise bill. 
  
HB 378 will do the following when it becomes law: 

 Authorize the Virginia Workers Compensation Commission (VWCC) to establish a fee 
schedule for medical services provided under the workers comp system 

 Orders VWCC to hire an actuary with experience in this area to determine the fee 
schedule. 

 Establishes that the fee schedule will be based on average payments for workers 
compensation care delivered in each of six geographic regions. No other payors will be 
included in the data. 

 Creates a balanced stakeholder advisory panel to review the proposed schedule and 
advise the VWCC to ensure the reimbursement objective has been met. 

 VACEP member/practice manager input to test data will be critical! 
 Allows for inflation and other adjustments in the future to address access and changes in 

medical/surgical technology. 
 Implement the fee schedule in January 2018. 

Budget 
We are pleased that the final budget conference report included our proposed language 
regarding creating a task force to examine emergency department care coordination with 
DMAS, the health plans and the family physicians. The budget specifically includes language to 
establish an Emergency Department Care Coordination work group tasked with improving 
coordination of care in the emergency department for 'super utilizers' of services and identify 
best practices for collaboration of care. The work group would include representatives from 
VACEP, MSV, the Virginia Academy of Family Physicians, the Virginia Hospital and Healthcare 
Association and the Virginia Association of Health Plans. 
  

Next Steps 
Governor McAuliffe now has 30 days to review passed legislation and the budget. He will use 
this time to veto bills or offer amendments. He also has the ability to line item veto or amend the 
budget. The legislature will reconvene on Wednesday, April 20 to review his recommendations 
and vote to accept or reject them and override any vetoes.  

  
 
 


