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The California Telehealth Policy Coalition is a nonparti-
san affiliation of over 80 organizations and individuals
that meets monthly to discuss emerging telehealth
policy issues in California and cooperative means of ad-
vancing telehealth policy. The Coalition began in 2011
when AB 415, The Telehealth Advancement Act, was
introduced, and has continued to meet as telehealth
becomes ever more integral to health care delivery in

California. The diversity of our member organizations
reflects telehealth’s reach in California.

The Center for Connected Health Policy convenes the
Coalition and facilitates our Education and Legislation
Committees. The Coalition focuses on stakeholder edu-
cation, including producing webinars and creating fact
sheets, and legislative action, including policy analysis
and developing model policy.

medical home

Principles:

The Coalition supports policies, legislation and activities that

L
o[ v N
v
Promote access Enhance care Promote Reinforce the Ensure data
and coverage coordination by provider and clinical quality privacy and
of telehealth reinforcing the patient of telehealth security
services patient-centered engagement services

in health care

For more information about the Coalition, please contact Aria Javidan, CCHP at ariaj@cchpca.org.
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Overview of Telehealth’s Role During
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In response to the COVID-19 pandemic, health care delivery systems are seeking innovative solutions to deliver

care while limiting patient and provider exposure to the virus. Public and commercial payers have implemented

three major policy changes to address the increased demand for telehealth:

Phone and video visits
are now covered by
Medi-Cal, Medicare,

and most commercial
payers.

_ = | Phoneand video visits
~ . L arenow paid at the
same rate as in-person

visits for Medi-Cal and
most commercial payers.

Geographic
limitations prohibiting
the use of live video
telehealth were
removed by Medicare.

Systems are considering how they can implement solutions quickly, how these tools will be accepted by patients

and incorporated smoothly into provider practice, and how to sustain telehealth over the long term.

Telehealth: What It Is, How It Improves Care

INCREASE ACCESS TO SPECIALISTS
PATIENT - SPECIALIST

IMPROVE PATIENT-CENTERED CARE
PATIENT - PCP

REDUCE SPECIALTY REFERRALS

PCP - SPECIALIST
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Live, two-way video between patient with Live, two-way video between patient Videoconference-enabled training of
remote PCP and tele-specialist and generalist or PCP PCPs by specialists
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Electronic message exchange,
Transmission of history and images to Remote monitoring of pitient with video including clinical question and related
specialist for diagnosis and treatment and peripheral devices patient information
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Telehealth Triage

Providers can deploy any of the following virtual tools
and technologies to provide quality, safe, and efficient
treatment so that face-to-face visits are only used when
absolutely necessary:

Provider education: Host virtual grand rounds to
connect providers to specialists for education on
COVID-19 cases and best practices in telehealth.

Pre-visit screenings: Assess patients prior to visits

and route them to the care they need using symp-
tom checkers, chatbots, nurse advice lines, and text
messaging.

E-consult: Enable provider-to-provider consults to
resolve provider questions prior to specialty referrals,
and help reduce the overall need for subsequent
specialty visits.

Remote patient monitoring: Collect patient health
information such as weight, blood pressure, or
glucose levels virtually to avoid the need for patients
to present in person.

Virtual provider-to-patient visit: Connect patients
in their homes with their treating providers for a
scheduled follow-up or post-discharge care visit.

The pandemic has changed the way health care is
being delivered, and telehealth has played a key role in
addressing immediate needs for patient care delivery
safely, efficiently, and effectively.

The California Telehealth Policy Coalition

The coalition is the collaborative effort of over 60 statewide organizations and individuals who work collaboratively to advance California
telehealth policy. The group was established in 2011 when AB 415 (The Telehealth Advancement Act) was introduced and continues as telehealth
becomes integral in the delivery of health services in California. Convened by the Center for Connected Health Policy, the coalition aims to create
a better landscape for health care access, care coordination, and reimbursement through and for telehealth.

Visit the coalition online at www.cchpca.org/about/projects/california-telehealth-policy-coalition.
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How to Choose a Telehealth Solution
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In response to the COVID-19 crisis, many health care providers are turning to telehealth for the first time to connect
with patients while minimizing virus exposure. This fact sheet outlines key considerations that organizations should
understand before choosing a telehealth solution, as well as questions to ask telehealth providers.

COVID-19-Specific Key Considerations

£ Find an immediate Free or subsidized Reimbursement during
telehealth solution telehealth solution: the COVID-19 pandemic:
QQ?’ that you can J What government, Are your payers reimbursing
-y also use after association, health for virtual visits during
the COVID-19 plan, or foundation opportunities COVID-197Is there an end date to this
pandemic: How long will it take to are available to help financially reimbursement? Can your telehealth
implement the solution before it support hardware, software, or vendor produce the reports you will
can be used? Will it address today's technical assistance costs? (See need for future reimbursement? (See
business needs? How will it be used the Coalition's website for more the Center for Connected Health Policy’s
once the pandemic is over? information.) website for more information.)

Questions for Telehealth Solution Provider

Platform features: Does the telehealth solution
offer live video, patient chat, image sharing, and/or
messaging with other providers?

Privacy and security: Is the telehealth platform
HIPAA compliant? Will the vendor sign a business
associate agreement, and are the visit data securely
stored, archived, encrypted, and anonymized? Are
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patients identifiable, or are visits anonymized?
(See Health and Human Services website for more

information.)

Consent: Do the telehealth solution providers
obtain consent from the patient at the beginning
of each visit and capture it in the patient’s medical
record?

Hardware requirements: \What equipment
requirements must be met for the platform to
function optimally? What, if any, peripherals/devices
are supported for improved data flow between
patients and providers — for example, glucome-
ters, thermometers, blood pressure cuffs, etc.?

Internet connectivity: \What bandwidth require-
ments must be met for optimal connectivity? Is
the telehealth solution cloud-based only? What
connectivity recommendations are made by the
vendor that must be taken into account?

CALIFORNIATELEHEALTH POLICY COALITION
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Cost of the telehealth solution: \What costs are
incurred in addition to initial licensing, setup, and
support? Are there annual or recurring fees?

Visit initiation: Who has the ability to initiate virtual
visits? Both providers and patients? Are patients
allowed to wait on hold in a virtual “waiting room"?

EHR integration: Does your current EHR support
virtual visits? Or are you selecting a virtual platform
compatible with your EHR — for example, single
signon, eligibility checking, scheduling, note taking,
and/or streamlined clinical coding and billing?

Support: Is there a reasonable service level offered?
Are additional administrative or information
technology staff required to support the solution,
or is it easily managed once installed and in use?

Provider network: Does the telehealth solution
offer access to a provider network to supplement

existing specialty access? Do the providers
meet necessary credentialing and licensing
requirements?

Patient access: Can the patient access the
telehealth solution using a smartphone app and/
or a computer? How easy is it for a patient to
download the software? Is there an option to use a
telephone to call in to a visit?

Patient marketing tools and support:

Does the telehealth solution provide patient
communications and other tools to build
awareness and comfort with accessing virtual care?

Reporting: Can regular reports be generated and
customized? Are key outcome metrics tracked,
such as number of visits/encounters, types of visits
(video, phone, and messaging), demographics of
patients served, response times, payer coverage,
and patient and provider satisfaction?

The California Telehealth Policy Coalition

The coalition is the collaborative effort of over 60 statewide organizations and individuals who work collaboratively to advance California
telehealth policy. The group was established in 2011 when AB 415 (The Telehealth Advancement Act) was introduced and continues as telehealth
becomes integral in the delivery of health services in California. Convened by the Center for Connected Health Policy, the coalition aims to create

a better landscape for health care access, care coordination, and reimbursement through and for telehealth.

Visit the coalition online at www.cchpca.org/about/projects/california-telehealth-policy-coalition.
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COVID-19, the disease caused by the novel
coronavirus, is causing many patients to worry
about their health. Getting an appointment to
see a doctor should not add to this worry. You
can get much of the care you need quickly
through telehealth. Here are answers to some
questions you might have about using telehealth
to see your doctor.

What is telehealth?

Telehealth is a way to see your doctor through video,
phone, email, and apps. Through telehealth, you can
get health care without having to go to the doctor’s
office, for example, from your home. This is especially
important during the coronavirus pandemic when the
law requires us to stay at home.

How can telehealth help me right now?
You and your doctor can use telehealth to make sure
you get the care you need during this time. You can

find out if you need to be tested for coronavirus, and
where to get tested. You can have video and phone
visits with your regular doctor; watch your health
issues such as high blood pressure, diabetes, or heart
disease; or schedule a visit with a doctor who you don't
regularly see (specialist).

Does my doctor offer telehealth?

Your doctor is probably using telehealth because of the
need for us to stay at home at this time. If you are not
sure if your doctor offers telehealth, call their office, or
visit their website.

How do | get ready for a telehealth visit?
If you have a phone or computer, ask your doctor if
you will need to download or log in to an app before
your visit. If you need help getting ready for the visit,
call your doctor before your visit and their team can
help you.

CALIFORNIA TELEHEALTH POLICY COALITION
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How else can | get help without a follow-
up doctor visit?

Ask your doctor if, instead of making a follow-up
appointment, they can send an electronic consult to a
specialist about your health needs. This may help you
avoid another doctor visit.

Can | use telehealth to get tested for
coronavirus or to find a place to get
tested?

You may be able to use telehealth to find out where
to get tested. Your doctor may need to have a phone
or video visit with you first. Start by calling your doctor
and asking for a telehealth visit. You can also visit your
county public health website to find out where to get
tested.

Does my health plan pay for telehealth?
Most California health plans will pay for telehealth
during the coronavirus pandemic. First, visit your
health plan’s web site to learn how your doctor is using
telehealth. If you have Medi-Cal and are having trouble
getting a telehealth visit, call Medi-Cal's member
helpline at (800) 541-5555. If you have another health

plan, call the state’s health plan help center at (888)
466-2219.

What laws protect me when | use
telehealth?

Many patients want to know how their information
will be kept safe. Your doctor must keep your
information safe by following federal and state law
and using telehealth in a private place and with secure
technology. You can find out more about health data
privacy on the Attorney General's website.

Where can | find more information from
the state about testing, insurance, and
coronavirus resources?

The state government has helpful information for
Californians on the state response to the coronavirus
pandemic and on changes made to health care
coverage on its website. You can also visit the Centers
for Disease Control and Prevention’s (CDC) website for
information on the virus and how to protect yourself
during this pandemic and the Department of Health
and Human Services' website for information on
telehealth.

The California Telehealth Policy Coalition

The coalition is the collaborative effort of over 60 statewide organizations and individuals who work collaboratively to advance California
telehealth policy. The group was established in 2011 when AB 415 (The Telehealth Advancement Act) was introduced and continues as telehealth
becomes integral in the delivery of health services in California. Convened by the Center for Connected Health Policy, the coalition aims to create
a better landscape for health care access, care coordination, and reimbursement through and for telehealth.

Visit the coalition online at www.cchpca.org/about/projects/california-telehealth-policy-coalition.
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Telemedicina y COVID-19

Preguntas frecuentes para
pacientes de California
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Hay muchos pacientes preocupados por su salud
debido al COVID-19, la enfermedad provocada

por el nuevo coronavirus, y no deberian tener

que preocuparse también por tener que pedir

una cita con el médico. Mucha de la atencion

que quiza necesite se puede obtener a través

de telemedicina. Aqui le brindamos algunas
respuestas a las preguntas que podria tener acerca
del uso de consultas médicas con telemedicina.

{Qué es la telemedicina?

La telemedicina es una forma de consultar a su
médico por video, teléfono, correo electrénico y

apps que le permite acceder a atencidon médica sin
tener que ir al consultorio del médico, desde su casa,
por ejemplo. Esto es particularmente importante
durante la pandemia del coronavirus, ya que la ley nos
recomienda quedarnos en casa.

{Como me puede ayudar hoy la
telemedicina?

Usted y su médico pueden usar la telemedicina para
garantizar la atencién que necesita en este momento.
Puede averiguar si necesita hacer una prueba de
coronavirus, y donde hacerla. Puede tener consultas
por teléfono y por video con su médico habitual;
controlar cuestiones de salud como la hipertension,
diabetes o enfermedades cardiacas o programar una
consulta con un médico (especialista) con quien no se
atiende regularmente.

¢{Mi médico ofrece telemedicina?

Su médico probablemente use la telemedicing, ya

que todos recomiendan quedarnos en casa en este
momento, pero si no esta seguro de si su médico
ofrece consultas de telemedicina, llame al consultorio o
visite su pagina web.

COALICION DE POLITICA DE TELEMEDICINA DE CALIFORNIA
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{COmo me preparo para una consulta de
telemedicina?

Si tiene teléfono o computadora, preguntele al médico
si necesita descargar o iniciar sesion en alguna app
antes de la consulta. Y si necesita ayuda para prepararse
para la consulta, llame antes al médico y su equipo
podra ayudarle.

{Como puedo recibir ayuda sin una
consulta de seguimiento?

Preguntele a su médico si es posible referirlo a una
consulta electrénica con un especialista acerca de sus
necesidades médicas en lugar de hacer una cita para el
seguimiento, y asi quizd pueda evitar una consulta con
otro médico.

(Puedo usar telemedicina para hacerme
una prueba de coronavirus o para buscar
donde hacerme la prueba?

Puede usar la telemedicina para averiguar dénde hacer
la prueba. Es posible que su médico necesite realizar
antes una consulta por teléfono o por video con usted.
Ante todo, llame a su médico y pida una consulta de
telemedicina o acceda a la pagina de salud publica del
condado para averiguar donde realizarse una prueba.

¢{Mi plan de salud cubre la telemedicina?
La mayorfa de los planes de salud de California cubren
las consultas de telemedicina durante la pandemia de
coronavirus, pero lo primero que tiene que hacer es
visitar la pagina web del plan de salud para saber si su

médico usa este tipo de consultas. Si tiene Medi-Cal y
tiene algun problema para programar una consulta de
telemedicing, llame a la linea de ayuda para miembros
de Medi-Cal, al (800) 541-5555. Si tiene otro plan de
salud, llame al centro de ayuda estatal de planes de
salud al (888) 466-2219.

{Qué leyes me protegen al usar la
telemedicina?

Muchos pacientes quieren saber cémo se protege

su informacion. Su médico debe proteger su
informacién cumpliendo con las leyes estatales y
federales, y usando la telemedicina desde un lugar
privado y a través de tecnologias seguras. Si desea
mas informacién sobre la privacidad de la informacion
de salud visite la pagina web del Fiscal General de
California.

:Donde puedo obtener mas informacion
del estado sobre seguros, pruebas y
recursos de coronavirus?

El gobierno del estado cuenta con informacion til
para todos los californianos acerca de la respuesta del
gobierno de California a la pandemia del coronavirus y
los cambios a la cobertura de salud, en su pagina web.
También puede visitar la pagina web de los Centros
para el Control y la Prevencion de Enfermedades (CDC)
para obtener informacion acerca del virus y cémo
protegerse durante la pandemia, y la pdgina web del
Departamento de Salud y Servicios Humanos.

Coalicion de Politica de Telemedicina de California

La coalicién es un esfuerzo conjunto de mds de 60 personas y organizaciones de todo el estado que se unen para promover la politica de
telemedicina en California. El grupo se creé en 2011 tras el dictado de la Ley AB 415 (Ley de Promocion de la Telemedicina) y sigue funcionando a
medida que la telemedicina juega un papel cada vez més fundamental para garantizar la atencion médica en California. La coalicion funciona con la
coordinacion del Center for Connected Health Policy (Centro para Politica de Salud Conectada), y su objetivo es generar las mejores condiciones para
garantizar el acceso a la salud, coordinacion de salud y reembolso a través de la telemedicina.

Visita la pagina web de la coalicion, www.cchpca.org/about/projects/california-telehealth-policy-coalition.

COALICION DE POLITICA DE TELEMEDICINA DE CALIFORNIA
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Telehealth policy falls under the purview of several
state agencies and must consider all stakeholders
including payers, providers, and patients. For example,
quality telehealth requires policy that ensures providers
are compensated for their work and that patients have
access to secure broadband services. Below are more
examples of the interconnected priorities that support
the successful implementation of telehealth.

PROVIDER

COVERAGE &
had PRACTICE

BILLING ﬁ

PROVIDER
SUPPORT

CONSUMER

] PROTECTIONS

© Requirements for
telehealth coverage

o Plan credentialing and
administrative require-

o Originating site UISHIS

requirements

o Federally Qualified Health
Center and Rural Health
Center policies

© Medi-Cal enrollment
o Licensing
o Scope of practice

© Malpractice insurance
o State Medicaid billing

system o Triage protocol

© Network adequacy o Tele-prescribing

considerations

In response to COVID-19, significant telehealth policy
changes were temporarily enacted on the federal and
state levels. Although California had a policy landscape
more favorable to telehealth than many other states
did, California was not completely without its barriers
at the start of COVID-19, particularly in how Federally
Qualified Health Centers (FQHCs) and Rural Health
Clinics (RHCs) were able to utilize telehealth.

The spread of COVID-19 has ushered in an expansion in
policies supportive of telehealth. However, many policies
expire when the current public health emergency ends.

© Grant funding for
technical assistance and
implementation

o Data privacy and security
o Consumer education

o Health plan member

o Telehealth training in N

medical education
© Broadband access
© Transparency and

: L - © Mobile device access
uniformity in plan policies

© Sharing of best practices

Many of the temporary changes outlined on the next
page have been linked to the federal declaration of

a public health emergency. Once the public health
emergency ends, policy will revert back to the
pre-COVID-19 state that could leave many patients
who have relied on receiving services via telehealth
going without, and providers and clinics who have
invested in telehealth with lost investment. This
abrupt “cliff effect” could have significant impacts on
patients and providers. The question now becomes,
what policies should remain permanent and when must
policymakers act to avoid these significant impacts?

CALIFORNIA TELEHEALTH POLICY COALITION
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Geographic
Limitation

Site Limitation

Provider
Limitation

Services
Eligible

Payment
Parity

Billing Frequency

Limitations
Modality

Licensing

Overview Of Telehealth Policy Changes Made

m MEDICARE MEDI-CAL COMMERCIAL HEALTH PLANS

Waived

Waived

Opened to all eligible
Medicare Providers

Increased list of codes from
approx. 100 eligible codes
to 240

N/A — Medicare already paid for
telehealth services at the same
rate as in-person equivalents

Waived certain limitations

Live video & allowed some
services to be delivered via
audio-only phone

Relaxed Medicare requirements

N/A - Did not have limitation
pre-COVID-19

Waived restrictions for
FQHCs/RHCs

Allowed greater flexibilities
to providers at FQHCs/RHCs

DHCS required Medi-Cal
Managed Care Plans to cover
telehealth services to the same
extent as in-person equivalents

DHCS required Medi-Cal
Managed Care Plans to cover
telehealth services at same
rate as in-person equivalents

N/A

Expanded coverage to include
phone as a modality to deliver
services

Limited exceptions for certain
facilities that apply for a
waiver through the California
Emergency Services Agency

N/A - Did not have limitation
pre-COVID-19

N/A - Did not have limitation
pre-COVID-19

DMHC requested plans not
limit provider types eligible for
reimbursement

DMHC required health plans
to cover telehealth services to
the same extent as in-person
equivalents

DMHC required health plans to
cover telehealth services at same
rate as in-person equivalent

N/A

Expanded coverage to include
phone as a modality to deliver
services

Limited exceptions for certain
facilities that apply for a
waiver through the California
Emergency Services Agency

For California, necessary policy changes for 2021 include:

Continue to require payment for the use of telephone to

deliver services, including for FQHCs and RHCs.

Continue to allow FQHCs and RHCs to provide services

to their patients in the home.

Expand payment parity for telehealth-delivered

services to Medi-Cal Managed Care.

Require reimbursement of remote patient monitoring
and e-consult in Medi-Cal, including for FQHCs and

RHCs.

Allow FQHCs and RHCs to establish a patient-
provider relationship via telehealth.

Create more provider education materials on how
to bill for telehealth.

Generate more patient education on the availability of

telehealth and how to access it.

Update outdated forms that don't allow billing for

telehealth.

California has the opportunity to learn from COVID-19

so that when our next major emergency occurs, the

state and its providers are prepared to use telehealth to

meet Californians needs.

The California Telehealth Policy Coalition

The caalition is the collaborative effort of over 80 statewide organizations and individuals who work collaboratively to advance California
telehealth policy. The group was established in 2011 when AB 415 (The Telehealth Advancement Act) was introduced and continues as telehealth
becomes integral in the delivery of health services in California. Convened by the Center for Connected Health Policy, the coalition aims to create

a better landscape for health care access, care coordination, and reimbursement through and for telehealth.

Visit the coalition online at www.cchpca.org/about/projects/california-telehealth-policy-coalition.
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Telehealth has proven to be a powerful tool to expand access to care, when and where patients need it. However,
myths about telehealth are widespread and not always backed by evidence. Telehealth is used to deliver high-
quality care while strengthening relationships between patients and providers and improving accountability.

Myth #1: “Telehealth provides low-quality care.”
The assumption behind this myth is that because
providers and patients are not in the same physical
space, care is somehow compromised. However, most
telehealth platforms use high-quality audio-visual
capabilities and offer the potential to increase accessi-
bility and care-coordination where care needs other-
wise go unmet. In fact, a 2019 systematic review of 233
studies looking at inpatient consultations, emergency
care, and outpatient care found that telehealth either
improved or produced equivalent clinical outcomes
to in-person care.! Telemental health in particular has
been found to offer even better care in certain scenar-
ios than in-person services: a systematic review found
that telemental health can enhance the quality of
mental health care programs in rural locations.?

-

Myth #2: “Telehealth cannot facilitate meaningful
relationships between the patient and provider.”
Telehealth forges meaningful relationships between
providers and patients. When patients are at home, they
can feel more at ease and comfortable to connect with
their provider without the distractions and disturbances
of busy hospitals and doctor’s offices. A large trial by the
Department of Veterans Affairs assessing telemedicine
found that two-thirds of patients receiving telemedicine
care preferred care via a tablet or rated video-based and
in-person “about the same’,and 78.1% agreed or strongly
agreed that the lack of in-person contact was not a prob-
lem.2 In another study of patient and physician percep-
tions of virtual visits for Parkinson's Disease, one specialist
wrote “Evidence of the patient-physician bond that can
be established using telemed(icine] is that we both had
great difficulty saying‘goodbye’ He asked for another visit,
and it was so hard to say there would be no more!#
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Myth #3: “Telehealth will lead to the over-utili-
zation of healthcare.” This myth assumes that the

government’s waiver of anti-fraud rules, not to tele-
health itself.

increased accessibility of telehealth will lead to overuse:
if you allow people more access to care, they will use

it. But studies suggest a different pattern. Telehealth
allows easy healthcare coordination, and patients are
able to access preventive care and potentially avoid
longer, high-cost hospital stays. Results from a study

of thousands of pediatric neurclogy patients at a large
California hospital show that the rate of all-cause hos-
pital encounters was approximately four times lower
among children who received pediatric neurology con-
sultations via telemedicine in their local communities
compared with children who received care by traveling
to the urban, in-person, pediatric neurology clinic.®

Myth #5: “Once the pandemic ends, we will all
go back to in-person care.” While the pandemic has
accelerated the adoption of telehealth as a strategy
to reduce the spread of SARS-CoV-2 virus, there are
many benefits of telehealth that extend beyond these
safety concerns. Many providers and patients have
been using telehealth technologies for years because
of its unigue ability to address various shortcomings
of our healthcare system. For instance, many patients
face long wait times and must travel long distances
to see their providers, especially specialists. Telehealth
not only has the capability to address these issues,
but other telehealth technologies like remote patient
monitoring can assist providers in continued super-
vision that is not otherwise possible. Many studies
have shown that there is widespread satisfaction with
telehealth from doctors and patients” #° and that
many even prefer it.'% 1T With its multitude of benefits
- and state and federal action to extend the policies
that facilitated greater use of telehealth during the
pandemic - it is likely telehealth is here to stay.

Myth #4: “Telehealth will lead to an increase in
fraud.” Telehealth is no more susceptible to billing
fraud than in-person services.® In fact, telehealth may
lend itself to a decrease in fraud because an electronic
health record is used and can capture a recording

of the visit, or any labs or images reviewed during a
consultation. Fears of fraud have increased during
COVID-19, but much of that fear is tied to the federal

v
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The California Telehealth Policy Coalition

The coalition is the collaborative effort of over 80 statewide organizations and individuals who work collaboratively to advance California
telehealth policy. The group was established in 2011 when AB 415 (The Telehealth Advancement Act) was introduced and continues as telehealth
becomes integral in the delivery of health services in California. Convened by the Center for Connected Health Policy, the coalition aims to create
a better landscape for health care access, care coordination, and reimbursement through and for telehealth.

Visit the coalition online at www.cchpca.org/about/projects/california-telehealth-policy-coalition.
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FREQUENTLY ASKED QUESTIONS

B

With telehealth,
get quality health
care virtually while
social distancing
and limiting your

® other forms of electronic communication
!\
a visit with your child’s health care provider
families get care at all times, but
some familiar community settings
exposure to others.
child get health care.

What is telehealth?
between providers, like doctors or therapists,
u without having to go to the doctor’s office
is particularly valuable during the
like schools or Head Start centers
. 1
a ll@ The Children’s

ﬁ Telehealth is a tool in which medical visits
can be conducted over video, phone, and
and patients. With telehealth, you can have
or clinic. Telehealth can help
COVID-19 pandemic. Additionally,
can use telehealth to help your
» www.allinforhealth.org » www.childrenspartnership.org

How can | use telehealth to
get health care for my child?

Call your child’s provider or your local

community clinic to ask if they are offering

telehealth visits for children during this

time. When you schedule an appointment,

they should provide instructions for logging

on, or if you need to download a mobile
application on your phone before the appointment. You can
also ask your provider if they are offering telehealth visits for
mental health or dental care.

Does my child’s health
insurance pay for telehealth?

Yes. All California health plans are now
offering health care via telehealth.

The state of CA has a webpage where you
can search to find your health plan’s website
and telehealth services. If you have Medi-Cal,
you can also call Medi-Cal’s member helpline
at (800) 541-5555. If you have another health plan, you

can call them directly or contact California’s health plan help
center at (888) 466-2219.



Telehealth + Children

Can well-child visits be
conducted over telehealth?

Caring for your
child’s health
during this time
is important!
4 %, Well-child visits are health
: « ‘ l 3 visits that check up on

- -:_l_ a child’s health to make
S sure they're growing and
developing well. The American Academy of Pediatrics (AAP)
Bright Futures schedule recommends how often infants and
young children should visit the doctor for regular check-ups
and immunizations. The AAP recommends that most well-
child care take place in-person, whenever possible. However,
during COVID-19, most providers are conducting parts of the
well-child visits using telehealth, and then scheduling brief
in-person visits for vaccines and other components that need
to be done in-person. Check with your provider about the
steps they have taken to protect your and other patients’ safety
during this pandemic and how to prepare for the visit.

How can | get telehealth
care in my primary
language? Can | ask for
an interpreter?

All health plans in California must provide
language assistance services. Medi-Cal is
required to provide language assistance at no
charge to you and your family, including during
virtual visits. Using the online Medi-Cal provider
directory, you can find providers that speak a language

other than English, but you also can request an interpreter in
advance of an appointment with your provider.

Interpretation will take place much like it does

in person, except that the interpreter will call

or log into the appointment separate from the

health care provider. You can ask your provider

team how you can get an interpreter/translator
to join the appointment, or receive instructions in other
languages. In many cases, families have successfully been able
to have interpreters join video visits.

How do | prepare for a
telehealth appointment?

D If you have a phone, tablet or computer,

you can have a telehealth visit! Ask your
N4

provider if you will need to download or
E«’«
S

log in to an app before your visit. Every
provider is different. It can be helpful to ask
your clinic or provider team if they can help
you get ready for the visit and make sure
your connection works.

Since you and your child will have limited
time talking to your provider, be prepared.
Itis good to have notes ready before your
appointment starts.

When you log or call into a telehealth
appointment, you may need to wait in a
virtual waiting room, and the health care
provider may give you a window within
which your appointment will begin.

Teens may be able to have their visit in a
private location, depending on the type of
service provided. Info about minor consent
at: www.teenhealthlaw.org/consent

Thank you to the California Telehealth Policy Coalition
for their assistance in developing this fact sheet.
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The Veterans Affairs (VA) Healthcare System has faced unique challenges responding

to the Covid-19 pandemic because of its large size and widely diverse operating
environments, the high disease burden of its patient population, and its role as a back-up
system to the private sector in times of national emergency. Three priorities have driven its
initial response: (1) how to continue providing access to medical and mental health care to
millions of patients who have multiple co-morbidities and live in highly diverse settings; (2)
how to prevent spread of Covid-19 within its facilities and keep patients and staff as safe as
possible; and (3) how to maintain or expand access in Covid-19 hotspots and in states under
“stay at home” orders. Rapidly expanding virtual care delivery by VA providers has been

a central element in VA’s response. We have learned several lessons that we believe have
broad applicability and have identified areas that require further investigation in what we
believe is the beginning of a new era for health care delivery.

The Department of Veterans Affairs (VA) Healthcare System has faced multiple challenges
confronting the Covid-19 pandemic because of its large size and widely diverse operating
environments, the high disease burden of its patient population, and its role as a back-up system
to the private sector in times of national emergency. VA’s initial response to the pandemic focused
on three critical priorities: (1) how to continue providing access to medical and mental health care
to millions of patients who have multiple co-morbidities and live in highly diverse settings; (2) how
to prevent spread of Covid-19 within its facilities and keep patients and staff as safe as possible;
and (3) how to maintain or expand access to care in Covid-19 hotspots and in states under “stay at
home” orders. Rapidly expanding virtual care has been a central element in VA’s response to the
pandemic.
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The VA Healthcare System

The VA Healthcare System operates facilities in every state (as well as the District of Columbia,
Puerto Rico, the Virgin Islands, Guam, and American Samoa) and essentially every major
metropolitan area of the country. These facilities include 170 VA medical centers, 1,061
community-based outpatient clinics, 134 community living centers (nursing homes), 300 outpatient
readjustment counseling centers, and many residential rehabilitation programs. VA manages a
$230 billion/year health insurance program for over 9 million enrolled veterans who also may
receive care by private providers. The VA serves elderly veterans living in 157 state-run long-term
care facilities (State Veteran Homes). Further, VA is the nation’s largest provider of graduate
medical education and other health professional training and manages a $2 billion per year
research portfolio. VA is the only national health care system and is unique in that it preferentially
enrolls the most complex patients into its healthcare plan.?

VA’s Rapid Expansion of Virtual Care

Virtual care expansion has been critical to VA’s ability to maintain health care access for its patients,
including the 30% who live in rural regions and in regions highly affected by Covid-19, such as

New York, New Jersey, Louisiana, Massachusetts, and Michigan. While VA was an early adopter

of telehealth and was the nation’s first health system to employ a chief telehealth officer in 1999,
the vast majority of VA outpatient care continued to be face-to-face visits through February 2020.
Despite the ready availability of secure email, telephone care, e-consults and video-to-home visits,
the use of these virtual care modalities varied across care sites until Covid-19 abruptly spurred
widespread utilization.

«

While VA was an early adopter of telehealth and was the nation’s first
health system to employ a chief telehealth officer in 1999, the vast
majority of VA outpatient care continued to be face-to-face visits
through February 2020."

Beginning in mid-March 2020, dramatic changes occurred in how VA clinicians interacted with
patients through virtual methods. Between the beginning of March and the end of April 2020, the
number of weekly video-to-home encounters rose from 7,442 to 52,609 for mental health care,
from 1,102 to 13,068 for primary care, and from 1,238 to 21,215 for specialty care and rehabilitation
(Figure 1). The number of VA clinicians using video-to-home visits increased from 10,542 to 12,880
in primary care, from 8,599 to 11,173 in mental health, and from 2,533 to 5,833 in specialty care. Use
of telephone visits increased by 131%, rising from a weekly average of 327,180 to 756,195, with more
than 895,000 phone encounters in the last week of April (Figure 1).
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FIGURE 1

Weekly Rates of Home-Based Video and Telephone Visits Across
Types of Care, lanuary Through April of 2020
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Less dramatic increases were also seen in secure email exchanges. VA also increased the use

of e-consults/e-referrals for specialty care, with highest volumes being in Gastroenterology

and Endocrine/Diabetes (Figure 2). Gastroenterologists in VA reviewed consults/referrals for
endoscopies and made recommendations back to primary care via e-consults during the time
period of deferral of elective procedures which began across VHA on March 15,2020 via a
national directive mandating deferral regardless of the local epidemiology of Covid-19 infection.
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The modality of virtual care that was utilized markedly varied by clinical specialty, with mental
health and specialty care preferentially using video-to-home visits and primary care using more
telephone. The increase in use of video-to-home visits by mental health providers was rather
homogeneous, while specialty care providers’ use of video-to-home visits was quite heterogeneous.
The more traditional medical specialties of cardiology, gastroenterology, and pulmonary medicine
had the highest rates of heterogeneity among individual providers.

FIGURE 2

Rates of Electronic Consults (E-Consults) per 100 Visits,
by Clinical Specialty
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The Mechanics of Shifting to Virtual Care
In rapidly operationalizing VA’s virtual care strategy, five tactical areas were critical:
1) training and supporting both the workforce and patients
2) expanding the technology infrastructure, including distributing equipment
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3) providing consistent messaging to diverse stakeholders

4) ensuring the needs of high-risk patients were met

§) maintaining or expanding, where needed, the capacity to support the private sector.
Workforce: Training and Support.

On March 15,2020, VA leadership directed all VA facilities to defer non-emergent care and convert
in-person to virtual care whenever clinically appropriate. To do this, early in pandemic, more than
forty thousand front-line clinicians, many new to virtual care, were directed to complete already
established telehealth training if not already done. While many in Primary Care and Mental Health
had already taken VA specific telehealth training, few in Specialty Care had done so prior to March
2020. Restrictions on postgraduate physician trainees’ use of telehealth were relaxed by national
VA policy, and mechanisms for virtual supervision implemented. Policy provisions to facilitate
telework for VA staff were fast-tracked where needed.

Since the majority of patients were first time telehealth users, teaching basic digital skills was in
some instances a substantive process for patients with little prior use of the technology. Though
we increased staffing substantially at the national helpdesk, sites most successful at onboarding
patients quickly and in greatest numbers specifically dedicated local staff to this effort.

Among clinicians, early adopters and those more comfortable with the use of technology adapted
quickly to video-to-home use. Others required dedicated training or individually tailored guidance,
such as developing illustrative examples for video-to-home visits. Some patients and clinicians
remained skeptical regarding the benefit of video, opting to prioritize telephone-based care and
convert telephone visits to video only if absolutely necessary. This approach often resulted in
additional work for the clinician, who had to take on the additional task of setting up an impromptu
video visit and managing technical troubleshooting. It is unclear to what degree this may have
eroded satisfaction with the experience for both patient and clinician.

Newly tele-working clinicians no longer co-located with their support staff had to adjust to a new
workflow, although this change seemed to be generally readily embraced by clinicians enthusiastic
about their new commute-free work site. Previous locally developed training and scripting for
front-line schedulers to introduce telehealth to veterans at the time of appointment scheduling
were nationally standardized and broadly implemented.

Technology Infrastructure and Access.

Anticipating an expansion in virtual care, VA began to invest in necessary equipment and resources
to ensure robust bandwidth and technological infrastructure soon after the first Covid-19 cases in
the U.S. were identified. Funds were re-allocated to expand VA’s national loaned tablet program,
and to expand and deliver equipment for remote patient monitoring (e.g., thermometers, pulse
oximeters, and smartphones).
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VA was not immune to the widespread supply chain problems that plagued the early response to
the pandemic, and these issues resulted in some equipment delivery delays. Special efforts were
directed to homeless veterans and veterans living in subsidized housing, including a process to
screen veterans for the Federal Communications Commission’s Lifeline program that facilitates
access to technology for these persons.?

Consistent Communication.

A centralized communications team was established in early March to coordinate communication
with VA’s many and diverse stakeholders. A multi-medium strategic communications plan was
deployed to explain the importance of using face-to-face visits only for urgent or emergent care
needs. Video conferences, traditional forms of written communication, e-mail, social media
postings, and text messages were utilized to describe VA’s virtual tools. VA Insider, a VA website,
became a principal venue to highlight new Covid-specific programs (e.g., a text-messaging-based
protocol for home self-monitoring for signs of Covid-19 infection). Detailed instructions about
accessing live helpdesk support and other messages especially aimed at new virtual care users were
disseminated.

Interventions for High-Risk Populations.

Frontline clinicians were instructed to identify high risk populations in primary care and mental
health (e.g., through an available VA Care Assessment Needs risk score®) and to proactively and
systematically reach out and check on them. Between March 1 and April 30, 2020, VA distributed
tablets on loan to more than 850 inpatient settings and more than 7,000 high risk veterans with
access needs (Figure 3). Tablets were also distributed to all State Veterans Homes and CLCs.
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FIGURE 3

Geographic Distribution of VA-Issued Tablets Sent to N=7,221
Patients (in 3,652 zip codes) During the First Two Months of the
COVID-19 Pandemic (3/11/20-4/30/20)

2

Source: Veterans Affairs Virtual Access QUERI
NEJM Catalyst (catalyst.nejm.org) © Massachusetts Medical Society

Video-to-home visits were encouraged because of the perceived opportunity for a more
comprehensive visit via video, however, for patients with multiple comorbidities living in rural

or broadband-poor areas, a quality connection posed a challenge, resulting in fewer than optimal
high-risk patients engaging in care by video. New disease management protocols were introduced
to manage these veterans for in-home Covid-19 isolation and quarantine. Inpatient virtual “check-
ins” by tablet, when appropriate, preserved personal protective equipment and optimized infection
control.

Capacity to Serve as a Back-up System in a National Emergency.

Virtual care was critical to VA’'s mandated role to support both the military and private health
systems during national emergencies. Rapid redeployment of VA personnel to increase staft at
facilities with Covid-19-related surge demand was augmented by an on-call pool of national
physicians available for remote telehealth consultation. The “Anywhere to Anywhere” legislation of
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2018 provides VA health care professionals with the authority to deliver telehealth services across
state lines*; this license portability was critical to leveraging enterprise-wide capacity to support
local demand. For example, to support Intensive Care Units, mobile tablets were set up at more
than 70 VA sites and staffed round the clock by an on-call pool of remote, nationally dispersed
critical care specialists, complemented by other on-call consultants.

What We Have Learned So Far

The VA’s response to the Covid-19 pandemic is ongoing, albeit now focused more on recalibrating
the response and rebalancing resources as facilities begin to resume non-emergent care, while
also continuing to support private providers in Covid-19 hotspots. Several published reports have
described the increased use of virtual care by individual hospital services or small groups of
practices because of the Covid-19 pandemic,>° and VA’s experience both underscores some of
these more local experiences and highlights additional issues that have broad applicability.

(q¢

The ability for clinicians to practice across state lines was
foundational to VA’s ability to quickly mobilize a national telehealth
response to Covid-19."

First, the ability for clinicians to practice across state lines was foundational to VA’s ability to quickly
mobilize a national telehealth response to Covid-19. Temporary waivers for state-specific licensure,
such as those adopted by CMS and some individual states, can enable rapid augmentation of
clinical capacity in highly impacted areas, but the limitations associated with these waivers differ,
resulting in an inconsistent landscape of laws. Currently, more than 27 states have signed on to

the Interstate Medical Licensure Compact (a streamlined multi-state licensure qualification).
Onboarding of additional states and other efforts to expand license portability, as recently
recommended by the National Quality Task Force,© will make clinical capacity sharing easier,
facilitating access to care nationally as the country monitors ongoing regional Covid-19-related
surges in demand.

Second, although virtual care was widely accepted by veterans to reduce risk of Covid-19 exposure
in health care facilities, acceptance and technology adoption has not been uniform across patients
or clinicians. There has been substantial variation in how and to what degree telehealth visits have
been integrated into clinical care. Many patients, when offered the option of a video-to-home
visit, chose instead to receive care by telephone. The reasons motivating such choices are unclear.
Overall, much further investigation is needed to determine the optimal combination of virtual and
in-person care for different clinical conditions and patient populations, and especially for patients
with complex medical, social, and behavioral needs.

Third, the technology infrastructure to support virtual care remains undeveloped in many parts
of the country. The digital divide has narrowed,** but connectivity in rural America and internet
affordability remain a challenge. Strategies to boost cellular signal and roll out 5G in the short term,
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coupled with cellular and broadband expansion efforts, are needed to give every American the
choice to receive care from home.*°

Fourth, payment can be a significant incentive or barrier to the uptake of virtual care evenin a
largely capitated system like the VA. For example, because of the seemingly more comprehensive
nature of video-to-home compared with telephone visits, VA’s payment structure prior to Covid-19
compensated the institution for video-to-home visits three times more than for telephone visits
(even though there was no difference in payment to the clinician providing the care). This disparity
created a stronger institutional incentive to expand video-to-home telehealth during the pandemic,
with no corresponding expansion of phone visits even though they were available to more patients
and preferred by some. Despite this potential financial incentive, many facility leaders and front-
line providers are unconvinced of the additional value of video-to-home over telephone. Further
studies are needed to clarify the specific circumstances which make video visits clinically preferable
to telephone visits. We believe future policy should consider how payment can equally incentivize
the different virtual care modalities so that use is driven by clinical appropriateness and patient
acceptance.

Fifth, as seen in Figure 1 the increase in use of video-to-home visits differed among primary

care, mental health and specialty care, with the biggest increase occurring in mental health. Both
primary care and mental health were propelled by a national video-to-home expansion initiative
launched more than a year prior to the onset of the pandemic, while specialty care, newly added to
this national initiative and facing suspension of all elective procedures, saw the largest increase in
number of clinicians offering video-to-home visits. These differences likely reflect a combination
of patient preferences, the nature of the clinical problems being managed, requirements for
caregiver involvement, and the clinician’s need to visualize the patient’s non-verbal cues and home
environment; however, further evaluation is needed to understand these differences.

Sixth, adopting a ‘learning system’ implementation strategy was important in operationalizing the
rapid shift to virtual care and will be essential to sustaining the gains going forward. To support a
learning health organizational model, strong practices were disseminated via weekly videos for
both inpatient and outpatient care, many featuring unique applications of telehealth in areas such
as physical therapy, audiology and optician care. Since VA enrolls patients where it has no facilities,
and manages a disproportionally multi-morbid population,**2 telehealth was foundational to
enhancing access prior to the Covid-19 pandemic, particularly in rural and underserved areas.
Many years of solidifying policy, training and telehealth-quality oversight positioned VA to rapidly
ramp up for Covid-19. During this surge in virtual care, VA has tailored its quality monitoring and
process redesign to align with operational changes, implementing multiple feedback loops to
support continuous improvement.

The Covid-19 pandemic has been a watershed event in the evolution of virtual care, and we believe
the landscape has been indelibly changed. Going forward, the Covid-19 pandemic will continue to
drive utilization of virtual care in VA and other health systems,*® making it essential to determine
the optimal balance of virtual and in-person care and understand how to best integrate emerging
virtual care tools (e.g., touchless vital signs, digital stethoscope,* point-of-care ultrasound, and
home laboratory testing). In order to fully realize the potential of these technologies, we need
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evidence about who benefits most, and how, from virtual care, and to what degree the benefits
of virtual care depend on the care setting, among other things. The virtual care-into-the-home
revolution has only started.
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Executive Summary

Telehealth use rapidly expanded this year in response to the COVID-19 pandemic, meeting

the urgent need to ensure access while limiting in-person encounters. Temporary telehealth and
remote patient monitoring (RPM) policy changes at the state and federal levels have generated
new evidence, practices and adaptations which question the need for many of the restrictions
that had been in place prior to the pandemic. Six months in, patients, policymakers, caregivers,
clinicians and other providers are generally supportive of maintaining the expanded availability
of telehealth services and see it as a critical tool in advancing a well-coordinated, patient-
centered, and value-optimized health care system.

The Taskforce on Telehealth Policy (TTP) formed to assess early findings and experiences under
the flexibilities granted by Congress and CMS during the public health emergency and build a
consensus among diverse stakeholders on recommendations that will help realize telehealth’s
potential to drive well-coordinated, patient-centered, and value-optimized care. These
recommendations were also informed by more than 300 written public comments and a virtual
townhall attended by nearly 1000 stakeholders. In the end, the TTP found substantial agreement
for keeping most—but not all—of the COVID-19 policy changes and exploring new ways to
harness the rapidly evolving possibilities of telehealth.

Policymakers put in place extensive restrictions on the use of telehealth at a time when
technology was less mature and use cases for it were more limited than today. Prior to the
pandemic, assumptions about patient safety, program integrity (fraud, waste and abuse),
quality and cost were cited as reasons for these restrictions. The TTP believes that data collected
during the COVID period should help inform a reevaluation of telehealth policy and utilization,
particularly in fee-forservice (FFS) Medicare. The TTP also finds that the move to value-based
payment models with shared financial risk and responsibility for improving the health of a
population should alleviate many of the previous concerns, as they allow clinicians and patients
to choose the care modalities most appropriate to their needs and preferences.

The TTP acknowledges there are many ways telehealth is used by medical practitioners and
accessed by patients. Telehealth as part of an integrated approach with in-person primary care
and chronic disease management is different from telehealth used for urgent care or triage,
which is different from telehealth used by hospitals for post-discharge follow up. These are only
some examples of the variation of telehealth usage. For purposes of this report, we discuss
telehealth in a way that can apply to all of these practices.
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The TTP broke into three subgroups: Patient Safety and Program Integrity; Data Flow, Care
Coordination and Quality Measurement; and Effect on Total Cost of Care. Below is a summary
of each group's findings and the overall recommendations of the TTP, which are delineated
more deeply in the pages to follow:

Patient Safety and Data Flow, Care Coordination Impact on
Program Integrity and Quality Measures Total Costs

Patient Safety: Telehealth can enhance patient safety by preventing care delays, reducing
exposure to pathogens, and minimizing travel needed for in-person care. Policymakers should
fund research on telehealth best practices for patient safety and update existing patient safety
event reporting structures to incorporate telehealth.

Program Integrity: Fraud occurs in all health care programs, but emerging artificial intelligence
tools to audit claims and other data may have potential to make it easier to detect aberrations
quickly. In the case of telehealth, investigators can uncover Internet Protocol (IP) addresses and
other digital signatures (e.g. date/time stamps) to identify bad actors. Integrating these tools
into existing enforcement mechanisms may eventually reduce telehealth program integrity risks
below those involved with in-person care.

Quality: Telehealth is essentially a setting or modality of care, rather than a type of care. This
means that it should be held to the same standards and quality measures as in-person care
wherever possible and appropriate. In cases where the unique characteristics of telehealth
dictate a change in a given measure, it should be adapted, rather than reinvented or developed
from scratch. Where evidence and standards of care allow, measure stewards should do so
without altering standards and outcomes expected for services provided via telehealth.

Rules and protocols for data sharing and care coordination between telehealth and other

care sites, and their implementation in the form of telehealth certification requirements, should
be developed in alignment with standards for other settings, and implemented in the form of
telehealth platform certification requirements, with the goal of preventing telehealth from adding
to the fragmentation and data silos that plague our healthcare ecosystem and maximizing the
integration of virtual care.

As telehealth usage and digital connection continue to expand, patients and the entire
healthcare ecosystem could benefit from tools that enhance care coordination and improve
patient experience. “Virtual medical homes” emphasizing remote care, closer patient
monitoring and integration of telehealth with in-person care is one potential example, as
electronic access to care is a facet of successful patient-centered medical homes. Advancing
the concept of a living, digital document populated by all members of a patient’s care team that
infegrates information into a hub to support all care - virtual and otherwise - could also drive
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higher quality and better outcomes. Policymakers should prioritize pilot testing these concepts.
Telehealth is well-suited to improving the measurement of patients’ experience of care. The
current mail-based surveys suffer from low response rates, the inability to reach specific patient
populations and slow feedback loops. Policymakers should leverage telehealth’s uniquely digital
aspects to improve timeliness, targeting, and engagement in assessing patient experience,
which is an essential aspect of quality.

Effect on Total Cost of Care: Prior to the pandemic, there was litlle data available to assess or
project the cost effect of widespread access to telehealth in a FFS environment, particularly in
Medicare. The temporary lifting of previous restrictions during the PHE allows an opportunity
to begin doing so, albeit under extraordinary circumstances. A fuller picture will require
understanding the effect on costs of COVID-induced care avoidance — among other factors
unique to the current situation- and how those interact with greater utilization of telehealth
during the pandemic. However, data collected to date indicate that the virtually unfettered
availability of telehealth has not resulted in excess cost or utilization increases, even as supply
and demand for in-person care has rebounded.

Behavioral health has been an exception. The TTP found anecdotal and some data-driven
evidence of significant increases in uptake of tele-behavioral health under the public health
emergency. In part, the increase in demand may be related to the stresses and dislocation
brought on by the pandemic, the lessening of social stigma some may attach to visiting in-
person sites for this type of care, or the reduction in regulatory barriers. Increased utilization

of behavioral health services has the potential to decrease net costs and improve outcomes,

as untreated behavioral conditions can contribute to greater physical health needs and overall
spending. Again, additional evaluation is needed to better understand the impact on outcomes.

Early evidence also suggests that the expansion of telehealth has helped drive a reduction in
the rates at which patients missed appointments (no-shows), which has been demonstrated to
increase care plan adherence, improve chronic disease management and yield downstream
cost savings. It has also increased the use of transitional care management services that
improve outcomes and reduce readmissions, mortality rates and costs. Finally, some skilled
nursing facilities (SNFs) have deployed telehealth to resolve residents’ health issues that would
otherwise have prompted much more costly ambulance trips to hospitals and emergency
departments (EDs).

These data, while collected at a time of immense change and uncertainty, have not shown the
large increases in net costs that some predicted broader access to telehealth services would
bring. We won't know the true effect until the pandemic is over or until care has been adapted
to the new reality post-COVID. Future, permanent telehealth policy for public payers should

be made on the basis of such available data and findings. As the volume of value-based
payments increases across public programs, access to telehealth across payers should also
increase toward the level currently seen in the commercial market if these tools prove effective
in providing high-quality care that meet patient and payer goals.
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Overarching Telehealth Issues: Policymakers should take additional steps to support safe,
effective and equitable integration of telehealth into our healthcare ecosystem. This includes
establishing a uniform taxonomy describing the full range of telehealth services and modalities
that would aid in aligning standards, quality measurement, payment principles and program
integrity guidelines. Policymakers must also promptly expand efforts to address deficiencies in
broadband access and technology infrastructure, as well as trust and digital literacy. These gaps
can increase health disparities and limit the dispersion of telehealth’s benefits. Finally, while the
potential of telehealth to improve care and outcomes abounds, policymakers should not expect
telehealth to singlehandedly resolve longstanding issues that exist throughout our healthcare
system.

Policymakers should make permanent the following specific COVID-19 policy changes:
* Lifting geographic restrictions and limitations on originating sites.
e Allowing telehealth for various types of clinicians and conditions.

e Acknowledging, as many states now do, that telehealth visits can meet requirements
for establishing a clinician/patient relationship if the encounter meets appropriate care
standards or unless careful analysis demonstrates that, in specific situations, a previous
in-person relationship is necessary.

e Eliminating unnecessary restrictions on telehealth across state lines.

Policymakers should look closely at the effect of expanding prescribing authority to telehealth,
as authorized by the PHE. They should evaluate what policies and guidelines could be applied
to virtual prescribing to ensure patient safety and avoid adverse outcomes.

Policymakers should fully reinstate enforcement of Health Insurance Portability and
Accountability Act (HIPAA) patient privacy protections that was suspended at the start of the
public health emergency.

The TTP thanks everyone who helped us gather information and data and shared

comments to aid our work. We hope these findings and recommendations guide
policymakers and other stakeholders to a future where we see telehealth as the natural
evolution of healthcare into the digital age.
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Introduction

When COVID-19 emerged as a once-in-a-century threat to public health, the use of telehealth
became indispensable to maintaining a functioning healthcare system. Federal regulatory
and legislative actions, and those taken by private insurers expanded access to telehealth
and relaxed regulations to balance health care
access with the need to avoid unnecessary

physical contact.! Early data suggest telehealth REPRESENTATIVE

also relieved travel burdens, reduced missed MIKE THOMPSON (D-CA)
appointment rates, increased access to

behavioral care, reduced skilled nursing facilities “Telehealth is a proven and cost-effective

transfers to hospitals, boosted transitional care
management and enabled patients to choose
virtual visits across a much broader range of
services. Consensus quickly emerged among be an essential bridge in delivering care,
many stakeholders, including some members particularly during a crisis and today we
of Congress and the Administration, that many
telehealth policy changes should remain in place
after the crisis.

way to get care out to patients, particularly

during a crisis....We know telehealth can

are working to ensure telehealth continues

in a post-Coronavirus world.”

“It's taken this crisis to push us to a new frontier,
’ H " H Thompson, Welch, Johnson, Schweikert, Matsui Introduce
bUf There S obso|ute|y no going bOCk’ SGId the Protecting Access to Post-COVID-19 Telehealth Act,
United States Congressman Mike Thompson, July 16, 2020.

! Refer to Telehealth Policy Changes Made in Response to COVID-19, page 25.

September 2020 www.ncga.org


http://www.ncqa.org

Centers for Medicare and Medicaid Services (CMS) Administrator Seema Verma to The Wall
Street Journal.2 “I think we need to do everything we can to support the healthcare system,
make healthcare more accessible, make it more affordable — and telehealth is one powerful tool
that can solve a lot of the problems that we have.”?

“We're now aggressively looking at how to make the telehealth revolution a permanent part of
American medicine,” wrote Health and Human Services (HHS) Secretary Alex Azar. “In many
cases, well-meaning antifraud and privacy measures make it more difficult than it needs to be.
There's a reluctance to let Medicare pay for more telehealth on the grounds that this will drive
up healthcare utilization, straining our healthcare system and the program’s budget. That kind
of static thinking is one of the biggest problems in American healthcare. We shouldn’t stand

in the way of delivering necessary healthcare services in the most convenient way possible —
especially as our healthcare system shifts toward paying for outcomes rather than procedures.”*

Nevertheless, prior concerns about efficacy, appropriateness, fraud, waste and abuse and
privacy that fostered previous policy restrictions still linger.

The Taskforce on Telehealth Policy (TTP) was formed to assess the changes occasioned by

the pandemic and find agreement on recommendations that would maximize the availability

of safe, high-quality and cost-effective telehealth services. Convened by the Alliance for
Connected Care, the National Committee for Quality Assurance and the American Telemedicine
Association, the TTP represents the perspectives of consumers, physicians, hospitals and health
systems, insurers, telehealth platforms, quality measurement experts, and federal government
liaisons.®> The TTP divided into subgroups to address specific, often overlapping questions on:¢

* Patient Safety and Program Integrity
* Data Flow, Care Coordination and Quality Measurement

o Telehealth Effect on Total Cost of Care.

Finally, this report was aided immensely by input from hundreds of healthcare stakeholders
who shared their valuable insights on these and other topics through written comments,
virtual meetings and our online Public Comment Town Hall. We hope the findings and
recommendations we are sharing help guide policymakers as they chart the future for
telehealth.

2 The Doctor Will Zoom You Now, Wall Street Journal, April 26, 2020.

3 The New Normal of Care Delivery, Health IT Leadership Roundtable, July 2020.

4 Trump Administration Aims to Keep Telehealth Revolution Here to Stay, Azar, USA Today, July 31, 2020.
5 Refer to Taskforce on Telehealth Policy Members, page 34.

¢ Refer to Taskforce on Telehealth Policy Subgroup and Overarching Questions, page 29.
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Patient Satety and Program Integrity

PATIENT SAFETY FINDINGS

The goal for patient safety in a telehealth or in-person care encounter is the same. Care provided
must not result in preventable patient harm or mortality. Telehealth patient safety includes ensuring
access for patient with technology or digital literacy gaps. When a patient safety metric already
exists for in-person care and is applicable to telehealth, apply it rather than create additional
telehealth-specific metrics.

The Agency for Healthcare Research and Quality (AHRQ) recently released an issue brief that
cited studies on telehealth and patient safety.” Among the findings were:

® The evidence-base for telehealth is strong, especially for the remote management of chronic
health conditions.

e Systematic reviews confirm that telehealth improves health outcomes, utilization, and cost
of care for a host of chronic diseases, including heart failure, diabetes, depression, obesity,
asthma, and mental health conditions. %101

e For nonurgent complaints in primary care settings, diagnostic accuracy and the likelihood
of diagnostic error appear to be roughly comparable in tele-diagnosis versus face-to-face
encounters.!'%13

The TTP did not achieve full consensus on all recommendations. For example, we found strong,
but not unanimous, support for permanently lifting all controlled substance prescribing restrictions
in telehealth. The public comments we received, in particular provided anecdotal feedback
suggesting that telehealth improved access, uptake and potentially outcomes for behavioral
health for which controlled substances are often prescribed, such medication assisted therapy for
substance use disorder. This is reflected in the related recommendations below.

7 Telediagnosis for Acute Care: Implications for the Quality and Safety of Diagnosis, AHRQ, August 2020.

8 The Impact of Telehealth care on the Quality and Safety of Care: A Systematic Review, Mclean et al., PLoS One, 2013.

? Telehealth for Acute and Chronic Care Consultations, AHRQ), Totten et al, April 2019.

10 Telehealth: Mapping the Evidence for Patient Outcomes From Systematic Reviews, AHRQ, June 2016.

""" Improving Diagnosis in Health Care, National Academies Press, 2015

12 How Accurate are First Visit Diagnoses using Synchronous Video Visits with Physicians2, Ohta et al, Telemed e-Health 2017.

13 Diagnostic Accuracy in Primary Care e-visits: Evaluation of a Large Integrated Health Care Delivery System’s Experience.
Hertzog et al, Mayo Clinical Proceedings, 2019.
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PATIENT SAFETY RECOMMENDATIONS

1. Policymakers, in partnership with clinical subject matter experts, should identify and
recommend minimum standards for assessing and ensuring patient safety via telehealth care
delivery and integrate them into existing safety standards.

2. Policymakers should integrate patient safety standards for in-person and telehealth care across
health policy, adapting and supplementing existing safety standards, if needed. Policymakers
should not layer new telehealth policies on top of existing in-person care regulations.

a. For example, there may be a need for standards to alert a telehealth patient that they
need fo seek in-person care, or to help a patient or their caregiver self-administer tests or
perform other medical tasks.

b. Integrated patient safety standards should align with quality standards across healthcare
policies given the close relationship between safety and quality.

3. Congress should continue funding the research efforts of AHRQ and other organizations to
identify what works—or what does not-in advancing telehealth patient safety, and should
support development of best practices for telehealth as it does for other care sites.

a. AHRQ should clarify how to aggregate and analyze patient safety data to better identify
improvement opportunities and publish research on telehealth encounter safety. For
example, AHRQ could develop best practices and guidelines on optimizing patient safety
in a telehealth encounter, as well as guidelines on safely transitioning to an in-person visit
or a higher level of care.

4. Policymakers should update existing policy for in-person-care-related adverse patient safety
events fo incorporate telehealth, including collecting necessary information and data, as well
as leveraging existing patient safety event reporting structures and the work of Patient Safety

Organizations (PSO).

a. Integration of PSO patient safety event reporting could ensure the collection of
standardized data on patient safety events in a telehealth encounter that result in serious
injury or death.

5. Policymakers should carefully evaluate the experience of allowing prescription of controlled
substances via telehealth during the pandemic, particularly for medication-assisted treatment
of substance abuse disorders, and how continuing this policy can be done in a manner
that protects patient safety and prevents overprescribing or abuse. This should include
consideration of:
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a. How prescribing controlled substances in a telehealth encounter can comply with
regulations and enforcement currently applied to in-person prescribing.

b. The burden for compliance should be no greater than compliance with the same rules for
in-person care.

c. How policies should align with SUPPORT for Patients and Communities Act requirements

for Medicare Advantage plans to use e-prescribing for controlled substances starting in
January 2021.

d. How existing and emerging technologies, such as artificial intelligence and machine
learning, may have potential to help detect and mitigate fraud and abuse.

PROGRAM INTEGRITY FINDINGS

While it is undoubtably important to
vigorously protect against fraud, waste

and abuse (FWA) throughout healthcare, KATE BERRY, @

including in telehealth, arbitrary telehealth SENIOR VICE PRESIDENT
restrictions are not a justifiable or viable OF CLINICAL INNOVATION,
program integrity strategy. Arbitrary AMERICA’S HEALTH INSURANCE PLANS

restrictions will not deter unscrupulous
actors who will continue to engage in long-
standing fraud schemes associated with
medical equipment, opioids, compounding integrity, we need to be thinking about

pharmacies and other areas. patient safety, it's not just fraud and abuse.

“When we're thinking about program

It's also the patient at the core and we want
The most effective approach to aggressively to make sure that what we're doing is safe
fighting FWA for both in-person and
telehealth care is to leverage sophisticated
technology tools that can enhance existing
program integrity enforcement efforts,
and also to drive better collaboration with
healthcare stakeholders.

and has value.”

In crafting our recommendations, we considered common types of FWA that can occur during
an in-person patient visit, including claims for medically unnecessary care, billing for services
that were never delivered, illegal kickbacks, and inappropriately coded claims. Policymakers
can aggressively mitigate FWA risk in all these common types through adoption of TTP
recommendations regardless of modality.

14 SUPPORT for Patients and Communities Act, United States Congress, 2018.
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PROGRAM INTEGRITY RECOMMENDATIONS

1. Congress should direct and fund enforcement agencies to harness available and emerging
technologies. As part of their anti-fraud efforts, federal and state governments should foster
the development of strategies that can help prevent abuse by using sophisticated analytic and
artificial intelligence tools that can detect fraudulent behavior, and audit claims on the back
end to uncover aberrations, for example. Telehealth enables payers to monitor IP addresses,
date/time and other digital signatures to help identify bad actors. This may facilitate fraud
detection and eliminate the need to physically check in-person locations and patients.

a. Under the Health Care Fraud and Abuse Control (HCFAC) program, the HHS Inspector
General (IG) and CMS have extensive program integrity policies and procedures in-
place to address FWA and improper payments. HHS should invest in innovative
enforcement strategies, employ private sector best practices, and leverage predictive
analytic methods and emerging artificial intelligence and predictive analytics to fight

FWA in telehealth.

b. The agencies tasked with protecting Medicare, other health programs, and ultimately
patients and taxpayers must be appropriately resourced to maximize and incorporate
technologies and strategies to uncover aberrations through claims audits and enhance
investigations with digital forensics tools.

c. These actions may have potential to improve the ability detect fraud, waste and abuse,
and could potentially lower telehealth program integrity risks below the amount seen

with in-person care.

d. Policymakers must protect patient privacy in every telehealth FWA mitigation effort.

Taskforce on Telehealth Policy (TTP) FINDINGS AND RECOMMENDATIONS




2. Congress does not currently need fo create new programs to address telehealth FWA, but
instead should require HHS to integrate telehealth into existing FWA efforts.

a. HHS should ensure coordinated, efficient and effective enforcement within and across
HCFAC, the IG, the CMS Center for Program Integrity, CMS contractors such as Zone
Program Integrity Contractors, Medicaid Fraud Control Units, and the Federal Bureau of
Investigations.

b. HHS should ensure that these groups continue to develop and enhance telehealth FWA
detection and mitigation strategies beyond telemarketing-oriented durable medical
equipment fraud and integrate such efforts with in-person and existing HCFAC
workstreams.

c. HHS should provide guidance on the application of newly integrated policies to help
payers, clinicians and other providers understand and comply. HHS should partner with
the Medicare Learning Network and private sector stakeholders to maximize the
effectiveness of this education.

3. Since previous |G fraud reports related to telehealth making it easier to commit traditional
fraud, HHS should closely monitor this and examine further ways to deter traditional fraud if
there is evidence telehealth accelerates it, especially in light of known experience with issues
like durable medical equipment.
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Data Flow, Care Coordination and
Quality Measurement

DATA FLOW AND CARE COORDINATION FINDINGS

By virtue of its digital, directto-patient and portable nature—and its use across a wide range

of specialties and sites—telehealth is well-positioned to help accelerate the move to a more
coordinated, interoperable experience for patients, clinicians and other providers. To do so, the
healthcare community needs standards, guidance and best practices on care management, data
flow and documentation that will establish a degree of consistency across all care sites. Done
right, these guidelines will encourage telehealth “mobility” and maximize its potential, while also
smoothing the path for adoption by clinicians and other providers.

Delivering high quality, well-coordinated care to patients at home through telehealth is an
important goal. Older adults and people with complex care needs want to live as independently
as they can for as long as they can. Telehealth has the potential to improve access to and quality
of care, while reducing strain on family caregivers.

Remote patient monitoring (RPM) is a multi-faceted, rapidly evolving subset of telehealth that
brings unique data flow and care coordination challenges and opportunities. RPM, unlike most
other forms of telehealth, is primarily asynchronous and may require evaluation of inbound data
by a clinician. In some instances, RPM involves sharing of discrete services and expertise from
one location to another, enhancing system capacity and performance and bridging care gaps.
In others, it is part of a holistic treatment plan enabling more frequent, accurate monitoring and
consultation between patients and providers without requiring individuals to leave the safety of
their homes. This is particularly important for vulnerable populations.

Increasingly, RPM can entail receipt of data from wearables and other devices that may not be
related to a specific diagnosis or care plan but may be helpful in assessing and addressing
health concerns. RPM has the potential to fill gaps between patients’ visits with their doctors and
to leverage the rapidly expanding array of tools that augment patient-generated health data.

There are also new opportunities for telehealth to support improved care coordination and data
flow. One is through the development of “virtual medical homes” that provide patient navigators
to coordinate care and follow-up for patients receiving remote services, while ensuring integration
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into the larger health system. Virtual medical homes could decrease transportation costs and
burdens, increase access to care (particularly for those who are in rural settings or mobility-
challenged) and drive down no-show rates.

Another is to begin moving toward a standard by which all members of a patient’s care team—
not just those delivering care via telehealth—update and share a living, virtual, care coordination
document While interoperability is a long-standing goal that faces many challenges, there may
be ways in which telehealth can uniquely contribute to addressing some of these challenges and
drive adoption of a more patient-centered approach to coordinating individuals’ treatment across
their care team. If nothing else, many telehealth visits involve the two-way, digital exchange of
data and information in a fashion that can reasonably be expected to contain opportunities to
share data and records more interoperably.

DATA FLOW AND CARE INTEGRATION RECOMMENDATIONS

1. Policymakers and stakeholders should develop and document clear data sharing standards
and guidelines that send a signal to clinicians, other providers and vendors about data
transmission and interoperability expectations. These standards and guidelines should become
the basis for telehealth platform certification requirements that are aligned with data sharing
and documentation guidelines for other care settings.

a. These should include provisions that encourage integration of telehealth-related data and
care records with all other patient information and strong patient privacy and
security criteria fo ensure compliance with HIPAA and a requirement to ensure patients
have access to their data and that platforms share patients’” data promptly at their request.
The goals should be to facilitate interoperability, lower the barriers to telehealth integration
and facilitate outcomes analyses that leverage telemedicine data registries.

b. The work should build on existing standards and 21st Century Cures Act data sharing
and anti-data blocking legislation'® and regulations.'® While the standards and
guidelines should serve as a floor of minimum expectations, policymakers should also
describe an optimum level of capabilities in these areas.

c. Policymakers should immediately convene relevant, third-party entities such as (but not
exclusive to) the Interoperability Standards Advisory, Health Level 7, CARIN Alliance,
NCQA and radiology’s Digital Imaging and Communications in Medicine (DICOM) to
develop the above, with input from vendors, patients, payers, clinicians and other
providers, quality measurement entities and other relevant stakeholders.

15 The 21st Century Cures Act, December 13, 2016.

16" Medicare and Medicaid Programs; Patient Protection and Affordable Care Act; Interoperability and Patient Access for Medicare Advantage
Organization and Medicaid Managed Care Plans, State Medicaid Agencies, CHIP Agencies and CHIP Managed Care Entities, Issuers of Qualified
Health Plans on the Federally-facilitated Exchanges, and Health Care Providers, Centers for Medicare and Medicaid Services, May 1, 2020.
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2. CMS should develop and pilot a program that empowers and supports patients receiving care
remotely. Patients opting to partake in this “virtual medical home” model would have access
to designated patient navigators and other tools to maximize data sharing, care coordination,
patient experience and outcomes. The program should be designed to complement and
enhance any existing care coordination or Patient-Centered Medical Home services in place
and to fully integrate remote care into the healthcare system. These wrap-around services
could have the most impact in publicly subsidized managed care arrangements, such as
Medicare Advantage, managed Medicaid and Marketplace plans.

a. Community health workers or community-based organizations with particular knowledge
and expertise in a given region or population could be enlisted to provide this function.

b. Higher levels of services would be available to those with more complex needs or
challenges.

c. To make such a model feasible, policymakers must align payments, care management
protocols, penalties and other incentives across programs and payers, and clearly
enumerate responsibilities of each party.

3. The recent CMS Interoperability Rule moves payers towards adopting FHIR-based standards.
In coordination with this effort, funding should be allocated to efforts that promote a shared,
living, virtual, patient-centric-care plan among all members of a patient’s team — such as
the FHIR CarePlan - and away from siloed, encounter-based documentation. Of course, the
shared care plan will require numerous patient consent considerations that must remain at the
forefront, especially when it comes to protected health care information like behavioral health,
substance use disorder information, or HIV, for example. A pilot test should be conducted to
refine and advance the concept.

a. Based on past experience, strong accountability models are essential to driving this kind
of coordination

b. The virtual plan should not restrict an individual provider’s ability to maintain a plan for

their portion of the patient’s care, but encourage the use across providers of a dynamic
master care plan that accounts for all of the patient’s medical interactions.
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QUALITY MEASUREMENT FINDINGS

The quality enterprise should prioritize the use of existing standards and measures when
evaluating the quality of care provided by telehealth. Where this is not feasible, measures should
be adapted according to clinical guidelines, rather than reinvented to conform to the methods
unique to telehealth. For example, telehealth encounters can require getting labs before a visit,
ensuring that patients can use and are comfortable with the technology during the visit, and
helping patients navigate needed follow-up remotely after the visit. To this end, NCQA responded
to the lifting of telehealth restrictions during the COVID-19 pandemic by updating 40 HEDIS®
measures to deem services provided by telehealth as equivalent to in-person care for purposes of
measure compliance.'”

Policymakers should carefully consider the capabilities, limitations and requirements of telehealth
as a site of care when measuring the quality of a telehealth encounter, as would be done with
any other site. Measurement should focus on whether a telehealth encounter delivers what the
patient needs, improves health outcomes, provides an experience the patient can interact with
appropriately, and integrates with the patients’ overall healthcare. Moreover, stakeholders should
view telehealth as part of a continuum of encounters between patients and clinicians that are
coordinated among varying sites, not stand-alone events.

Early findings from COVID-era experience suggest that telehealth may reduce missed appointment
(no-show) rates in comparison with in-person visits. In addition, telehealth may have a positive
impact in supporting family caregivers as they often play a critical role in patients’ health and
well-being. Measure stewards and policymakers should work to quantify each of these potential
benefits, where possible, as quality measures are adapted for telehealth, consistent with the

goal of improving the patient and family caregivers’ experiences, integrating health and social
supports, and understanding patients’ goals and preferences.

Measuring quality provided via RPM is another area that requires attention. Any standards and
measures related to RPM should be designed to capture the tangible impact of this modality’s
effectiveness, efficiency and closer monitoring of chronic conditions that can prompt earlier
interventions that can reduce costly exacerbations, improve outcomes and patient and family
caregiver experience, and ensure data flow in a way that maximizes its impact.

Telehealth also offers a “leap forward” opportunity for patient experience measurement. Because
the initiation, completion and follow-up for a telehealth visit often occurs digitally, there exists

the possibility of assessing patient experience in a more realtime, clinician and other provider-
specific fashion that improves response rates and provides faster, more meaningful feedback than
current mailed paper surveys. While some existing patient experience metrics may apply equally
to telehealth, others will not. This should be a factor in developing and implementing patient
experience measures for remote encounters.

17 HEDIS, the Healthcare Effectiveness Data and Information Set, is a registered trademark of NCQA.
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QUALITY MEASUREMENT RECOMMENDATIONS

1. Measure stewards should carefully and thoughtfully review all measures individually to
determine the need for telehealth adaptations.

a. Review should consider how quality measurement could account for telehealth’s unique
impact on quality, safety, cost effectiveness, access and outcomes.

2. CMS should pilot a patient experience survey linked to telehealth encounters for all types of
care, leveraging telehealth’s uniquely digital aspects to improve timeliness, targeting and
engagement.

a. Lessons learned should help update patient experience measurement across settings to
improve response rates and provide faster, more targeted feedback.
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Telehealth’s Effect on Total Cost of
Care Findings

Among the greatest barriers to broader telehealth adoption are assumptions among policymakers
that allowing greater telehealth access will lead to higher utilization and costs. This opinion is
especially prevalent for FFS Medicare. Recent data provided to the TTP challenge some of these
assumptions.

A small silver lining of the pandemic has been the generation of firstever Medicare fee-for-service
data that allows budget analysts, including the Congressional Budget Office (CBO), the Office

of Management and Budget and the CMS Actuary, to begin to assess telehealth’s impact on
Medicare more accurately.

Policymakers will, of course, want further analysis of how much COVID-induced care avoidance
may have contributed to telehealth’s impact on utilization during the pandemic. However, data
generated from provider organizations and the federal government to date show that total
healthcare utilization remained steady during telehealth’s expansion and did not substantiate
concerns about supply-induced demand.

CONGRESSIONAL BUDGET OFFICE TELEHEALTH ESTIMATES

Traditional Medicare stands out from other major insurers and value-based payment models that use
telehealth for patient care and savings. This is largely because the Congressional Budget Office (CBO)
says that telehealth dramatically increases utilization and costs. CBO does not count potential savings,
for example from avoided SNF transfers, reduced re-admissions, better chronic disease management

and avoided urgent care visits. Because Congress often requires offsetting new spending, CBO has great
influence. However, CBO's assumptions have led to substantially overestimated telehealth costs . In 2001,
after Congress introduced telehealth into Medicare, CBO projected the cost to be $150 million in the first

5 years, or $30 million a year.! In fact, over the first 14 years, Medicare spent only $57 million—a third

less in almost triple the time.2 CBO explained its hesitancy in 2015, saying “Because Medicare coverage
of telemedicine is limited, CBO does not have extensive data that would help project how expanding such
coverage would affect federal spending.”® CBO does not use Veterans Administration and Department of
Defense data, both of which use telehealth extensively, because they are “closed systems.”

1 H.R. 5661 Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000, CBO, September 2001.
2 Telemedicine Fans Point to CBO'’s History of Cost Overestimates, Politico, December 2014.
% Telemedicine, CBO, July 2015.
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For example, an HHS Office of the Assistant Secretary for Planning and Evaluation (ASPE)
Medicare FFS telehealth report found that from mid-March through early-July more than 10.1
million traditional Medicare beneficiaries used telehealth.’® That includes nearly 50% of primary
care visits conducted via telehealth in April vs. less than 1% before COVID-19.

However, the net number of Medicare FFS primary care in-person and telehealth visits combined
remained below pre-pandemic levels. As in-person care began to resume in May, telehealth visits
dropped to 30% but there was still no net visit increase. The effects of the COVID-19 pandemic on
patients seeking or avoiding care still need further analysis, but these data suggest that telehealth

substituted for in-person care without increasing utilization.

Figure 1. Primary Care Visits for FFS Medicare Beneficiaries (visits in millions per week)

Visits in Millions per Week
w

£ € € € 9 &8 9 @08 E E B E B & kB 2 > >N > > ¢
[ [ [ [ (<] O O ] o o o o [+ S
2 8 2 8 & & & & 2 2 2 2 € 9 < < < 2 § E" E" =2
2 /&P EER T2 T ®2RR& e g R
Week
Weekly Primary Care Total =~ mmmsmm Weekly Telehealth ~ mssss= Weekly In-Person

Source: Medicare claims data up to une 3rd, available as of June16.

Other sources mirror ASPE’s findings. The U.S. Department of Veterans Affairs researchers found
that, from March to May 2020, a 56% decline in in-person visits was partly offset by a 2-fold
increase in telephone and video visits.'” At least during that period of the pandemic, telehealth
replaced in-person visits but did not increase overall utilization.

The TTP obtained initial findings from health systems and independent practices across the
country, including Johns Hopkins, Stanford Health Care, Ascension, Intermountain Healthcare,
Nemours Children’s Health System, University of Rochester, Northwestern, and Aledade. The
TTP also received input from the American Academy of Actuaries’ Telehealth Subcommittee, an
advisor to the HHS Secretary, a former Medicare leader and a former Congressional Committee
staffer who dealt regularly with the CBO. Using these data, we narrowed our focus to 5 key

topics that can impact costs.

'8 Medicare Beneficiary Use of Telehealth Visits: Early Data From the Start of the Covid-19 Pandemic, HHS Assistant Secretary for Planning

and Evaluation, July 2020
19 Reduced In-Person and Increased Telehealth Outpatient Visits During the COVID-19 Pandemic, Annals of Internal Medicine, August 2020.
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1. Substitution of in-person care.

2. Preventing more costly care.

3. Lower no-show rates.

4. Greater transitional care management.

5. Lowering skilled nursing facilities transfers.

Substitution Effects. It is essential to distinguish between the extent to which telehealth serves as a
substitute for in-person care as opposed to an add-on. One study estimates that virtual care could
substitute for up to $250 billion of current U.S. healthcare spending,? and the emerging data
from the pandemic shows this could be correct. It is still too soon for large-scale, academically
rigorous analysis of what is happening that properly discount pandemic effects, but the evidence
from March to July is promising for telehealth.

Data gathered by the TTP indicate that telehealth largely substituted for in-person care and did not
increase the total number of visits. Again, policymakers will want further analysis of the separate
phenomena of cost related to COVID-induced care avoidance and cost related to widespread
access to telehealth. However, as with ASPE, health systems surveyed by the TTP found that
telehealth simply represented a change in care delivery modality with steady overall utilization.
Total visits, including in-person and video, never went above pre-pandemic levels, even as clinics
reopened to in-person care broadly across the health system.

Preventing More Costly Care: Telehealth facilitates access to healthcare for individuals who
might otherwise skip or avoid important services. It also allows care delivery more quickly and
efficiently in lower cost settings. The TTP found evidence that telehealth can help reduce more
costly urgent and emergency department (ED) care, as well as use of costly and often overusec
services such as imaging.

® Ascension Health found that, from March to May of this year, nearly 70% of patients would
have gone to either urgent care or the ED had they not had access to virtual care. These
patients would have used more costly options without access to telehealth.?!

* Nemours found that 67% of parents who used its 24/7 on-demand virtual care service before
COVID-19 reported they otherwise would have visited an ED, urgent-care center or retail
health clinic had telehealth not been available.?2

20 Telehealth: A quarter-rillion-dollar postCOVID-19 reality?, McKinsey and Company, May 2020.
21 Ascension Task Force on Telehealth Policy, March-May 2020.
22 Analysis of a Pediatric Telemedicine Program, Vyas et al, December 2018.
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* A pre-COVID-19 Anthem study of Medicare Advantage claims data for acute and non-urgent
care utilization found savings of 6%, or $242 per episode of care costs by diverting members
to telehealth visits who would have otherwise gone to an ED. The study also found less use of
imaging, lab tests and antibiotics.?®

* In a pre-COVID-19 study of 40,000 Cigna beneficiaries, the 20,000 beneficiaries who
used the MDLive telehealth platform had 17% lower costs when compared with non-virtual
care. Virtual care users also experienced a 36% net reduction in ED use per 1,000 people
compared to non-virtual care users.?

No-Show Rates: Policymakers need to consider telehealth’s impact on no-show rates. Missed
appointments decrease care plan compliance which can lead to more expensive care needs.

In 2012, CBO determined that prescription drug legislation cost estimates must account for the
offsetting effects of medication adherence.?> Telehealth’s similar offsetting effects on no-show rates
and better care plan adherence contribute to downstream cost savings and are thus important
cost factors. For example, in diabetes care management, routine visits can help prevent long-term
costly effects.

Health systems and clinician practices consistently

report lower no-show rates with telehealth, CHRIS MEYER,

especially in behavioral care where telehealth DIRECTOR OF VIRTUAL CARE
removes the stigma of visiting a behavioral ¢
MARSHFIELD CLINIC:

clinic. For example, the baseline no-show rate for
psychiatry services is between 19 and 22 percent
of appointments — while MDLive reports no-show
rates of only 4.4-7.26 percent for its behavioral behavioral health services during COVID that
health telehealth visits.2¢ Dr. E. Ray Dorsey, MD, didn’t before. When we talked to them, they
MBA, professor of neurology and director of the
Center for Health and Technology at the University
of Rochester Medical Center, commented that
patients are more likely to show up to virtual health, but if I can do it on my iPad at home,
appointments — with no-show rates down about I'm okay doing it.”

10% during the pandemic. For the Marshfield
Clinic, office visit no-show rates pre-COVID-19
were roughly 5%; they dropped to 3.8% with
telehealth during COVID-19.

“We saw many more farmers getting

were brutally honest, “There’s no way in heck

I’'m going into a building that says behavioral

Improved no-show rates are likely due to telehealth’s convenience, especially its impact on travel
burdens that create barriers to care in accessing transportation, taking time off from work and
finding childcare. In 2018, CMS estimated that telemedicine saves Medicare patients $60 million
on travel, with a projected estimate of $100 million by 2024 and $170 million by 2029.27 CMS
also noted that estimates tend to underestimate telemedicine’s impact. Higher projections estimate
$540 million in savings by 2029.

N

3 Telehealth Eliminates Time and Distance to Save Money, Healthcare Finance, October 2019.

24 At Cigna, Telehealth Reduces Patient Costs and ER Visits, and Boosts Use of Generic Rx, Healthcare IT News, November 2019.

> Offsetting Effects of Prescription Drug Use on Medicare’s Spending for Medical Services, CBO, November 2012.

26 Research Reveals Reasons Underlying Patient No-shows, ACP Internist, February 2009.

2 Medicare and Medicaid Programs; Policy and Technical Changes to the Medicare Advantage, Medicare Prescription Drug Benefit, Program of
Allnclusive Care for the Elderly (PACE), Medicaid Fee-for-Service, and Medicaid Managed Care Programs for Years 2020 and 2021, Centers for
Medicare and Medicaid Services, November 2018.

Taskforce on Telehealth Policy (TTP) FINDINGS AND RECOMMENDATIONS

N



https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.healthcareitnews.com/news/cigna-telehealth-reduces-patient-costs-and-er-visits-and-boosts-use-generic-rx
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.cbo.gov/publication/43741
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
file:///C:/Users/micciche/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/W495CUTG/Research reveals reasons underlying patient no-shows
https://www.govinfo.gov/content/pkg/FR-2018-11-01/pdf/2018-23599.pdf

Transitional Care Management (TCM): While the TTP did not have time to collect enough

data to fully analyze TCM, we received anecdotal evidence that TCM code billing increased
during COVID-19. This suggests that clinicians, other providers and patients are more robustly
utilizing TCM services. Previous analysis has suggested that increased TCM usage can lower
readmissions, thereby reducing health care costs.

TCM service use increased from roughly 300,000 claims during 2013, the first year of TCM
services, to nearly 1.3 million claims in 2018. This resulted in significantly lower readmission
rates, significantly lower mortality, and significantly decreased health care costs.?® The analysis
also found that TCM use is low when accounting for the number of Medicare beneficiaries

with eligible discharges. CMS cited this study in its 2020 physician fee schedule rule, noting

that increasing medically necessary TCM utilization could positively affect patient outcomes.?’
Readmissions are particularly detrimental for patients and hugely costly to providers and payers—
in 2019 roughly 83% of hospitals incurred readmission penalties.

Lowering Skilled Nursing Facilities (SNF) Transfers. SNF patient hospital readmissions cost
Medicare over $4 billion each year. The TTP received data from Third Eye Health, a platform
that triages patients via telehealth who may need to be transferred to the hospital, showing that
their consultations between March-July successfully treated patients in SNFs at an overall rate of
91%, including for high-cost falls with injury (84.79%), shortness of breath (66.67%) and acute
or chronic pain (95.96%). While much more evidence needs to be collected, the TTP believes
telehealth in SNFs may decrease readmissions, as well as hospitalizations and ED visits, yielding
significant savings.!"

Telehealth and RPM’s impact on reducing strain on the estimated 41 million family caregivers also
merits consideration. In 2017, family caregivers furnished $470 billion worth of care, more than
total out-ofpocket spending on health care that year ($366 billion) or the total spending for all
sources of paid longterm services and supports, including post-acute care in 2016 (also $366
billion).30

Telehealth and RPM also create opportunities for additional communication and information
sharing between patients, caregivers and clinicians. Accelerating adoption of value-based
payment models, which have shared financial risk o incentivize prevention, chronic disease
management and efficiency, can integrate telehealth.

26 Changes in Health Care Costs and Mortality Associated With Transitional Care Management Services After a Discharge Among Medicare
Beneficiaries, Bindman et al, September 2018.

22 Medicare Program; CY 2020 Revisions to Payment Policies under the Physician Fee Schedule and Other Changes to Part B Payment Policies,
Centers for Medicare and Medicaid Services, November 2019.

[ Use Of Telemedicine Can Reduce Hospitalizations Of Nursing Home Residents And Generate Savings For Medicare

3 Valuing the Invaluable, AARP, 2019.
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https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2687989
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2687989
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.federalregister.gov/documents/2019/11/15/2019-24086/medicare-program-cy-2020-revisions-to-payment-policies-under-the-physician-fee-schedule-and-other
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2013.0922
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.aarp.org/content/dam/aarp/ppi/2019/11/valuing-the-invaluable-2019-update-charting-a-path-forward.doi.10.26419-2Fppi.00082.001.pdf

Finally, debate will continue over appropriate
telehealth payment amounts, but key principles
can help focus these discussions. Telehealth
should be seen as neither inherently driving nor
reducing costs. Similarly, payers should have
flexibility in rates and sites based on different
markets and different situations and should retain
the ability to innovate with product offerings that
reward value-based providers. It is in everyone's
interest to ensure that telehealth services are
reimbursed at a rate that reflects the cost of
providing these services and the value that they
bring as part of the overall care experience.
Appropriate reimbursement and access to
telehealth services will allow patients to utilize
these services where they and their care team
feel it is both clinically appropriate and the best
possible way of receiving care.

Taskforce on Telehealth Policy (TTP)

RICARDO MUNOZ, MD,
CHIEF, DIVISION OF CARDIAC
CRITICAL CARE MEDICINE &

O

EXECUTIVE DIRECTOR, TELEMEDICINE,
CHILDREN’S NATIONAL HEALTH SYSTEM:
“On the fee-for-service side, the technical fees
paid to in-person and telehealth visits should
be commensurate with the cost and benefit of
providing the service. Otherwise, institutions
may favor physical visits over telehealth for

reimbursement purposes.”
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Cost Recommendations

1. Telehealth services should be reimbursed based on a thoughtful consideration of the value
provided and the cost of delivery—as is done with in-person care. Flexibility on the use and
reimbursement of these services is essential to maximizing the benefit to patients and the
system at large.

2. When analyzing and discussing telehealth costs, policymakers should take a wider view
and incorporate costs to patients and family caregivers, clinicians and other providers, and
payers. These costs could—and should —include avoided transportation costs, time spent
scheduling, preparing for or waiting for a visit, missed work, child/elder care, missed
appointments, and technology/infrastructure costs. Although a change in care modality may
create new costs, policymakers should not examine these costs without considering “baked in”
in-person costs.

3. Accurately assessing the true value - including
the cost and quality - of telehealth utilization

. . : MARGARET E. O’KANE,
will require that policymakers focus on
evidence of its effectiveness and its ability PRESIDENT, NCQA
to meaningfully increase access to care, not

previously-held assumptions. Data from the “Value-based arrangements with
current public health emergency are a first providers and plans at risk create the
look at the effect on Medicare costs of lifting
telehealth restrictions and it does not, at this
writing, reflect excessive or unnecessary
utilization. However, long-term conclusions improve care and outcomes.”
and policies based on costs and outcomes

in Medicare can only be drawn from data
derived during the relatively normal conditions
that follow the pandemic. Increased behavioral
health utilization during the pandemic may
provide a good example of meaningful increased access that has potential to improve
outcomes and avoid future unnecessary and costly utilization. This will require further
investigation.

flexibility to design models that utilize

telehealth where and when it can help
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Overarching lssues

OVERARCHING ISSUES FINDINGS

Telehealth demonstrated during the COVID-19 public health emergency that it can improve
access, safety, convenience, efficacy and patient’s experience of care. Telehealth is the natural
evolution of healthcare into the digital age—it is not a different type of care, but a different site
of care. As such, we should not hold telehealth to higher standards than other care sites, and we
should trust clinicians providing telehealth services to triage patients needing a higher level or
care or in-patient care, as we do in other care settings. As is done in other care settings, patients’
preference for obtaining care in-person vs. telehealth should be respected

This raises important questions about many previous telehealth restrictions, such as prohibiting
reimbursement for visits originating in patients’ homes and allowing limited types of conditions
and providers to utilize telehealth under traditional Medicare, such as behavioral clinicians and
physical therapists. Many —but not all—policy changes that temporarily lifted restrictions during
the pandemic should become permanent. There are better ways to address FWA concerns and
telehealth’s appropriateness in various situations that drove the previous restrictions.

For example, requiring clinicians and other providers to have a previous, in-person relationship
with patients can inhibit needed access to care and is not consistent with most state-level or
value-based payment policies. Similarly, blanket bans on audio-only can exacerbate disparities
for patients lacking video technology or broadband access. Asynchronous modalities such as
remote patient monitoring (RPM) may also be appropriate for services that do not require realtime
interaction.

Strict limits on providing telehealth across state lines that were waived during the pandemic also
do not appear warranted. States have a patchwork of requirements for obtaining and maintaining
a medical license that burdens physician and other health professionals and make it difficult for
clinicians to practice telehealth in multiple states — even when those states are contiguous or share
a metropolitan area.

Waiver of these restrictions allowed for additional surge capacity, dramatically lessened wait
times for telehealth visits, and helped triage many conditions that might otherwise have resulted
in unnecessary in-person care that put patients at risk. Outside of a pandemic, care across state
lines can ensure access to care in places with clinician shortages, allow residents who travel for
work or seasonally to maintain consistent doctor-patient relationships, and allow specialized care
and expert consultations for those with serious conditions.

There are currently different definitions of telehealth, telemedicine and RPM. A widely agreed
upon taxonomy of the various telehealth modalities can help clarify policy.

Finally, policymakers should not expect telehealth to resolve long-standing issues, such as care

coordination and the move from FFS to value-based payment, but instead leverage telehealth-
related policy development to help address these issues.
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OVERARCHING ISSUE POLICY RECOMMENDATIONS

1. Policymakers should make permanent the following telehealth policy changes enacted during
COVID-19 to improve access, patient safety and outcomes:

a. Removal of strict limits on sites where telehealth visits may originate, conditions clinicians
may treat, and which clinicians and providers may use telehealth.

b. Acknowledging that telehealth visits can establish clinician/patient relationships as long
as they meet appropriate standards of care or unless careful analysis demonstrates that, in
specific situations, ensuring patient safety, program integrity or appropriate
high-quality care requires a previous in-person relationship.

c. Allowing audio-only telehealth where evidence demonstrates it to be effective, safe and
appropriate, or where it is likely to be so and offers access to care that would otherwise
be unavailable to a patient.

d. Allowing asynchronous telehealth (e.g., remote patient monitoring) when it is the
preference or need of the patient on a limited basis as more clinical evidence is generated
on best practices for ensuring quality, safety and program integrity.

AMERICAN TELEMEDICINE ASSOCIATION TELEHEALTH TAXONOMY

The most commonly used approaches in telehealth include:

e Virtual Visits: Live, synchronous, interactive encounters between a patient and a healthcare provider via
video, telephone or live chat.

Chat-based Interactions: Asynchronous online or mobile app communications to transmit a patient’s
personal health data, vital signs and other physiologic data or diagnostic images to a healthcare
provider to review and deliver a consultation, diagnosis, or treatment plan at a later time.

Remote Patient Monitoring: The collection, transmission, evaluation, and communication of individual
health data from a patient to their healthcare provider from outside a hospital or clinical office (i.e., the
patient’s home) using personal health devices including wearable sensors, implanted health monitors,
smartphones and mobile apps. Remote patient monitoring supports ongoing condition monitoring and
chronic disease management and can be synchronous or asynchronous, depending upon the patient’s
needs. The application of emerging technologies, including artificial intelligence (Al) and machine
learning, can enable better disease surveillance and early detection, allow for improved diagnosis,
and support personalized medicine.

* Technology-Enabled Modadlities: Telehealth and virtual care solutions also provide for physician-to-
physician consultation, patient education, data transmission, data interpretation, digital diagnostics
(algorithm-enabled diagnostic support) and digital therapeutics (the use of personal health devices and
sensors, either alone or in combination with conventional drug therapies, for disease prevention and
management).
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e. ldentifying and implementing policies related to use of these modalities that is based
on the evidence of their effectiveness, safety and ability to meaningfully impact access
to care.

f. Allowing insurers to provide telehealth technology, such as smartphones and tablets, as
supplemental benefits.

g. Allowing telehealth across state lines by considering strategies to expedite licensure
reciprocity between states, while maintaining important patient protections and
disciplinary tools for bad actors.

2. Stakeholders, including policymakers, should agree on a taxonomy of telehealth care that fully
describes the range of services and modalities—including types of audio-only encounters—
that appropriately aligns standards, quality, payment (as appropriate) and program integrity.
Within that taxonomy, policymakers should view “virtual visits” as another site of care rather
than as a different type of care.

3. Broadband and technology greatly facilitate telehealth and contribute to telehealth’s patient
safety benefits, but they are not available to or affordable for all patients, particularly rural
and underserved populations. Policymakers
must promptly expand efforts to ensure

universal access to broadband and other REGINA BENJAMIN, MD, CHIEF
needed teleheglth technolo.gy to‘bridge these EXECUTIVE OFFICER, @
gaps and avoid exacerbating disparities as
healthcare moves into the digital age. BAYOUCLINIC/GULF STATES
HEALTH POLICY CENTER,
a. Policymakers should assess how to best FORMER U.S. SURGEON GENERAL
address patients with specific telehealth
challenges, such as those with translation “Part of the infrastructure that needs
needs'or limited visual or auditory to be put in place is the capability to
Zigg:slfy' and who lack broadband work with ethnic communities and other
demographic groups, on both sides
b. There also must be contingencies in of the Patient-Clinician relationship,
place to address technology failures. to identify digital literacy and trust

gaps that inhibit successful adoption of
telehealth.”
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4. Policymakers should develop and prioritize initiatives aimed at addressing the lack of trust
and digital literacy gaps that inhibit successful telehealth adoption for patients, clinicians
and other providers—with particular focus on populations that have struggled in the
transition to telehealth during the pandemic. Policymakers need to identify groups at highest
risk for low digital literacy and partner with patient and consumer groups to implement
initiatives to increase digital literacy rates.

5. Policymakers should reinstate full enforcement of HIPAA patient privacy protections.
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Conclusion

Telehealth has become an important part of the modern healthcare system. Lessons learned

and data generated during the COVID-19 pandemic, as described in this report, can help
policymakers maximize its benefits and address previous concerns about safety, program integrity,
quality and costs. The broad consensus identified by the TTP on how to move forward should send
a clear signal to policymakers that telehealth is a widely accepted, valued and expected care
delivery option.

Consensus is emerging that telehealth is the natural evolution of healthcare into the digital age,
not another type of care or new benefit. New technologies provide tools to address concerns
about program infegrity, care coordination and quality, and new data generated during the
pandemic challenge previous assumptions about increased costs.

Policymakers will, of course, want to continue to assess the impact of telehealth as part of the new
normal, but it is abundantly clear that telehealth should be here to stay.

The TTP thanks everyone who helped us gather data and shared thoughtful and well-

informed comments to aid our work. The TTP convenors want to thank the members who
took time from their busy schedules to help work through the deliberations needed to
build our consensus. It is because of this incredibly generous insight and assistance that
the TTP learned and accomplished so much in a short time.
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Timeline of Temporary

Telehealth Policy Changes

O  March 6: Coronavirus Preparedness and Response Supplemental Appropriations
(CARES) Act

e First COVID-19 supplemental funding bill lets HHS temporarily waive Medicare telehealth
restrictions.

e Adds “telehealth service” to what HHS can temporarily waive or modify.
e Applies to rural and originating site restrictions.
e Authority only exists during declared COVID-19 public health emergency.

* Limited to providers with a previous relationship with a patient:*
o Furnished services to the patient in previous three years.
o The provider is in same TIN as someone with an established relationship
through Medicare.

O March 10: CMS Medicare Advantage Guidance

*  May waive/reduce cost-pays for COVID-19 tests, telehealth and other services if done for
all enrollees.

* May provide Part B services via telehealth in any area and from many places, including
homes.

* May waive prior authorization that otherwise applies to COVID-19 tests or services at any
time.

® May provide smartphone/tablet as supplemental benefit.

O  March 17: CMS FFS Guidance

* Medicare covers office, hospital and other telehealth visits nationwide and in homes as of

March 6.

e Telehealth waiver applies to all treatment during the Public Health Emergency, not just
COVID-19.

e Providers already authorized in statute (1834 (m)) get telemedicine pay, including NPs,
MDs, PAs.
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Interactive audio-visual telecommunications system that permits realtime communication.
Allows the use of telephones with audio and visual capabilities — smart phones permissible.

HHS is waiving HIPAA enforcement for provision of services in good faith via FaceTime and
Skype.

CMS not enforcing statute’s Established Relationship language.
The 1G grants flexibility for providers to waive co-pays.
Did not change e-visit codes.

Controlled substance prescribing rules waived

O  March 17: CMS Medicaid Guidance

Flexibility to incent greater use of telehealth through 1135 waivers.

Allows providers to use non-HIPAA compliant telehealth modes from platforms.

Flexibility to make it easier for providers to care for people at home:

To allow telehealth and virtual/telephonic communications for covered State plan benefits
Waiver of face-to-face encounters for FQHCs and Rural Health Clinics

Reimbursement of virtual communication and e-consults for certain providers

Flexibility so Medicaid and Managed care enrollees could use telephones to receive care.

Flexibility to let Medicaid pay for the same telehealth services Medicare now can.

O March 17: Department of Health and Human Services, Office of Civil Rights

Announces enforcement discretion to waive HIPAA penalties for good faith telehealth during
COVID.

Drug Enforcement Administration — Effective March 31
Allows controlled substance prescribing by telehealth if:

For legitimate medical purpose by practitioner acting in the usual course of professional
practice

Done via an audio-visual, realtime, two-way interactive communication system.

In accordance with applicable federal and state law.
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O April

September 2020

O March 27: Congressional Action: 3rd Package —Coronavirus Aid, Relief and
Economic Security Act

Amends Telehealth Network and Telehealth Resource Centers grant program to support

evidence-based projects, extend grant period funding from 4 years to 5 years and ensures
that 50% of funds go to rural projects ($29M for each of FY21-25).

Allows plans or employers to provide pre-deductible telehealth coverage for people with
HSA-eligible HDPs, either discounted or fully covered. Amends Safe Harbor language and
Disregard list.

Eliminates requirement that clinicians must have treated patients in the past three years.

Allows FQHCs and Rural Health Clinics to furnish telehealth in home or other setfting, with
composite reimbursement similar to comparable Medicare Physician Fee Schedule for
telehealth.

Eliminates the requirement that nephrologists conduct periodic home dialysis evaluations
faceto-face.

Allows hospice providers to use telehealth for face-to-face eligibility recertification
encounter.

Provides HHS flexibility to consider ways to encourage home health use of
telecommunications and other communications or monitoring, consistent with the
individual’s care plan.

2: Federal Communications Commission

Establishes the $200M COVID-19 Telehealth Program to help providers connect to patients
per the CARES Act.

O  Effective April 6 — CMS Interim Final Rule

Adds 80 services that can be furnished via telehealth.

Adds payment codes for prolonged audio-only E&M services between the practitioner and
patient:

Removes the preexisting relationship requirement on virtual check-ins.

Additional codes for licensed clinical social workers, clinical psychologists, physical
therapists, occupational therapists and speech language pathologists. Distant site
restrictions remain for some.

Allows virtual required physician supervision via realtime audio/video technology.
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O April 10: Medicare Advantage Memo
e Allows risk adjustment for diagnoses via interactive audio-visual communication.
* Health risk assessment codes — 96160 and 96161- are “add-on” codes.

)

) April 30 - CMS Second Interim Final Rule

e Along with 1135 waiver, removes remaining limitations on who can furnish telehealth
including physical therapists, occupational therapists and speech language pathologist.

* Along with an 1135 waiver, waives the video requirement for certain telephone E&M
services, and adds them to the list of Medicare telehealth services.

e Allows hospitals to bill for services furnished remotely by hospital-based practitioners to
registered outpatients, including at home, when it is a temporary, provider-based hospital
department.

e Allows hospitals to bill the originating site (facility fees) for telehealth furnished by hospital-
based practitioners to registered outpatients, including when the patient is at home.

® Expansion of codes approved for audio-only telehealth visits using the 1135 waiver: E&M,
behavioral, SUD, educational services and annual wellness visits at same pay as an office
visit.

* Medicare covers telehealth services provided by rural health clinics and FQHCs as per the
CARES Act.

* New additions will be made on a sub-regulatory basis to speed the process.

O State Actions
*  Waived licensure laws, to varying extents to facilitate cross-border care (50).
® Pay at same rate as in-person care (32).

® Expand services (44), providers (32), phone (44), text/email (11), home as originating site
(26).
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Taskforce on

Telehealth Policy (TTP)

Overarching ano
Subgroup Questions

To help guide the TTPs work, conveners crafted a set of questions, some overarching about
telehealth and several specific to its three subgroups:

® Patient Safety and Program Integrity.
e Telehealth’s Effect on Total Cost of Care.
® Data Flow, Care Coordination and Quality Measurement.

There naturally is overlap among these topics. Patient safety is essential for quality as is cost, by
avoiding costly patient harm. Program integrity to prevent and fight fraud, waste and abuse is
integral to cost, and quality and safety, because delivering unnecessary care diminishes quality and
can harm patients. Data flow and care integration are necessary to optimize patient safety and
prevent costly unnecessary care. Quality measurement to assess whether people get appropriate
also affects cost, safety and integrity. The overlap quickly emerged in subgroup discussions and
helped bring about consensus in the final recommendations.

OVERARCHING QUESTIONS

®  What criteria should be for which emergency regulatory changes to keep vs. default to pre-
COVID rules?

®  What role can federal and state policy play in giving patients and providers tools and
technical assistance to meet telehealth needs?

*  What have we learned during the pandemic that can be applied to a policy on access,
quality, safety, cost effectiveness, and outcomes?
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PATIENT SAFETY AND PROGRAM INTEGRITY

Patient safety concerns drove some pre-COVID telehealth restrictions.

*  What do data tell us about program integrity with telehealth vs. in-person care?

* How can telehealth/virtual care technologies be used to enhance program integrity?

* How does your organization address program integrity with telehealth/virtual care and
does it differ from in-person care?

*  What best practices should payers implement to optimize program integrity to prevent
fraud and abuse?

*  What do data tell us about patient safety with telehealth vs. in-person care?

* Are there opportunities for greater levels of patient safety in telehealth?

*  What controls are needed to prevent diversion of controlled substances prescribed via
telehealth?

* How can we best protect patient privacy while ensuring interoperable telehealth access that
enables effective payer-provider collaboration?

DATA FLOW, CARE COORDINATION AND QUALTY
MEASUREMENT

Telehealth was often seen as separate rather than part of core care.

* How do we fully leverage telehealth capabilities throughout the care and quality
ecosystems?

*  What are barriers to a more integrated quality measurement system, data sharing and
patient-centered care for remote services?

*  What are the best ways to assess the impact of telehealth expansion on quality and patient
experience?

* How do we adapt the quality infrastructure to incorporate and support telehealth expansion
and strengthen its infrastructure?

*  What has your experience been with consumer telehealth satisfaction? Would they accept
virtual care in an integrated care system?

* How might policies encourage patients and providers to view telehealth as another kind of
care vs. a different care modality?

TELEHEALTH EFFECT ON TOTAL COST OF CARE

Before COVID, policymakers often assumed that expanding telehealth would increase costs.

*  What have we learned about telehealth utilization during the pandemic?

* How should federal budgeting models adapt to reflect expanded telehealth access?

*  What is needed to determine the effect of telehealth expansion on prevention, urgent care,
post-acute care, and so on?

*  What principles should inform telehealth pay vs. in-person care and do these vary by
service/mode of telehealth?
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