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Executive Summary

Before COVID-19, Medicare primarily covered telehealth services for
beneficiaries living in rural areas, where there were far fewer medical providers,
and patients were required to travel to designated sites, such as clinics or
hospitals, to receive telehealth. Outside of rural areas, Medicare covered only a
limited set of services via telehealth.

Once the pandemic took hold in 2020, Congress and the Trump administration
greatly expanded telehealth services for Medicare beneficiaries, keeping their
access to care as intact as possible amid stay-at-home orders and public fears
about contracting COVID-19.! Lawmakers passed legislation to temporarily
enable all beneficiaries to access telehealth services from their homes and to
allow Federally Qualified Health Centers (FQHCs) and Rural Health Clinics
(RHCs) to act as telehealth providers.

At the same time, U.S. Department of Health and Human Services (HHS)
Secretary Alex Azar issued temporary waivers that expanded the types of
services that Medicare could provide through telehealth and reimbursed

such services at parity with in-person care. All health professionals who

were eligible to bill Medicare could now deliver their services via telehealth
(including physical therapists, speech language pathologists, and occupational
therapists). The secretary also waived Medicare’s licensure requirements

and allowed providers to use popular technology platforms (e.g., Zoom,
FaceTime, Google Meet) for telehealth, despite not being compliant with Health
Insurance Portability and Accountability Act (HIPAA) rules for technology
use. HHS expanded Medicare coverage for audio-only service (telephone visits
without video) and waived the requirement that patients have an established
relationship with a provider before receiving telehealth services.

Policymakers, however, tied these flexibilities to the federal COVID-19 Public
Health Emergency (PHE). Now, as they contemplate the end of the PHE, they
are faced with making decisions that will dictate the future of telehealth.
Absent any changes, most Medicare beneficiaries will lose access to telehealth
services unless they live in rural areas or enroll in Medicare Advantage.

In this report, the Bipartisan Policy Center releases findings from extensive
telehealth research and Medicare data analysis to inform pragmatic policy
decisions that can create a path forward for telehealth policy—policy that will
continue to be evidence-based and will promote better outcomes for Medicare
beneficiaries and value for the Medicare program.


https://bipartisanpolicy.org/report/future-of-telehealth/

THE IMPACT OF TELEHEALTH

Dramatic policy changes during the pandemic paved the way for a huge
increase in the utilization of telehealth services—from less than 1% of Medicare
services before the pandemic to a peak of more than 32% of Medicare claims

in April 2020 (leveling off to between 13% and 17% by July 2021).2 In the first
year of the pandemic, 44% of continuously enrolled Medicare fee-for-service
beneficiaries had a telehealth visit, accounting for more than 45

million visits.?*

The significant expansion of telehealth disproportionately increased access

to care in urban communities. In addition, tele-behavioral health services can
address problems associated with the paucity of behavioral health providers
and help patients overcome the stigma related to these services, especially in
more rural, tight-knit communities. In 2021, more than one-third of Americans
(37%) lived in areas with shortages of mental health professionals.®

Since the onset of COVID-19, HHS’s Centers for Medicare and Medicaid
Services (CMS) has allowed the use of audio-only services—telehealth without
live video. At least 29 state Medicaid programs now reimburse providers for
delivering audio-only services.® Older, rural, poorer, and minority populations
are disproportionately affected by barriers to accessing telehealth services and
have been more likely to rely on audio-only services during the pandemic.”
Among telehealth users, Black and Latino patients, along with individuals
with lower incomes, had significantly lower access to video services.® However,
policymakers, payers, and providers raised concerns that audio-only visits were
of lower quality and presented risks of overuse and fraud for the

Medicare program.>*°

As for the quality of care, early evidence suggests that services delivered
through telehealth can be equivalent to in-person care for managing chronic
diseases and treating behavioral health issues. Overall, patients and providers,
including those in rural areas as well as Medicare beneficiaries, generally feel
satisfied with the telehealth services they receive.!**2'3 Nevertheless, virtual
care’s effectiveness varies depending on the medical condition.

The pandemic-related telehealth flexibilities also created opportunities for fully
virtual providers who do not have brick-and-mortar locations to deliver services
to Medicare beneficiaries and receive reimbursement. And their presence is
growing: 2021 delivered record-breaking venture capital and private equity
investments for digital health companies, driven in large part by telehealth
investment. These alternative types of providers can expand Medicare
beneficiaries’ access to services, but some stakeholders expressed concern that
this kind of access could further fragment care and compromise patient care.!>®



The pandemic-induced telehealth policy changes also affected costs for the
Medicare program as well as beneficiaries. Providers used to be reimbursed for
most telehealth services at a lower facility rate—Ilike the reimbursement for
providers who deliver care in hospital outpatient departments, rather than the
higher rate for office-based services. The rationale for this disparity was that the
delivery of telehealth largely resulted in lower practice expenses than in-person
care. However, with the onset of the pandemic, Medicare began reimbursing all
telehealth services, including audio-only visits, at parity with in-person care,
and many state Medicaid agencies and private payers followed suit.

Provider reimbursement rates go a long way toward shaping cost effectiveness.
Telehealth is less likely to be cost effective if its services are paid at parity with
in-person visits. On the other hand, if payments for telehealth visits are too
low, providers could stop delivering these services. Higher reimbursement rates
also can result in increases in out-of-pocket spending for beneficiaries. Some
stakeholders worry that individually paying for virtual interactions (e.g. phone
calls, portal messages) using a fee-for-service model makes it less likely the
technology will be cost-effective; value-based payment models may be better
suited to reimburse virtual interactions, especially since health systems during
the pandemic are seeing steady increases in the use of secure email and phone
calls as a percent of total outpatient visits. !

One question is the degree to which access to telehealth services substitutes
for in-person care. That is, do patients have both telehealth and in-person visits
for the same complaint, increasing the overall volume of health services, or

do they simply replace their in-person visit with a telehealth visit? Because

of telehealth’s ability to make care more accessible, the Congressional Budget
Office (CBO) has historically projected that expansions in telehealth will
increase health care spending; however, an individual’s clinical condition as
well as how virtual care is being used by a provider are both key factors in
determining the balance of substitutive versus additive care."”

BPC’S RESPONSE

The temporary policy changes to expand telehealth, and the increased
utilization that resulted, raise a series of questions about whether policymakers
should make these changes permanent. What types of services should remain
accessible via telehealth beyond the PHE? Under what circumstances? And how
should reimbursement work?

The Bipartisan Policy Center began an extensive effort in April 2021 to develop
evidence-based federal policy for the effective use of telehealth beyond the PHE.
To study the issue and develop recommendations, BPC pursued a multipronged
approach that included:



« A targeted literature review of more than 200 documents, including peer-
reviewed articles and published government and industry reports;

« A Medicare fee-for-service analysis of telehealth utilization data before and
during the pandemic;

« Almost two dozen in-depth stakeholder interviews with providers, provider
associations, payers, federal agencies, technology leaders, consumer
advocates, and policy experts;

- A national consumer survey on telehealth usage; and

« An expert digital health advisory group to help inform policy
recommendations.

BPC assessed telehealth’s impact on patient access to care and analyzed

quality, outcomes, and cost. We also balanced often competing goals to develop
recommendations for the Medicare program. For example, valuing beneficiaries’
access to care can directly affect overall utilization; conversely, maintaining a
high bar on quality care can present barriers to broadly expanding access.

BPC’S FINDINGS

Policymakers and health care experts emphasize the need to systematically
examine the impact of telehealth utilization in normal—that is, non-PHE—
times. More research will help providers and policymakers identify which
telehealth interventions provide positive health benefits for patients, versus
those which have little-to-no clinical value. Nevertheless, the dramatic
increase in telehealth usage during the pandemic has proved instructive,
and policymakers should draw lessons and take certain steps based on

that experience.

For starters, Congress and the Biden administration should extend most of the
telehealth flexibilities for Medicare beneficiaries for two years after the end of
the PHE, and formally evaluate their impact. Researchers should evaluate the
benefits of hybrid (in-person and virtual) care models for primary and specialty
care, including for which conditions and specialties it is most effective, further
evaluate full telehealth flexibilities in the context of value-based payment
models, and rigorously assess the quality of audio-only care.

Throughout this report, BPC recommends targeted adjustments to the current
telehealth flexibilities; all recommended changes are in response to emerging
evidence on benefits versus risks and to stakeholder concerns. This approach
would enable beneficiaries to maintain their access to telehealth services while
minimizing risks to patients and the Medicare program, as well as provide time
for policymakers to continue to review and assess the evidence.

BPC believes the administration and Congress should maintain access to
telehealth for Medicare beneficiaries regardless of their location or medical
diagnosis. This will ensure that equitable access to health care continues across


https://bipartisanpolicy.org/report/future-of-telehealth/

populations with different conditions. Telehealth policies should also include
strong protections to ensure that beneficiaries understand their telehealth
benefits, that they are protected against misuse that could undermine the
quality of their care, and that their health information is private and secure.
This protection includes requiring providers to see patients in-person or having
the ability to send patients to in-person care when necessary.

Providers participating in value-based payment models have the financial
incentive to use telehealth only when it is cost effective; as a result, they

are incentivized to adopt higher-value uses of telehealth in their practices.
Providers in Alternative Payment Models (APMs) with two-sided risk should
have maximum flexibility to use telehealth with their patients—including the
flexibility to use audio-only visits and establish virtual-first relationships with
specialists. Medicare already allows flexibility for providers participating in
APMs to bill for telehealth services, and the Center for Medicare and Medicaid
Innovation (CMMI) should allow current telehealth flexibilities in all new
models where providers are participating in two-sided risk.

After the onset of COVID-19, telehealth was essential in maintaining
beneficiaries’ access to services. Importantly, primary care composed about
39% of telehealth visits in the first three quarters of 2021, while primary

and behavioral health care combined made up about two-thirds of telehealth
visits for the study population during that period.?° BPC recommends that
telehealth access to primary care and behavioral health services continue
with minor adjustments post-PHE. While tele-behavioral health access

is permanently authorized beyond the PHE, tele-primary care is not and

will end with the current temporary flexibilities. Additionally, if further
evaluation supports it, CMS could consider limiting other tele-specialty care
to existing patient-provider relationships, except for rural areas and providers
participating in APMs.

The pandemic underscored the critical importance of internet connectivity

for people needing to access work, school, or health care, among other things.
People who live in rural or frontier communities without sufficient broadband,
or who cannot afford or use the technology needed for video visits, should
continue to have access to audio-only services; however, this access comes with
new risks to quality and costs.

In 2021, almost 1 in 5 telehealth services were delivered to Medicare
beneficiaries via telephone, and this figure was likely an underestimate because
of provider miscoding.?"?2 BPC interviewed several primary care providers
serving predominately vulnerable populations who expressed concern with the
quality and efficacy of audio-only visits for new patients. Once the PHE ends,
policymakers should place new restrictions on audio-only services, including
requiring that providers should deliver care only over the phone for patients
with whom they have an existing treatment relationship. The decision for a
phone visit should be patient-directed, not the result of a provider limitation.


https://bipartisanpolicy.org/report/future-of-telehealth/

The Consolidated Appropriations Act of 2021 made access to telemental health
services for Medicare beneficiaries permanent. However, the legislation also
included a provision that required beneficiaries to see their provider in-person
at least six months before accessing the telehealth benefit. There is much
evidence to support the effectiveness of telemental health services. Congress
should eliminate the requirement for in-person visits for telemental health
services, which creates an undue burden on those who cannot access behavioral
health providers in-person.

Finally, Medicare should leverage its current process to refine reimbursement
rates for telehealth after the PHE to better reflect the effort and expenses for
the type of care delivered. The more Medicare pays, the higher the beneficiary
out-of-pocket spending for telehealth services. Policymakers should end broad
payment parity between telehealth and in-person care, which may help retain
telehealth providers participating in Medicare, but which also may overpay
such providers relative to their costs.

BPC makes the following recommendations:

RECOMMENDATIONS

Section I: Foundational

Ensure Equitable Access to Care
» Congress should amend Section 1834(m) of the Social Security Act to
permanently remove geographic restrictions for telehealth and to include
the home of an individual, or wherever the patient is located, in the list of
authorized originating sites.

» Congress should permanently authorize FQHCs and RHCs to serve as
distant sites by amending Section 1834(m) of the Social Security Act.

» Congress should incorporate audio-only telehealth services into the
definition of telehealth. Beyond that, the secretary of HHS should limit
audio-only services to beneficiaries with established patient-provider
relationships.

« Congress should make HHS’s 1135 temporary waiver authority
permanent for future public health emergencies as well as extend HHS'’s
current authorities for two years post PHE.

Ensure Benefit Transparency and Consumer Protections
for Telehealth Services

e CMS should ensure telehealth benefits are clearly communicated to
beneficiaries, including services appropriate to be delivered via telehealth,
and consented to by the beneficiary. Audio-only visits should always be
patient-initiated.



CMS should require providers delivering telehealth services to have the
capacity to deliver services in-person, or else ensure that beneficiaries
have the option to schedule in-person visits with local providers within a
reasonable timeframe.

CMS should distinguish between traditional and fully virtual providers in
Medicare, either via a new modifier, provider category or another approach
determined appropriate by the secretary, to evaluate cost and quality
outcomes of these providers.

HHS'’s Office of Civil Rights (OCR) should resume enforcement of penalties
on providers for noncompliance with HIPAA rules for technology use.

OCR has already informed providers that oversight will resume at the

end of the PHE.

HHS'’s Office of the Inspector General (OIG) should resume enforcement
of cost-sharing expectations for beneficiaries’ telehealth and audio-only
visits, which OIG halted during the pandemic, and inform providers and
beneficiaries that this oversight will resume.

CMS should monitor the appropriate use of virtual check-ins versus
telehealth appointments and consider aligning current reimbursement
policy regarding virtual check-ins with telehealth services.

Strengthen Fraud, Waste, and Abuse (FWA) Protections

Congress should ensure OIG and CMS have sufficient funding to
modernize capabilities and proactively track FWA for telehealth and
audio-only services.

CMS should require audits of outlier providers who are delivering a high
volume of high-cost durable medical equipment (DME) and high-cost
laboratory tests via telehealth or for other services determined by the
secretary to be prone to fraud, waste, or abuse.

CMS should require all high-cost DME and high-cost laboratory tests be
ordered in the context of established patient-provider relationships, except
for providers participating in APMs with two-sided risk.

Incentivize Provider Participation in Value-Based Care

CMS should permanently maintain all telehealth and audio-only
flexibilities for providers participating in APMs with two-sided risk
arrangements, including using audio-only visits and establishing virtual-
first relationships with specialists.

Improve Data Quality for Future Policymaking

CMS should develop additional guidance for the billing of telehealth and
audio-only services to ensure appropriate coding, billing uniformity, and
improved data quality.

CMS should assign a medical specialty to advanced-practice nurses and
physician assistants to appropriately differentiate primary and
specialty care.

1
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» CMS should prohibit “incident to” billing by any provider who can bill
Medicare directly.

Right-Size Reimbursement for Telehealth Services Post-PHE

« CMS should leverage its current process to determine appropriate
reimbursement for video-based telehealth and audio-only services. Post-
PHE, telehealth visits will likely be paid as a fraction of in-person visits.
CMS should also implement a differential payment between audio-only and
video visits.

Section ll: Behavioral Health
Refine Existing In-Person Visit and Established Patient Requirements
» Congress should repeal in-person visit requirements for telemental

health services.

« CMS should implement established patient requirements for audio-only
behavioral health services. Beneficiaries should be allowed to establish a
patient-provider relationship via video for behavioral health services.

Continue to Evaluate Controlled Substance Prescribing

- For non-hospice, non-cancer patients, CMS should require an in-person
examination by the prescriber or a colleague in the same practice for the
specific issue before prescribing opiate pain medications or other substances
determined by the secretary to be prone to abuse.

« Congress should require HHS to complete a formal evaluation of controlled
substance prescribing behavior via telehealth, including medications for
opioid use disorder (MOUD).

Section lll: Primary Care

Extend Access to Tele-Primary Care Services for Two Years Post-PHE

» Congress should grant waiver authority to HHS to extend access to tele-
primary care services for Medicare beneficiaries for two years after the
end of the PHE and require the Medicare Payment Advisory Commission
(MedPAC) to complete a formal evaluation of the effect on access, quality,
patient outcomes, and cost.

Refine Access to Audio-Only Tele-Primary Care Services
« CMS should implement established patient requirements for tele-primary
care audio-only services.

Evaluate Reimbursement for Tele-Primary Care Services Post-PHE and
Test New Payment Models

« CMS should continue to evaluate whether telehealth reimbursement for
FQHCs and RHCs is adequate to ensure they continue to use telehealth in a
way that best serves vulnerable populations.

«  CMMI should use lessons learned from current Medicare demonstrations to
inform new models that incorporate virtual care services.



Section IV: Other Specialty Services

Refine Access to Other Tele-Specialty Services

Congress should grant waiver authority to HHS to extend access for tele-
specialty services to Medicare beneficiaries for two years after the end of the
PHE and require MedPAC to complete a formal evaluation of the effect on
access, quality, patient outcomes, and cost.

Congress should allow newly eligible health care professionals, such as
physical therapists, occupational therapists, speech-language pathologists,
and audiologists, to continue to bill for telehealth services during the
two-year extension period, and HHS should evaluate the cost and quality
outcomes of their services before allowing them to bill Medicare directly on
a permanent basis.

If further evaluation supports it, CMS should consider implementing
established patient requirements for other tele-specialty care, except
for beneficiaries living in rural and frontier areas, and for providers
participating in APMs with two-sided risk.

CMS should limit audio-only visits for specialty services to rural and frontier
areas, non-rural beneficiaries with attested access barriers to video visits,
and for providers participating in APMs with two-sided risk.

CMS should permanently expand asynchronous (store-and-forward) services
beyond virtual check-ins, and Alaska and Hawaii demonstrations for
Medicare beneficiaries.

13



Introduction

During the COVID-19 federal public health emergency, Congress and HHS
temporarily expanded coverage of telehealth, giving providers broad flexibility
to deliver health care services via two-way video or by telephone. Hospitals,
physicians, and other providers responded by rapidly adopting telehealth to
provide continued access to medical care for their patients, ensuring their
reduced exposure to COVID-19.

Many of the telehealth flexibilities are temporary and linked to the federal
PHE, which began January 27, 2020.2% The Biden administration has thus

far renewed the PHE through October 15, 2022, and it might extend it

again through January 2023. The Consolidated Appropriations Act of 2022
(P.L.117-103) extended several telehealth provisions for an additional 151 days
(approximately five months) beyond the end of the PHE.*

The extension, however, gives policymakers limited runway post-PHE to
determine Medicare beneficiaries’ long-term access to telehealth services.
Unless Congress acts, pre-pandemic telehealth restrictions will be reinstated,
and Medicare beneficiaries could face a sudden loss of access to most virtual
care services—a phenomenon often referred to as the telehealth cliff.

Additionally, continued uncertainty over permanent telehealth coverage,

as well as disparate federal and state policies, harm telehealth’s long-term
sustainability, as more providers may opt to proceed with caution. Providers
will only undertake the investment in video-based telehealth technology and
the necessary staff training if they believe they will be able to recoup that
investment over time.

Against this backdrop, the Bipartisan Policy Center undertook an extensive
effort in April 2021 to develop evidence-based federal policy for the effective use
of telehealth services beyond the public health crisis brought on by COVID-19.
BPC developed a multipronged approach (see Figure 1), which included:

« A targeted literature review assessing more than 200 documents, including
peer-reviewed articles and published government and industry reports;

« A Medicare fee-for-service analysis of telehealth utilization data before and
during the COVID-19 pandemic;

« Almost two dozen in-depth stakeholder interviews with providers, provider
associations, payers, federal agencies, technology leaders, consumer
advocates, and policy experts;

» A national consumer experience survey on telehealth use; and

« The creation of an expert digital health advisory group to provide guidance
on policy recommendations.


https://www.congress.gov/bill/117th-congress/house-bill/2471/text
https://bipartisanpolicy.org/report/future-of-telehealth/
https://bipartisanpolicy.org/press-release/telehealth-survey/

Figure 1: BPC’s Evidence-Based Policy Approach
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Evaluations of telehealth’s impact on equitable access to care and on quality,
cost, and patient outcomes will continue to inform federal telehealth policy

in the years to come. Congress recently required the compiling of several
reports, to be delivered by June 15, 2023, evaluating telehealth flexibilities.?
First, MedPAC, an independent congressional agency that advises Congress on
Medicare payment policy, must conduct a study on the expansion of telehealth
services, including the effects on utilization, expenditures, quality, and access
to care. Second, OIG must evaluate program integrity risks associated with
Medicare telehealth services. Finally, the HHS secretary must make Medicare
telehealth claims data publicly available on a quarterly basis beginning July 1,
2022, including data on utilization and beneficiary characteristics.

BPC'’s current work examines the evidence to date and offers recommendations
for permanent telehealth policy changes where the evidence exists, as well as
recommendations for areas of continued flexibility and analysis. This report is
divided into five areas:

« An overview of the current evidence regarding telehealth’s impact on
equitable access to care and on quality of care, patient outcomes, and cost

+ Recommendations for broad, foundational telehealth policies that affect
access to telehealth services across the health care delivery system

« Areview of the current mental health and substance use service
flexibilities and recommendations for further refinement

« An assessment of the critical importance of tele-primary care services
during the pandemic and recommendations for continued flexibility

« A summary of tele-specialty care during the pandemic and
recommendations for new guardrails beyond the PHE
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It is important to note that throughout our interviews, stakeholders
highlighted significant concerns regarding the effects of interstate licensure
and broadband access for rural and frontier areas on telehealth’s future. BPC
has released several reports over the past year that include recommendations
on these key topics. In November 2021, BPC released What Eliminating Barriers
to Interstate Telehealth Taught Us During the Pandemic, which provided options to
the Medicare program to further accelerate the recognition of provider licenses
across states. In April 2022, BPC released The Impact of COVID-19 on the Rural
Health Landscape, which described the challenges surrounding rural health care
access and care delivery during the pandemic and highlighted, among other
things, recommendations regarding the equitable expansion of broadband. As a
result, licensure and broadband expansion recommendations are not included
as part of this report.

BPC urges Congress and the secretary of HHS to extend the existing telehealth
flexibilities for Medicare beneficiaries for two years after the end of the PHE,
with a few exceptions, while further evaluating their impact. We believe the
approach outlined in this report would enable beneficiaries to maintain access
to telehealth services while minimizing risks to patients and the Medicare
program and allow sufficient time post-PHE to assess effectiveness.


https://bipartisanpolicy.org/explainer/eliminating-telehealth-barriers/
https://bipartisanpolicy.org/explainer/eliminating-telehealth-barriers/
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2022/05/BPC-Medicare-Rural-EmerHsp_R02.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2022/05/BPC-Medicare-Rural-EmerHsp_R02.pdf
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Teleheath Landscape

Since the beginning of the COVID-19 pandemic in 2020, temporary telehealth
flexibilities greatly expanded the coverage of virtual services for Medicare
beneficiaries — for the first time they were allowed to receive care virtually no
matter where they lived in the United States.

The unprecedented expansion of telehealth was meant to retain people’s access
to services, to the extent possible, as in-person care plummeted because of stay-
at-home orders and public fear about contracting the virus. This dramatic policy
shift generated a series of policy questions about whether certain flexibilities
should remain permanently available to beneficiaries. These questions included
what types of services should remain accessible via telehealth and

the specific circumstances or clinical areas where patients would benefit

from access to telehealth, by what modality, and how beneficiaries’ care

should be reimbursed.

MedPAC and other experts have said that permanent telehealth policy changes
are ill-advised until more research is undertaken on telehealth’s effectiveness
and costs. Policymakers have also expressed concerns that telehealth could

be overused without appropriate oversight and could result in lower quality
care for Medicare beneficiaries. Additionally, overuse and abuse of telehealth
services could unnecessarily increase government expenditures on Medicare.

Over the past year and a half, BPC performed an evidence-based evaluation of
telehealth’s impact on equitable access to care and on quality of care, patient
outcomes, and cost. The work contained in this report synthesizes findings

17
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from across the available published literature, an independent Medicare data
analysis, and in-depth interviews with stakeholders and digital health experts,
as well as a national consumer experience survey on telehealth use.

BPC contracted with Ananya Health Solutions to conduct a longitudinal,
descriptive analysis of telehealth utilization and spending for Medicare fee-
for-service beneficiaries across 2019, 2020, and the first three quarters of 2021.
The analysis focused on outpatient visits that could be delivered via telehealth
across behavioral health, primary care, and specialty care, and it characterized
telehealth utilization by beneficiary and other characteristics. The study also
included an analysis of potential spending effects on the Medicare program
associated with extending certain telehealth flexibilities once the PHE ends.
For the complete methodology and findings of BPC’s Medicare data analysis,
see Medicare Telehealth Utilization and Spending Impacts 2019-2021.

The following section summarizes permanent, as well as pandemic-related,
telehealth policies, and synthesizes myriad evidence on telehealth’s impact

on access to care, quality, clinical outcomes, and cost. It is important to note,
however, that telehealth is an area of active research and evidence continues to
evolve. For example, the Patient-Centered Outcomes Research Institute (PCORI)
made up to $50 million available last month to fund studies to determine the
comparative clinical effectiveness of different approaches to telehealth to best
treat patients with multiple chronic conditions.?®

It is also important to acknowledge that while the findings below are
categorized by telehealth’s impact on access and on quality, patient outcomes,
and cost, the evidence across these outcomes and associated trade-offs has been
considered for the development of BPC’s recommendations. For example, BPC
in places recommends policies that value access to care over expected increases
in utilization, but in other instances the importance of maintaining quality
care outweighs the importance of broad access. In addition, we cite examples
where costs to the Medicare program overshadow the benefits of continuing
certain telehealth flexibilities beyond the PHE.

PERMANENT TELEHEALTH POLICY

Before the COVID-19 pandemic, telehealth services were mostly authorized on a
permanent basis for those living in rural areas. Patients were also, for the most
part, required to receive telehealth services at an “originating site”—meaning
they had to travel to a provider’s office or local hospital to receive their virtual
care. Treating providers delivering care from a “distant site” were reimbursed for
their services. Originating site providers were reimbursed separately for hosting
the interaction.

Since 2003, CMS has leveraged a regulatory process to evaluate telehealth
benefits and determine coverage of telehealth services for Medicare
beneficiaries. CMS provides the public with the opportunity to submit requests
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to add or delete telehealth services and coverage, and payment decisions are
communicated annually through CMS’s Physician Fee Schedule rule.?” Services
can be added to the coverage list if they resemble a service already on the
permanent telehealth services list (Category 1), or if there is sufficient evidence
to show that the service can be safely and effectively provided via telehealth
(Category 2). In 2020, CMS added a third category (Category 3) as a temporary
holding place for some of the telehealth services that had been added during
the pandemic. CMS felt more time was needed to gather evidence for telehealth
services identified as having a reasonable likelihood of clinical benefit.
Category 3 services will remain available until the end of 2023. Before the PHE,
CMS approved 118 services that could be delivered via telehealth; this increased
to 264 services during the pandemic.?®

Telehealth services were authorized beyond rural areas before the pandemic
for a limited set of services, including stroke care, home dialysis, substance use
disorder, and mental health treatment.

Telestroke qualified for Medicare reimbursement outside of rural areas through
the Furthering Access to Stroke Telemedicine (FAST) Act, which passed as

part of the Bipartisan Budget Act of 2018 (P.L.115-123) and went into effect on
January 1, 2019.2>3° Strong evidence supports the use of telestroke, especially
because the therapeutic window to treat stroke is so short and neurologists

are in short supply in rural and many other communities.?"3233 The Bipartisan
Budget Act also allowed patients on home dialysis to choose to have their
monthly clinical assessments via telehealth.

The SUPPORT for Patients and Communities Act (P.L. 115-271) exempted
substance use disorder and co-occurring mental health disorders from specific
telehealth requirements under Medicare, such as geographic and site of service
restrictions.?* The SUPPORT Act, which took effect on July 1, 2019, allowed
eligible Medicare beneficiaries to begin receiving substance use disorder
treatment services in the home via telehealth.®

The last major extension of permanent telehealth flexibilities was for
telemental health services with passage of the Consolidated Appropriations

Act of 2021 (P.L.116-260).3¢ Telemental health has a robust evidence base—
numerous studies have documented its effectiveness and comparability to
in-person care. It allowed Medicare beneficiaries, beyond those in rural areas, to
receive mental health treatment via telehealth after the COVID-19 emergency
period ends. Congress included a requirement that patients be seen by their
provider in-person before and while accessing telemental health services.

Additionally, in 2019, Medicare began paying for virtual check-ins for all
established patients (not just rural). These are brief, five- to 10-minute, patient-
initiated phone calls or video chats to see whether patients need to make an
office visit. Patients must verbally consent to virtual check-ins and they can
be initiated via a portal message or email to a provider; to be reimbursed, the
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visits cannot relate to a prior visit within the past seven days with the same
provider or lead to another visit within the next 24 hours, or soonest available
appointment.” Virtual check-ins can also allow providers to review recorded
video or images from established patients, and they can follow-up with the
patient within 24 hours.

COVID-19 PHE-RELATED
TELEHEALTH FLEXIBILITIES

Congress acted quickly after the onset of the pandemic to expand access to
telehealth services through the Coronavirus Preparedness and Response
Supplemental Appropriations Act of 2020 (P.L.116-123) and the Coronavirus
Aid, Relief, and Economic Security Act of 2020 (also known as the CARES Act)
(P.L.116-136).%8%

The CARES Act temporarily waived requirements for distant site providers,
allowing FQHCs and RHCs to act as treating providers. Before the pandemic,
FQHCs and RHCs were only considered originating site providers for telehealth,
meaning they could host patients who were receiving telehealth services

onsite from other providers, but they were not able to act as treating (distant
site) providers.

The secretary of HHS issued temporary blanket waivers, based on new
waiver authority included in the Coronavirus Preparedness and Response
Supplemental Appropriations Act of 2020.° Temporary changes to telehealth
policy included:

- Lifting geographic and site of service requirements, which allowed all
beneficiaries, regardless of medical condition, to access telehealth services
from their homes.

« The addition of 146 new telehealth codes to the list of Medicare approved
telehealth services.

- Reimbursement of all telehealth visits at parity with in-person services.

- Allowing all health professionals eligible to bill Medicare to deliver
telehealth services (e.g., social workers, physical therapists, speech language
pathologists, occupational therapists)

« Providing flexibility for health care providers to reduce or waive beneficiary
cost-sharing requirements.

- Waiving Medicare licensure requirements, secondary to the state
licensure laws.

- Implementing HIPAA enforcement flexibility to permit providers to use any
common non-HIPAA compliant technology platform (e.g., Zoom, FaceTime,
Google Meet) for telehealth services.
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- Expansion of audio-only (telephone) visits for certain services, such as office
visits and behavioral health services.

- Waiving audits to ensure the patient had an established relationship with a
provider before receiving telehealth services.

Dramatic changes to telehealth policy during the pandemic paved the way

for an unprecedented utilization of telehealth services. Telehealth accounted
for less than 1% of outpatient services before the pandemic; by April 2020,
telehealth claims peaked at more than 32% of Medicare claims before leveling
off to between 13% and 17% by July 2021.4

Fully virtual telehealth providers did not bill traditional Medicare fee-
for-service before the PHE because a patient’s home was not considered

an originating site. However, with the new pandemic-related telehealth
flexibilities, fully-virtual, providers were able to begin billing Medicare directly.
Importantly, it is currently not possible when using Medicare claims data to
distinguish between fully virtual providers and brick-and-mortar providers
who deliver telehealth services.*? Stakeholders have raised the question
whether the former should be identified through a new modifier or as a new
provider type to be able to assess their quality.

ACCESS TO CARE

With the new flexibilities brought on by the pandemic, a broad swath of
providers in rural and urban areas adopted telehealth technologies, creating
many new access points to care for Medicare beneficiaries.*>** Before the
pandemic, telehealth sought to expand health care access in rural settings

by linking patients to providers in urban hubs. However, its use during the
pandemic demonstrated that telehealth has the potential to improve access to
care in both rural and urban settings.

Indeed, urban and suburban areas saw higher telehealth visits per 1,000 people
compared with telehealth visit rates in non-metro areas in 2020 and 2021.%
The digital divide—the gap between populations who have access to modern
information and communication technologies and those who do not—may be
contributing to higher telehealth uptake in urban areas, although broadband
challenges exist in urban areas as well. However, researchers have also found
that rural residents may value in-person connection and care rooted in the
community more than their urban counterparts—Ileading to a preference for
in-person care when it is available.*®

Despite declines in telehealth utilization in 2021, its use still far exceeded pre-
pandemic levels. In the first year of the pandemic, 44% of continuously enrolled
Medicare fee-for-service beneficiaries had a telehealth visit, accounting for
more than 45 million visits.*” Although this number declined in the first three
quarters of 2021, 28% of beneficiaries still had at least one telehealth visit
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(see Figure 2).® Telehealth utilization remained high in comparison to 2019
when less than 1% of beneficiaries had a telehealth visit. Analyses have found
that the monthly volume of evaluation and management telehealth services
plateaued between 8.5% and 9.5% of visits by the fourth quarter of 2021.° These
data show that a significant proportion of beneficiaries continue to rely on
telehealth services to access care.

Figure 2: Medicare Beneficiaries’ Total Outpatient Visits and Percent

Telehealth, 2019-20215°

Telehealth utilization peaked in the second quarter of 2020 and remains higher than pre-
pandemic levels, although total visit rates were lower in 2020 than in 2019.
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The last two years highlighted the ways telehealth can help patients overcome
obstacles to getting care. Travel times, provider availability, and inability to
miss workdays are often barriers to getting needed health care.>! Access to
telehealth can help alleviate some of these barriers for Medicare beneficiaries.
For example, one Ohio medical system found that their patients traveled

12.2 million fewer miles from March 2020 to July 2020 due to telehealth




availability.5? Black patients were more likely to complete follow-up visits

after their discharge from the hospital when they had access to telehealth;
completion rates for these patients increased by 18 percentage points between
January 2020 and June 2020.% In addition, many studies have shown that
patients miss fewer telehealth appointments and have significantly fewer
cancellations across service types.> 55565758 Ag g result, telehealth has the
potential to improve patient continuity of care by increasing the likelihood that
they will continue to see their provider and attend scheduled appointments. *°

Telehealth may help address inequities in health care access and outcomes.
Evidence demonstrates that racial and ethnic minorities, low-income

earners, and individuals with chronic conditions face difficulties accessing
care, regardless of where they live.?° These impediments can include
appointment availability, mobility issues, an inability to miss work, or to secure
transportation. The COVID-19 pandemic highlighted both gaps in access to
care and disparities in outcomes. For example, minority populations have
experienced higher COVID-19 mortality rates than have white populations.

Telehealth may increase access to care for communities of color and other
marginalized groups. Although not all studies have found disparities in
telehealth utilization by race and ethnicity, many have. According to CMS data,
58% of Black beneficiaries and 64% of Hispanic beneficiaries had a telehealth
visit between March 1, 2020, and February 28, 2021, compared with 51% of
white beneficiaries.®! Notably, survey data from the Pew Research Center found
that Black respondents were most likely to report using telehealth during the
pandemic. Patients living in the most disadvantaged neighborhoods were also
more likely to utilize telehealth after Medicare coverage waivers were enacted.®?
These data indicate that leveraging telehealth to deliver appropriate care has
the potential to reduce health care disparities. BPC’s Medicare data analysis
also found that telehealth visit rates for American Indian/Alaska Native, Black/
African American, and Hispanic groups exceeded the overall telehealth visit
rates per 1,000 beneficiaries at the national level.®®* However, some researchers
note that it is difficult to ascertain whether differences in telehealth utilization
by sociodemographic characteristics are a reflection of digital access barriers or
pandemic-related shelter-in-place orders and physical distancing preferences.®*

Providing access to behavioral health services can also have an impact on
health equity for populations with limited access to these providers. Often
characterized as the “second pandemic,” COVID-19 exacerbated and fueled a
mental health crisis in the United States. Approximately 4 in 10 adults reported
symptoms of anxiety and depression in January 2021—nearly four times as
many as before the pandemic started, while more than a quarter of young
adults and 22% of essential workers reported suicidal thoughts.%

Access to tele-behavioral health services can address problems associated with
the paucity of behavioral health providers and help patients overcome the
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stigma related with these services, especially in rural, tight knit communities. In
2021, more than one-third of Americans (37%) were living in areas experiencing
shortages of mental health professionals.®® Without access to telehealth, many
beneficiaries may lack the ability to see a behavioral health provider. Compared
to other telehealth services, tele-behavioral health utilization did not see
significant reductions in 2021. Notably, tele-behavioral health visits accounted
for between 40% and 50% of behavioral health

visits in 2021.5”

Since the pandemic’s onset, CMS has reimbursed for audio-only services,
which are telehealth services without live video, allowing beneficiaries with
technology-related barriers to access care. Payment was limited for audio-only
visits across payers before the pandemic, but coverage of these visits was one of
the most common COVID-19 temporary telehealth policy expansions. At least
29 state Medicaid programs now reimburse the modality permanently in some
way (e.g., sometimes only for mental health or case management).®® A RAND
analysis of health centers in California found that although audio-only visits
were the leading telehealth modality for primary care and behavioral health
services throughout the pandemic, in-person visits were more common than
audio-only visits for primary care.®® In other words, vulnerable populations who
seek care at health centers may be more likely to rely on audio-only services, but
they still tend to use in-person care, rather than telehealth, for certain services.

Older, rural, poorer, and minority populations have been more likely to rely on
audio-only services during the pandemic because they are disproportionately
affected by barriers to telehealth services.”’ Additionally, there is evidence

that network providers underinvest in lower-income communities (often
communities of color), excluding them from broadband service—a practice
known as digital redlining.”* Studies show that among telehealth users, Black
and Latino patients, along with those with lower incomes, had significantly
diminished access to video services.”> Moreover, patients with limited English
proficiency were less likely to participate in video visits—potentially pointing
to digital literacy issues or a cultural preference for in-person care.”

Stakeholders noted that access to audio-only services was critical for residents
without broadband and for patients who had difficulty accessing and using
video. Some stakeholders indicated that community mental health centers

in rural areas advocate for the continued use of audio-only services, given
technical barriers to video and in-person services. However, providers have
raised concerns about the limitations of audio-only visits that occur outside of
an existing patient-provider relationship.

Although the administration has allowed permanent coverage for audio-only
services when it is used to provide behavioral health services, the use of this
modality for other health care services is still being debated. Recognizing
that access to audio-only services could help alleviate health inequities,
policymakers will have to balance access for patients who may not have other
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options with the potential to create a two-tiered system where some have
access to higher quality, face-to-face interventions and others can only access
health care via audio.™

QUALITY OF CARE AND
PATIENT OUTCOMES

Early evidence suggests that services delivered via telehealth are largely
equivalent to in-person care for the management of chronic diseases,
behavioral health, and video-based physical therapy and rehabilitation,
although variations do exist.”>”®”” Limited and mixed evidence points to the
need for additional analyses on clinical outcomes, especially in the years
following the PHE. Future policy will need to rely on specific studies that
can generate rigorous evidence of telehealth’s impact on clinical quality and
outcomes related to services and conditions.

Behavioral Health

Studies evaluating tele-behavioral health versus in-person care generally
showed that the two modalities produced similar outcomes for certain
conditions. Meta-analyses found that telehealth produced equivalent outcomes
(symptom reduction) compared with in-person care (for PTSD, ADHD, major
depressive disorder, and autism), although there were variations in outcomes
related to psychiatric conditions. For example, PTSD treatment administered
via video did not result in significantly different symptom severity in the
short-term compared with in-person care, but worse outcomes were reported

at three-to-six-month follow-ups compared with in-person care. The opposite
was true for depressive symptoms.”® Virtual consultations for psychiatric
conditions delivered to nursing home residents showed that consultations were
comparable to in-person assessments.”®

Evidence suggests that receiving behavioral health services via audio-only does
not diminish quality of the patient-provider interactions. Studies comparing in-
person and video services to audio-only services for behavioral health revealed
evidence that the modes produced few differences in terms of therapeutic
alliance, disclosure, empathy, attentiveness, or participation. However,
although audio-only therapy sessions produced similar outcomes, they were
significantly shorter than those conducted face-to-face. Nearly half (47%) of
audio-only sessions were less than 30 minutes, compared with 7.4% of face-to-
face sessions.®°

Research specific to substance use disorder (SUD) and telehealth utilization
has continued to increase during the pandemic. A 2022 study looking at FQHC
patients found that telehealth flexibilities were effective in retaining patient
access to MOUD and that the patients were able to transition to telehealth
without any obstacles.® A rapid review of evidence from 17 randomized
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controlled trials found uncertain evidence that telehealth is similar to in-
person care for SUD outcomes—but limited evidence suggested some added
benefit of incorporating telehealth visits with usual substance use care.®? A
review by HHS’s Substance Abuse and Mental Health Services Administration
(SAMHSA) found strong evidence to support medication-assisted treatment for
opioid use disorder using a hybrid telehealth and in-person approach.®

Primary Care

Studies evaluating the effectiveness of tele-primary care services have produced
mixed results. Overall, patients and providers are overwhelmingly satisfied
with tele-primary care. However, quality of care across conditions, such as
chronic disease and infection management, was inconsistent. In the primary
care setting, online health exams, in combination with other virtual tools,
improved the effectiveness of primary prevention by motivating patients to
change unhealthy behaviors compared with standard in-person care.? Studies
included a variety of interventions, making it more difficult to ascertain the
value of online health exams alone.

One study found that tele-primary care was associated with increased

use of acute care visits, including emergency department (ED) visits and
hospitalizations. This could indicate that telehealth may not substitute for
in-person services. However, researchers noted that these findings may be due
to deferred or reduced access to routine care during the pandemic—
worsening acuity.®

The impact on quality of care varied across conditions, with quality defined
differently across studies. Most studies considered only clinical outcomes
(including quality of life) and patient satisfaction as measures of quality. One
study found that telehealth was more effective than the usual, in-person care
at controlling glycemic index for diabetes patients but was similar to in-person
care for controlling body mass index and total cholesterol.® Studies evaluating
telehealth use for wound care and infectious diseases produced inconsistent
findings, but showed that telehealth generally led to positive outcomes for
healing and fewer amputations.®” One study conducted on patients with

cold symptoms evaluated whether providers adhered to standards based on
specialty societies’ lists of recommendations of tests and treatments that may
be unnecessary. Researchers found no significant differences in guideline
adherence for antibiotic prescribing for sinusitis between telehealth and
in-person visits.%®

Specialty Services

The evidence for clinical outcomes associated with specialty services provided
via telehealth varied based on condition and provider type. Although studies
evaluating a variety of specialties and diagnoses will shape future policy, the
volume of studies assessing physical therapy and cardiology services delivered
via telehealth was the highest. A BPC analysis of Medicare data found that after
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primary care and behavioral health, telehealth visits for cardiology services
were the largest in order of magnitude.®’

Physical therapy and rehabilitation provided via telehealth produced equivalent
or better outcomes than in-person visits (physical function, quality of life,
reduced pain, and psychological and social functioning).® Tele-rehabilitation
was shown to be beneficial, cost effective, and satisfactory for patients

with multiple sclerosis: A systematic literature review found no significant
differences in primary outcomes between patients who received clinic
rehabilitation and home tele-rehabilitation.” However, researchers noted that
more research is required to evaluate long-term effects.

Studies focused on cardiology found that telehealth interventions, including
synchronous video visits and online coaching, reduced cardiovascular

disease incidence compared with usual care.®? Another meta-analysis found
that telehealth reduced systolic blood pressure and improved quality of life
compared with usual, in-person care. However, researchers found no significant
differences in body mass index.” Systematic reviews revealed that telehealth
combined with in-person care significantly reduced in-hospital mortality for
patients with acute myocardial infarction.*

Patient and Provider Satisfaction

BPC'’s literature review showed high levels of patient and provider satisfaction
with telehealth. One systematic review used system experience, information-
sharing, consumer focus, and overall satisfaction as measures of patient
satisfaction and found high levels of satisfaction across all these dimensions.*
Other studies used access, timeliness, appropriateness, effectiveness, and safety
as measures for patient satisfaction.

People living in rural areas were generally satisfied with telehealth as a mode of
health care delivery. However, the current evidence base lacks clarity in terms
of how satisfaction was defined for these studies. Researchers did find high
levels of satisfaction across the following domains for telepsychiatry services:
audio-visual quality of videoconferencing; accessibility of a service in one’s
local health care center; time and cost savings for patients; patient comfort in
participating in telehealth; technical support; and operations and usability of
telehealth technology.*®

Medicare beneficiaries who use telepsychiatry tended to be very satisfied
(95%) across multiple domains, including convenience, comfort, and overall
visit. However, a lower percentage (76%) said they were very satisfied with the
technical quality of the visit.””

Patient satisfaction was high across a variety of conditions and specialties. A
survey conducted by BPC and Social Sciences Research Solutions found that

94% of adults (18+) who had a telehealth visit were satisfied with the quality

of their care (Figure 3), with 80% of respondents saying they were likely to
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use telehealth again.®® Multiple studies showed particularly high levels of
satisfaction for mental health services delivered by telehealth.”® For chronic
conditions, studies found that most patients were satisfied with their telehealth
visit.!°° One study found that although there was no overall difference in
patient satisfaction between in-person and virtual physical therapy, patients
reported higher satisfaction when they achieved treatment goals in-person.!

Across specialties, studies highlighted a need for providers to build a rapport
with their patients. Providers can accomplish this by stressing that telehealth
can produce comparable outcomes to in-person care; presenting telehealth in
positive terms rather than as a second-tier option to in-person care; conveying
the partnership and collaboration with the patient; and working closely with
support staff.!°?

Provider satisfaction related to telehealth was also high. One meta-analysis
found no differences in surgeon satisfaction for orthopedic assessments
evaluating pain and function delivered via telehealth versus in-person.'®
Another study found that more than 90% of clinicians were satisfied with
sound and video quality.’**

However, many providers have shifted services back to the office, possibly
because they perceive the quality of telehealth experience as suboptimal.
One-quarter of clinicians said they believed that the patient experience of a
video consultation was worse than a face-to-face appointment.’°® The share of
physicians offering both telehealth and in-person services—but recommending
in-person services when possible —increased by 13 percentage points between
July 2020 and April 2021.1°¢

Some studies showed that while telehealth was well accepted by most patients,
some did prefer face-to-face consultations and showed resistance to video
consultations.!°® Through surveys and in-depth interviews, researchers found
that telehealth was less suitable for physical examinations or situations where
the diagnosis was unknown.'°°



Figure 3: Telehealth and Patient Satisfaction, 2021'%7
Nearly all respondents were satisfied with their telehealth visit.

THINKING OF YOU OR YOUR DEPENDENT'S MOST RECEMNT
TELEHEALTH VISIT, HOW SATISFIED WERE YOU WITH THE QUALITY
OF CARE YOU RECEIVED?

W Wery satisfied W Somewhat satisfied ™ Somewhat unsatisfied W Very unsatisfied
% Satisfied

Total with telehealth visit % “
Medicare 64% 3% 2k “

COST IMPACT

A key attraction of telehealth for federal and state governments, private health
plans, and employers has been the potential for cost savings. Many have
recognized the possibility to replace in-person visits with less expensive virtual
visits, or to better manage conditions via telemedicine and avoid costly ED
visits or inpatient stays.

Multiple factors contribute to the overall cost effectiveness of telehealth
services, including the overall reimbursement rate (payer payment plus
patient cost sharing), the degree to which telehealth creates new utilization,
the ability of telehealth to replace or substitute for in-person care, and its
impact on patient outcomes and downstream costs. The combination of these
inputs ultimately determines overall cost effectiveness. Additional evidence
on telehealth’s impact on short and long-term patient outcomes is needed for a
complete cost-effectiveness assessment.

Each factor is described in greater detail below.

Reimbursement Rate

The payer reimbursement rate is a key factor in cost effectiveness. Telehealth is
less likely to be cost effective if it is paid at parity with in-person visits, which
is Medicare’s current policy for most providers during the PHE. If telehealth

is reimbursed at a lower rate than an equivalent in-person visit, as was done
before the pandemic, greater utilization would be less likely to contribute to an
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overall spending increase. Said differently, if telehealth services are
reimbursed at a lower rate, it is more likely to offset any cost increases
from increased utilization.

Before the pandemic, most telehealth services were paid under the Medicare
Physician Fee Schedule at a lower facility rate. This was the rate used to pay
providers delivering care in facilities, such as hospital outpatient departments.
Medicare used the facility rate rather than the higher rate for reimbursing
office-based providers because it presumed the expenses associated with
delivering telehealth services were lower.

As authorized by the COVID relief packages, CMS’s payment policy quickly
changed at the beginning of the pandemic to incentivize providers’ use of
telehealth. Medicare began reimbursing most telehealth services, including
audio-only visits, at parity with in-person care; many state Medicaid agencies
and private payers followed suit. These changes to payment policy were
temporary and important for maintaining access to services during the
pandemic. Long-term, however, payment parity can have major implications for
the cost effectiveness of telehealth services.

Notably, several national payers continue to pay for telehealth services in
Medicare Advantage and commercial plans at parity with in-person visits two
and a half years into the pandemic, even though they are not required to do so.
Half of all states have enacted laws that require payment parity for telehealth
services (an increase from 10 in 2019); 18 states require payment parity across
all payers.!'*"! Massachusetts requires payment parity only for behavioral
health services.!? This change represents a huge shift in states’ post-pandemic
telehealth policy, as many states previously required insurers to cover
telehealth services but did not stipulate payment parity.'®

Parity also has implications for beneficiaries’ out-of-pocket spending. In 2019,
Medicare spent less than S1 per month on telehealth services; in 2020 and
the first three quarters of 2021, spending on telehealth rose to around $12 per
beneficiary per month.'* As the value of a telehealth visit increases (if being
reimbursed at parity), beneficiaries are responsible for a higher dollar figure
through co-insurance. As a result, Medicare beneficiaries have been paying
more out-of-pocket for telehealth visits during the PHE.

Because telehealth services tend to be shorter, include fewer diagnostic
services, and can involve fewer support staff than in-person visits, there are
questions regarding the appropriate level of reimbursement.'”> In many cases
health systems can provide telehealth services at a lower cost (i.e., providers
can work from home or in lower cost facilities). However, many providers
and provider associations have been vocal that certain offsets to providing
telehealth services, such as the need for technology platforms and IT staff,
as well as the complexity of delivering multiple care modalities, must also be
accounted for when developing telehealth service reimbursement rates.
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Convenience and New Utilization

The degree to which the convenience of virtual care boosts usage also has a big
impact on the cost effectiveness of telehealth. Conditions such as rashes and
colds are common, and most patients with these ailments do not get care. On
the other hand, acute conditions such as stroke or heart attacks, for which most
people already receive treatment, are less prone to increased utilization.!®

The CBO and MedPAC have expressed concern that expanded coverage for
telehealth may increase spending by raising the overall use of care.'*”!8 Multiple
studies have shown that the convenience of telehealth increases utilization.

A commercial claims data analysis (2011-2013) found that 12% of direct-to-
consumer (fully virtual provider) telehealth visits replaced visits to other
providers, and 88% represented new utilization. Net annual spending on acute
respiratory illness increased $45 per telehealth user.!® A subsequent analysis
using data from a large, commercial payer for the 2016-2019 period found that
patients who made initial visits for acute respiratory infection were more likely
to obtain follow-up care within seven days after direct-to-consumer provider
telehealth visits (10.3%) than after in-person visits (5.9%). In both settings,
approximately 90% of patients did not obtain additional care.*?°

However, an increase in utilization is not intrinsically problematic; instead,
it can represent new, appropriate access to services. For example, telehealth
played an outsized role in more new patients receiving behavioral health

services during the pandemic.'?! These patients may have gone untreated before.

Substitution Effect

An important factor in analyzing the cost effectiveness and value of telehealth
is its ability to replace or substitute for in-person care. Are telehealth visits
adding to the volume of overall services, or are they having a substitution
effect, whereby a person has a telehealth visit and does not return in-person
for the same complaint? Or, for example, are virtual visits substituting for
costlier emergency room stays? If telehealth services have a substitution effect,
coverage of telehealth services could reduce federal spending. But if telehealth
services are used in addition to in-person care, coverage would increase
Medicare spending.

The survey conducted by BPC and Social Sciences Research Solutions in August
2021 suggested that access to telehealth may have kept some people out of

the ED.?2 About 1in 7 people (14%) who used telehealth said they would have
sought care in an ED or at urgent care if telehealth was not available, and more
than half of those people had their primary health issue resolved.!?> The same
survey showed that a majority of respondents (63%) said their telehealth visits
were for a preventive service, routine visit for chronic illness, such as diabetes,
or for prescription refills.

A study compared downstream effects for in-person versus telehealth visits
using Blue Cross Blue Shield of Michigan claims data from 2011 to 2017: It
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found that it was more common for patients to schedule related visits within
30 days if their episode of care was initiated via a telehealth visit rather than
an in-person visit. Researchers also found that in episodes where patients had a
related visit, the mean number of visits was higher for episodes of care initiated
via a telehealth visit.!?

A retrospective cohort study looked at the impact of telehealth on urgent and
non-urgent care for seniors who were affiliated with a health system (2015-
2019). It concluded that telehealth encounters were successful in resolving
urgent and non-emergent needs in approximately 85% of cases. When visits
required follow-up, more than 95% were resolved in less than three visits for
both telehealth and in-person cohorts. Results suggested that when telehealth
is used in the context of a health system that has access to a patient’s clinical
record, telehealth can be an effective alternative to in-person care without
increasing downstream utilization.!?

More recent data suggest that telehealth is more likely to be additive if

used by patients for acute versus chronic conditions. Researchers looked at
telehealth utilization from 2019 to the end of 2020 for 41 million commercially
insured adults. They said that patients with acute conditions who had an
initial telehealth visit were slightly more likely to have a follow-up encounter,
emergency room visit, or inpatient admission, compared with those who had an
in-person visit. However, patients with chronic conditions who had an initial
telehealth visit were as or less likely to need follow-up care than those with an
initial in-person visit.'2®

Telehealth visits are also more likely to be additive versus substitutive if they
are positioned as a triage tool where most patients still get an in-person follow-
up visit.'?” This has implications for how health systems and commercial
payers, many of whom maintain their own virtual platforms for beneficiaries,
design virtual options. Telehealth visits have been found to be more cost
effective if used for individuals with high clinical needs (such as nursing home
residents) because telehealth has an increased ability to offset costly hospital
stays. For example, a 2014 study of nursing home residents indicated that
coverage of on-call telehealth physicians after-hours could generate substantial
savings by deterring costly ED and inpatient stays.!?®

Last, fee-for-service reimbursement for individual digital interactions with
patients (e.g., portal messages, phone calls for medical advice) may also make
it less likely the technology will be cost effective.'?® If providers begin billing
for patient interactions that were previously not billed for separately, such as a
phone call to communicate lab or test results, the care will be additive.



Impact on Patient Outcomes and
Downstream Utilization

The impact of telehealth services on longer-term clinical outcomes also has
implications for the cost effectiveness of the benefit. For example, telehealth
services have the potential to reduce downstream utilization by allowing more-
frequent, convenient touchpoints with providers to better monitor and control
beneficiaries’ chronic conditions.

Before the pandemic, there was considerable uncertainty around the likely
utilization rates for telehealth services and their downstream effects. The
CBO and other entities did not have extensive data to help them project how
expanding telehealth coverage would affect federal spending in Medicare.
One study using data from more than 35,000 patients in an Accountable Care
Organization (ACO) between 2014 and 2017 found that the use of virtual visits
reduced in-person services by 33% but increased total visits (virtual plus in-
person visits) by 80% over 1.5 years. Although the use of virtual visits reduced
in-person visits soon after registering with the program, the effect did not
endure beyond a year.!*°

Given the broad telehealth flexibilities afforded during the pandemic, formal
evaluations of future spending in the Medicare population are expected to
emerge. In most evaluations of telehealth, cost effectiveness is either not
included or the data are poor. Additionally, when available, cost effectiveness
has been largely evaluated in academic literature by condition. Therefore,

for most conditions, there is limited published evidence to confirm whether
the delivery of those services via telehealth is a cost-effective alternative to
standard, in-person care with some exceptions—one being telestroke.

The cost effectiveness of telestroke care compared to usual post-stroke care

is well documented and discussed in greater detail in a recent BPC report,
Leveraging Digital Technology to Enable a More Equitable Distribution of the Health
Care Workforce.*> Telestroke is the use of telehealth specifically for stroke care;
it allows physicians at tertiary care centers, often vascular neurologists, to
evaluate and remotely treat stroke patients in the emergency room. This model
bypasses the need to urgently transfer suspected stroke patients to larger
regional hospitals, which takes time and limits the efficacy of treatment. A
study of more than 150,000 patients treated for stroke found that individuals
who received care at hospitals with telestroke capacity had higher rates of
reperfusion treatment, which restores blood flow to blocked arteries, and lower
30-day mortality compared with those treated in hospitals without telestroke.!3?
The gains were greatest in smaller hospitals in rural areas.

33


https://bipartisanpolicy.org/report/leveraging-digital-technology-to-enable-a-more-equitable-distribution-of-the-health-care-workforce/
https://bipartisanpolicy.org/report/leveraging-digital-technology-to-enable-a-more-equitable-distribution-of-the-health-care-workforce/

34

y o

—

Recommendations and Rationale

SECTION I: FOUNDATIONAL

Ovutlined below are policies that cut across service types and strengthen
the delivery of telehealth services overall. Recommendations pertain to
both statutory changes as well as regulatory policies aimed at the Biden
administration. Given that technology issues are ever-changing, BPC’s
telehealth recommendations largely defer to the secretary of HHS as
appropriate.

Ensure Equitable Access to Care

To ensure continued, equitable access to care, Congress should:

+ Amend Section 1834(m) of the Social Security Act to permanently
remove geographic restrictions for telehealth and to include the
home of an individual, or wherever the patient is located, in the list of
authorized originating sites.

« Permanently authorize FQHCs and RHCs to serve as distant sites by
amending Section 1834(m) of the Social Security Act.



- Incorporate audio-only telehealth services into the definition of
telehealth. Beyond that, the secretary of HHS should limit audio-
only services to beneficiaries with established patient-provider
relationships.

+ Make HHS's 1135 temporary waiver authority permanent for future
public health emergencies, as well as extend HHS’s current flexibilities
for two years post PHE.

To ensure more equitable access to health care across populations, the
administration and Congress should continue to maintain access to
telehealth for Medicare beneficiaries regardless of where they live or their
medical diagnosis. Beneficiaries encounter barriers to accessing care across
geographic settings—for example, mobility issues or an inability to secure
transportation. Telehealth access has the potential to address inequities and
improve outcomes for all groups. Although some stakeholders believe telehealth
services should be limited to select patient populations or health conditions,
most stakeholders interviewed by BPC supported broad, equitable access to
the benefit. To this end, BPC supports several foundational telehealth policy
changes that Congress should make to ensure continued, equitable access to
care for all Medicare beneficiaries.

BPC recommends Congress permanently remove geographic and site of
service (originating site) restrictions for telehealth and include the home of
an individual, or wherever the patient is located, in the list of authorized
originating sites. All Medicare beneficiaries, regardless of where they live in the
United States or their medical diagnosis, gained access to telehealth services
during the pandemic. Although rural areas were the initial use case for
telehealth services in Medicare, COVID-19 flexibilities resulted in a complete
flip of the paradigm. As of 2021, the closer a Medicare beneficiary lived to a
metro center, the more likely he or she was to use telehealth services (see
Figure 4)'%, In 2020 and the first three-quarters of 2021, telehealth visit rates
were highest for Medicare beneficiaries living in large metro and large

fringe metro areas.

Stakeholders highlighted the importance of allowing all Medicare beneficiaries
to access routine care from their homes during the height of the pandemic

to keep the public safe and to limit the community spread of COVID-19.
Stakeholders also largely agreed that even beyond the pandemic, accessing care
from home was an important benefit for patients. The opportunity to deliver
care to people in their homes allowed some providers interviewed to deliver
services to people in farming communities who had never accessed behavioral
health services before due to stigma. Given the convenience, issues of stigma,
patient mobility, and access, stakeholders strongly supported continuing to
allow beneficiaries to access care from home beyond the PHE. BPC recommends
Congress permanently include the home of the individual, or wherever the
patient is located, in the list of authorized originating sites.
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Figure 4: Telehealth Visits per 1,000 Medicare Beneficiaries by
Urbanicity, 2019-2021"34

Utilization of telehealth was directly, inversely related to a beneficiary’s distance from
an urban center.
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Congress should also amend Section 1834(m) of the Social Security Act to
ensure that FQHCs and RHCs permanently qualify as distant site providers for
telehealth beyond the expiration of the PHE. CMS has developed workarounds
regarding regulations (e.g., CMS included a new interpretation of audio-only
and live video telemental health services provided by FQHCs and RHCs in

the 2022 Physician Fee Schedule final rule). However, the most effective fix
would be a legislative change to ensure these providers are permanently able

to receive reimbursement for telehealth services. Because these providers
disproportionately serve at-risk populations, in particular a large number of
racial and ethnic minorities, their exclusion from telehealth reimbursement
would exacerbate inequities in access to telehealth services in the United States.

In addition, BPC recommends that Congress permanently incorporate audio-
only telehealth services into the definition of telehealth. Audio-only telehealth
services, while more limited in their clinical utility, continue to be critical for a
subset of vulnerable Medicare beneficiaries who lack broadband access or face
technology barriers. Recently, CMS clarified that states can make Medicaid
audio-only telehealth permanent beyond the PHE and receive federal matching
funds for these services. '*°



However, as is described further in this report, BPC also recommends that
HHS adopt additional restrictions on audio-only services, such as strictly
limiting them to established patient-provider relationships. Although most
stakeholders supported audio-only services at the height of the pandemic,
questions remained whether such services should continue unrestricted for all
beneficiaries beyond the PHE. Stakeholders raised concerns over the quality of
these services, their overuse, and their susceptibility to fraud.

For a complete description of BPC’s recommended approach to established
patient and in-person visit requirements by type of care delivered and modality
(two-way video or audio-only), see the Appendix.

Additionally, Congress should make HHS’s authority to issue temporary
waivers during a PHE permanent. Congress gave HHS authority under Section
1135 of the Social Security Act to waive telehealth restrictions, but only during
the COVID-19 pandemic. Extending the secretary’s authority permanently
during public health emergencies, including the initiation or sunsetting of
waivers, would give the secretary the flexibility to respond to emerging risks
and help HHS prepare for the next PHE.

Lastly, Congress should allow the department to extend the current
telehealth flexibilities an additional two years beyond the current PHE, as is
recommended later in this report for the continuation of primary care and
specialty services. (Behavioral health services have already been extended on
a permanent basis.) A two-year extension would allow the agency to test the
current telehealth flexibilities outside of a PHE and generate the evidence
needed to inform permanent telehealth policy.

The Advancing Telehealth Beyond COVID-19 Act (H.R.4040) is bipartisan
legislation that passed in the House in July 2022 and extends telehealth
flexibilities through December 31, 2024. The CBO estimated H.R.4040’s
extension of the current telehealth flexibilities would cost Medicare $1.45
billion for one year.!3

Ensure Benefit Transparency and Consumer
Protections for Telehealth Services

To guarantee benefit transparency and consumer
protections, HHS should:

« Ensure telehealth benefits are clearly communicated to beneficiaries,
appropriate to be delivered via telehealth, and consented to by the
beneficiary. Audio-only visits should always be patient-initiated.

« Require providers delivering telehealth services to have the capacity
to deliver in-person services or else ensure that beneficiaries have
the option to schedule in-person visits with local providers within a
reasonable timeframe.
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« Distinguish between traditional and fully virtual providers in
Medicare, either via a new modifier, provider category, or another
approach determined appropriate by the secretary, in order to evaluate
cost and quality outcomes.

« Resume enforcement of penalties on providers for noncompliance
with HIPAA rules for technology use. HHS’s OCR has already informed
providers that oversight will resume at the end of the PHE.

+ Resume enforcement of cost-sharing expectations for beneficiaries’
telehealth and audio-only visits, which OIG halted during the
pandemic, and inform providers and beneficiaries this activity will
resume.

« Monitor the appropriate use of virtual check-ins versus telehealth
appointments and consider aligning current reimbursement policy
regarding virtual check-ins with telehealth services.

Telehealth policies should place a high value on consumer protections.
Consumers must understand their telehealth benefits and be protected against
possible misuses of telehealth that could undermine the quality of patient care.
The virtual nature and convenience of telehealth, and the resulting electronic
exchange of health information, also make this type of health care vulnerable
to data security breaches. To limit security risks, policies must ensure that
personal health information is private and secure.

To begin, CMS should clearly communicate telehealth benefits to Medicare
beneficiaries, including through the Medicare.gov website and printed benefit
information. CMS’s 2023 Physician Fee Schedule Proposed Rule proposes
making delivery of telehealth services part of the Physician Compare Finder
tool on Medicare’s website. CMS should ensure services delivered via telehealth
are appropriate and consented to by the patient—never delivered via telehealth
for the convenience of the provider. Telehealth visits should always be patient-
initiated to shield beneficiaries from harm, as reimbursement for these services
requires patients to pay coinsurance. If a provider intends to bill a patient or
the patient’s health plan for an audio-only telehealth service, the provider must
obtain patient consent for the billing in advance of the service being delivered.
Providers delivering telehealth should attest that services are delivered in line
with these requirements, and HHS should conduct provider audits.

CMS should require providers delivering telehealth services to have the
capacity to provide services in-person, or else be able to refer beneficiaries to
providers who can deliver in-person services within a reasonable timeframe,
to be determined by the secretary. Such a requirement would provide a critical
consumer protection to ensure that fully virtual providers can facilitate the
transition of a patient to an available in-person treatment provider, when
necessary. We know that some subset of beneficiaries who access virtual care
will require in-person care, either urgently or as a follow-up appointment.
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BPC recommends that CMS develop an approach to ensure providers delivering
virtual services have the protocols in place to transition patients to in-person
services within a reasonable timeframe when they need to see a provider
in-person. This should, minimally, be done for beneficiaries with urgent or
emergent conditions. One option would be to require fully virtual providers

on the front-end to sign formal agreements with local providers to whom they
can refer patients. Another option would be for fully virtual providers to have

a robust care management solution in place that helps connect beneficiaries

to services in their area, as needed. Ultimately, CMS will have to develop a way
to identify and monitor fully virtual providers to ensure they are appropriately
connecting beneficiaries to in-person care.

Members of Congress from both parties have expressed support for similar
recommendations requiring providers delivering telemental health services

to have the ability to either deliver the services in-person or to refer the
patient to in-person services.’*” Although the draft legislative language applies
specifically to telemental health services, instituting a similar guardrail for
all telehealth services would ensure that the beneficiary’s preference, and not
the provider’s convenience, determines whether the service is provided via
telehealth or in-person.

Interestingly, several fully virtual providers have moved to partner with local
providers this past year. In July 2022, Amazon announced plans to acquire One
Medical, an innovative, membership-based primary care practice, to expand
into a hybrid digital and in-person platform (the company later announced they
were shutting down Amazon Care, their primary care telehealth startup).!®
Also, telehealth company Amwell is working with CVS Health to roll out the
retail drugstore’s new virtual primary care services.'®

To develop policy with respect to fully virtual providers, HHS must be able

to distinguish between traditional and fully virtual providers operating in
Medicare through the claims data. Before beneficiaries gained broad access to
telehealth services from home, fully virtual providers did not have the option
to bill Medicare. Now, with broadened telehealth flexibilities in place (which
BPC advocates remain for an additional two years’ post-PHE), BPC recommends
that HHS determine the most appropriate way to identify these providers.
This could be accomplished via a new modifier, provider category, or another
approach determined appropriate by the secretary. It will be important to
understand the impact of fully virtual providers on beneficiaries’ care across
services and the Medicare program. The secretary should determine specific
requirements, such as whether to cap the percentage of visits a provider can
deliver via telehealth before being considered a virtual provider.

HIPAA is designed to protect patient data and is another important consumer
protection. During the public health emergency, HHS’s OCR issued guidance
on when to waive sanctions and penalties for providers who were in
noncompliance with the HIPAA privacy rule. This waiver was intended to
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encourage telehealth uptake by allowing providers who were not in compliance
with HIPAA to use communications apps with their patients. Given the wide
availability of affordable HIPAA-compliant technologies, OCR should reinstate
the HIPAA requirements following the end of the PHE, as they have already
proposed to do. Popular video platforms such as Zoom and Skype now have
HIPAA-compliant offerings that did not exist at the outset of the pandemic.

In June 2022, OCR issued guidance on how providers could deliver audio-only
telehealth services in a way that is consistent with HIPAA requirements.*°

Also, OIG should begin re-enforcing cost-sharing expectations for beneficiaries’
telehealth and audio-only visits and issue guidance giving notice to providers.
OIG previously suspended enforcing certain anti-kickback provisions for

the duration of the pandemic. However, as evidenced by BPC’s Medicare

data analysis, beneficiaries continued to be charged copays and coinsurance
for telehealth services received. As telehealth utilization increased at the
beginning of the pandemic, and as services were reimbursed at parity with
in-person visits, Medicare beneficiaries have been paying higher out-of-pocket
costs for telehealth visits. Out-of-pocket spending went from 0.02% of the total
paid for telehealth services, to 2.0% of the total in 2020, and to 1.8% in 2021.!%
Additionally, reinstating out-of-pocket costs for telehealth has the potential

to deter overuse, because beneficiaries will themselves evaluate the value of a
service delivered virtually.

Last, CMS should monitor the appropriate use of virtual check-ins versus
telehealth visits beyond the PHE. For established patients, it is unclear how
many providers would opt to schedule virtual check-ins given the existing
telehealth flexibilities, especially around audio-only telehealth. Additionally,
CMS should also consider aligning the current payment protections in place for
virtual check-ins to the reimbursement of telehealth services, for the protection
of double payment. As described earlier in the report, virtual check-ins were
established by Medicare before the pandemic—these are brief, 5- to 10-minute,
patient-initiated phone calls or video chats with providers. Consumer advocates
interviewed for this report raised concerns that patients could face two copays
if an initial telehealth visit cannot resolve the concern and becomes an in-
person visit. To mitigate this risk, CMS should consider adopting the same
policy of denying payment for a telehealth visit if it is for the same medical
issue as a medical visit within the previous seven days, or if it leads to a visit for
the same issue within the next 24 hours, with the same provider.

Strengthen Fraud, Waste, and Abuse Protections
To strengthen FWA protections, Congress and the administration should:
- Ensure that OIG and CMS have sufficient funding to modernize

their capabilities and proactively track FWA for telehealth and
audio-only services.
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« Require audits of outlier providers delivering a high volume of high-
cost DME and high-cost laboratory tests via telehealth or for other
services determined by the HHS secretary to be prone to fraud,
waste, or abuse.

« Require all high-cost DME and high-cost laboratory tests be ordered
in the context of established patient-provider relationships, except for
providers participating in APMs with two-sided risk.

High-cost DME and lab tests have been targets of fraud during the COVID-19
pandemic. In July 2022, OIG released a new fraud alert to caution providers
about telehealth arrangements due to the rise of fraud and kickback schemes.!*?
These schemes involved telemedicine companies paying practitioners in
exchange for prescribing medically unnecessary services to patients, such

as DME, genetic testing, wound care items, or prescription medications (in
violation of the federal anti-kickback statute).!*3

In 2019, the U.S. Department of Justice found that fraudsters paid clinicians
to order and bill Medicare for unnecessary DME and lab tests via telehealth,
costing the Medicare program more than $1.2 billion.*** OIG clarified that
the perpetrators did not bill for sham telehealth visits, but that they billed
fraudulently for other items or services, such as DME and genetic tests.'>

Congress must ensure that OIG and CMS have sufficient funding to modernize
their capabilities and proactively track FWA for telehealth and audio-only
services. BPC interviewed major commercial insurers about how their best
practices involving FWA evolved over the course of the pandemic to better
monitor telehealth and audio-only claims. Several mentioned reviewing
claims on the front end to identify suspicious activity before payment, as well
as creating alerts within their rule-based and AI analytic models to detect
fraud. An OIG report released in September 2021 found major gaps in state
Medicaid agencies’ evaluation and oversight of tele-behavioral health services,
such as their lacking monitoring and oversight specific to telehealth.!¢ Clear
opportunities exist to strengthen FWA monitoring for telehealth across both
state and federal programs.

Additionally, CMS should require audits of outlier providers delivering a
large volume of high-cost DME and laboratory tests via telehealth or for other
services prone to fraud, waste, or abuse. For example, if claims data indicate
that a provider delivering telehealth prescribed over a certain threshold, an
audit would be triggered. HHS should also require all high-cost DME and
laboratory tests be ordered in the context of established patient-provider
relationships, except for providers participating in two-sided risk APMs. In
2020 and the first three quarters of 2021, approximately 95% of tele-primary
care visits were in the context of established patient relationships.*’
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To the extent possible, targeted policies should seek to safeguard against costly
fraud without creating barriers to necessary care. Provider-directed guardrails
intended to mitigate telehealth waste, fraud, and abuse will uncover potentially
fraudulent activity without limiting consumer access to care.

Incentivize Provider Participation
in Value-Based Care

To incentivize provider participation in value-based care,
the administration should:

« Permanently maintain all current telehealth and audio-only
flexibilities for providers participating in APMs with two-sided risk
arrangements, including using audio-only visits and establishing
virtual-first relationships with specialists.

Adoption of value-based payment models has increased substantially over

the past decade across Medicaid, Medicare, and commercial contracts.
COVID-19 reinforced strong interest in value-based payments, given the
limited ability of fee-for-service reimbursement to support providers during
the pandemic. Additionally, in a value-based health care system, providers can
invest their resources in ways they believe will produce the best clinical and
quality outcomes. Because APMs require providers to assume some financial
risk, providers have a reason to be efficient and incentive to use telehealth
appropriately.

In 2018, researchers found that hospitals participating in ACOs and bundled
payment risk arrangements were more likely to provide telehealth services.!*®
These APMs encourage organizations to use resources in an efficient manner.
By 2030, CMS expects that all beneficiaries in traditional Medicare will be
treated by a provider participating in a value-based model with accountability
for quality and total cost of care.'*

During the pandemic, providers participating in value-based payment
arrangements were better positioned to leverage other revenue sources (e.g.,
shared savings, monthly capitated payments) for financial stability. A cohort
study of Medicare Advantage enrollees reported that telehealth use rose faster
and reached higher absolute levels during the pandemic among patients
attributed to primary care organizations participating in advanced value-based
payment models; this was despite fee-for-service organizations facing the
strongest near-term financial incentive to increase telehealth utilization.'*®
Organizations participating in APMs had already developed new capabilities
as a part of their transition (e.g., care management staff, more robust data
infrastructures) and were able to modify or redeploy those capabilities for the
care reforms needed during the pandemic.

Before the COVID-19 PHE, CMS granted clinicians in certain APMs additional
flexibility to bill for telehealth services. CMMI has statutory authority to waive



most of Medicare’s statutory requirements to test APMs. Benefits for this
flexibility include using telehealth as a carrot to incentivize fee-for-service
providers to move further down the APM continuum.

Over the last decade, providers participating in value-based payment models
had fewer Medicare beneficiaries from underserved and rural communities in
their care, and CMMI has committed to addressing barriers to participation
for providers serving a high proportion of those two populations. Telehealth
flexibilities could be positioned, alongside a suite of other financial incentives,
to entice providers into value-based payment.

Recognizing the financial incentives that APM providers face, as well as

the additional flexibility already afforded to these providers, stakeholders
interviewed by BPC broadly agreed that providers participating in two-sided
risk arrangements should permanently maintain all current telehealth and
audio-only flexibilities. This would include the flexibility to deliver audio-only
telehealth services to beneficiaries across all services and the ability

to establish virtual-first relationships with specialists (meaning, specialists
are able to start treatment relationships virtually with new, as well as
established, patients).

Improve Data Quality for Future Policymaking

To improve data quality for evidence-based policymaking, CMS should:

« Develop additional guidance for the billing of telehealth and audio-
only services to ensure appropriate coding and billing uniformity.

« Assign amedical specialty to advanced practice nurses and physician
assistants to appropriately differentiate primary and specialty care.

« Prohibit “incident to” billing by any provider who can bill Medicare
directly.

MedPAC’s March 2022 report to Congress recommended that HHS require
health care organizations to report more information on telehealth use to

help policymakers determine the future of virtual care.!™ To generate reliable
evidence, CMS should work to simplify telehealth billing and educate providers
about billing practices. Providers face myriad billing codes and modifiers when
seeking reimbursement for telehealth services. Given the dramatic increase in
the number of providers delivering telehealth and audio-only services since
the pandemic began, HHS should make every effort to educate providers and
ensure billing accuracy. Guidance for providers should clarify how to navigate
billing Medicare virtual check-ins versus audio-only telehealth visits as the
nation exits the PHE. In CMS’s 2023 Physician Fee Schedule Proposed Rule,
CMS proposes simplifying audio-only services, including by making audio-only
a modifier across all codes.!>?

An additional opportunity to improve claims data for analysis and future
policymaking is to begin differentiating between primary care and medical
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specialties for advanced-practice nurses and physician assistants. Although
this issue is not limited to telehealth services, Medicare categorizes advanced
practice clinicians as primary care providers regardless of their actual
specialty. For example, physician assistants and nurse practitioners in surgical
settings are classified as primary care providers; this may interfere with Health
Professional Shortage Area (HPSA) determinations and workforce needs by
overestimating the number of primary care providers in an area.

The HHS secretary should direct CMS to assign a specialty classification

to these providers.

Last, to help policymakers understand who is delivering video and audio-
only visits and in what quantity, the administration should prohibit “incident
to” billing by any provider who can bill Medicare directly. Incident to billing
refers to a clinician such as a physician assistant billing for services under

a supervising physician, versus under their own identification. MedPAC
previously recommended that Congress require advanced practice nurses and
physician assistant to bill the Medicare program directly and end incident to
billing.’*”® Ending this practice will support research as well as efforts to detect
and investigate fraud. CMS’s 2023 Physician Fee Schedule Proposed Rule
indicates incident to billing will no longer be an option after the PHE.

Right-Size Reimbursement for Telehealth
Services Post-PHE

Following the end of the PHE, CMS should:

« Leverage its current process to determine appropriate reimbursement
for video-based tele health and audio-only services. Post-PHE,
telehealth visits will likely be paid as a fraction of in-person visits. CMS
should also implement a differential payment between audio-only and
video visits.

BPC recommends that CMS leverage its current process using the Medicare
Physician Fee Schedule to determine appropriate reimbursement for video-
based telehealth and audio-only services. The payment schedule varies
according to the service provided and the type of health care provider involved.
We estimate that post-PHE, telehealth visits will be paid as a fraction of
in-person visits.

Since the pandemic, Medicare has reimbursed for two-way video and audio-
only telehealth services at parity to in-person visits for most providers. Paying
for telehealth services at parity can be an important tool for increasing access to
care, especially for behavioral health services during what is arguably a growing
mental health and substance use crisis in the United States. Paying telehealth
services at parity can also help retain providers in network at a time when
many behavioral health providers are outside insurance networks—citing
insufficient reimbursement and complicated paperwork.



However, payers and policymakers are concerned that payment at parity

likely represents a mismatch between provider costs to deliver care and actual
reimbursement rates. On the one hand, providers delivering more virtual
services may benefit from having to maintain less office space, fewer staff, and
less supplies. Also, as mentioned earlier in this report, patients are more likely
to keep and not cancel telehealth appointments. This helps providers operate
with fewer losses and maintain higher margins. On the other hand, increases
in technology spending to support a practice’s growth in virtual care can offset
these cost savings.

Payment parity may also rebalance provider incentives in a way that
discourages providers from offering as many or any in-person health care
services, ultimately limiting consumer access to in-person services over

time. There is anecdotal evidence from several state officials that behavioral
health providers in their states have moved to fully virtual practice during the
pandemic and may not return to in-person care. This is especially of concern in
states where payment parity requirements have been legislated, as is currently
the case in half of states to date.* Providers offering telehealth services
exclusively over a virtual platform could affect the availability of in-person
services and exacerbate disparities for several reasons, including:

- Limited access for patients with technology-related barriers who want in-
person care;

« Decreased continuity of care if patients see different providers through
direct-to-consumer applications;

« Increased difficulty integrating and coordinating behavioral health care and
primary care; and

» Challenges for patients who have complex conditions and need or want to be
seen in-person for their care.

Discontinuing payment parity and offering a lower reimbursement rate for
telehealth will also encourage providers to only use telehealth when clinically
appropriate; this will encourage them to set up proper triage to ensure they are
delivering services in suitable situations. However, too low a reimbursement
may deter providers from utilizing telehealth services, even when they would
be clinically appropriate. Additionally, without payment parity, telehealth has
the potential to create cost savings if it can substitute for in-person services and
direct care out of high-acuity settings.

One consideration CMS will need to address when right-sizing reimbursement
for telehealth services is the difference in costs for fully-virtual telehealth
providers to deliver care compared to providers with blended in-person plus
virtual capabilities.
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Ultimately, patients should have the ability to choose whether they see
their provider in-person or via telehealth. Payment policies should not only
incentivize providers to make an initial investment in telehealth, but also
ensure that providers maintain access for patients who prefer or require in-
person visits. As described earlier in this report, BPC supports policies that
require telehealth providers to have the ability to deliver in-person services
to Medicare beneficiaries or to refer patients to in-person services within a
reasonable timeframe.

BPC'’s analysis of Medicare telehealth utilization included potential spending
effects on the Medicare program associated with extending certain telehealth
flexibilities once the PHE ends. BPC estimated that before the pandemic,
non-facility based average spending for tele-behavioral health services was
approximately 57% of in-person services, for the same service. BPC strongly
recommends that post-PHE, the reimbursement for tele-behavioral health
services remain above pre-pandemic levels, especially given the evidence of
efficacy for tele-behavioral health services as well as the growing need for
these services. However, BPC also recommends that reimbursement for tele-
behavioral health services post-PHE be less than that of in-person care, because
of concerns about risks to the availability of in-person care.

If Medicare were to reimburse for tele-behavioral health services between 75%
and 85% of in-person services, with no additional guardrails, BPC estimates the
Medicare program could expect to spend between $548.4 and $621.5 million

in 2023.%%¢ This would amount to between a $19.84 and $22.48 per beneficiary
per year cost. This spending estimate, as well as those which follow for primary
care and other specialty services, do not factor in any offsets.

BPC estimated that prior to the pandemic, non-facility based average spending
on tele-primary care was approximately 72% of in-person services, for the same
service.'’” Based on utilization and spending analyses, BPC recommends that
post-PHE reimbursement for tele-primary care services also remain above pre-
pandemic levels but below parity with in-person care to maintain appropriate
access to care. If Medicare were to reimburse for tele-primary care services
between 75% and 85% of in-person services, with no additional guardrails, BPC
estimates the Medicare program could expect to spend between $1.003 and
$1.137 billion in 2023.%8 This would amount to between a $36.29 and $41.13 per
beneficiary per year cost.

BPC recommends that for tele-specialty care services that were authorized
before the pandemic, CMS should consider whether it is appropriate to return to
pre-PHE reimbursement levels, with potential adjustments for inflation. If the
Medicare program extends telehealth flexibilities for specialty services between
75% and 85% of parity once the PHE ends, with no additional guardrails, BPC
estimates the Medicare program could expect to spend between $852.9 and
$966.6 million in 2023.'*° This would amount to between a $30.85 and $34.97
per beneficiary per year cost.
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Additionally, BPC strongly recommends Medicare implement a differential
payment between audio-only and video visits. As described earlier in this
report, we do not have sufficient evidence that audio-only visits are of
comparable quality to in-person or video. While the modality should remain a
viable option for individuals with difficulties accessing care, we do not believe
the effort associated with phone visits merits comparable payment. Recently,
researchers found that across 25 different studies of telehealth rates during the
pandemic, audio-only visits ranged from 9% to 98% of the sample.'*° This level
of discrepancy points to not only problematic coding and differences across
patient populations and clinical settings, but also to questions about how
providers are using the modality. Given quality, coding, and fraud concerns,
BPC supports a lower reimbursement for audio-only services than for in-person
and audio/visual telehealth services.

Medicare spending on telehealth remains a small percent of overall spending.
For the outpatient codes BPC examined, telehealth spending was between
1.5% and 3.3% of total spending in 2020 and 2021, and this number is likely
to decline once payment parity is removed. By the third quarter of 2021, tele-
primary care accounted for only 4% of spending on primary care services.!¢!
Notably, 2021 utilization and spending patterns reflect an environment
where payment parity exists for in-person and telehealth services. Without
payment parity, the utilization, and therefore the spending on telehealth,

will likely decline.
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SECTION lI: BEHAVIORAL HEALTH

The behavioral health needs of older adults are often not identified or
adequately addressed. The following recommendations build upon actions
that Congress and the administration have already taken to ensure access
to mental health and substance use services via telehealth for Medicare
beneficiaries.

Refine Existing In-Person Visit and Established
Patient Requirements

To refine access to tele-behavioral health services:

« Congress should repeal in-person visit requirements for telemental
health services.

+ CMS should implement established patient requirements for audio-
only behavioral health services. Patients should be allowed to establish
apatient-provider relationship via video for behavioral health services.

The pandemic exacerbated mental health and substance use issues in the
United States, making patient access to quality, mental health services even
more critical. Approximately 4 in 10 adults reported symptoms of anxiety and
depression in January 2021—nearly four times as many as before the pandemic
started and more than a quarter of young adults, while 22% of essential workers
reported suicidal thoughts.'*> BPC recommends Congress remove the in-person
visit requirements for telemental health services, given the worsening mental
health, wide gaps in access to behavioral health providers nationally, especially
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in rural America, and the large body of evidence showing mental health
services delivered via telehealth are largely comparable to in-person care.!®

In December 2020, Congress passed the Consolidated Appropriations Act

of 2021 (P.L.116-260), which made access to telemental health services for
Medicare beneficiaries permanent.'** The legislation required in-person visits
by mandating that these visits would not be reimbursed if the provider did
not see the patient within the six-month period before the telehealth service
began, as well as during subsequent periods, as determined appropriate by the
HHS secretary.

CMS subsequently finalized the 2022 Physician Fee Schedule rule. The agency
outlined exceptions to the in-person visit requirements, including when the
patient is located at a qualifying originating site in an eligible geographic area
(e.g., a practitioner office in a rural HPSA); if SUD is diagnosed; or the patient
has co-occurring mental health disorders.!®> Additionally, the in-person visit
requirement will not apply for a 12-month period if the patient and practitioner
agree that the benefits of an in-person, non-telehealth service outweigh the
risks and burdens associated with an in-person visit, and if the basis for that
decision is documented in the patient’s medical record. The rule is set to go into
effect five months after the federal PHE ends.

Although BPC welcomes the flexibility and exceptions CMS developed around
the in-person telemental health requirements, current evidence shows that
telemental health visits are generally comparable in quality to in-person
mental health visits for many behavioral health conditions. Evidence that
predates the pandemic, and largely rests on the experience of telepsychiatry
at the Department of Veterans Affairs, has demonstrated that telepsychiatry
videoconferencing is of comparable quality to treatment delivered in person.
Research also suggests that health care costs associated with treatment for
depression did not differ between the virtual and in-person delivery methods
and could be cost effective.!°6167168 [mportantly, the burden of in-person visit
requirements falls disproportionately on those living in rural areas who lack
access to behavioral health providers (see Figure 5), must travel longer distances
for care, or face the stigma of accessing in-person behavioral health services in
small communities.

Bipartisan legislation has been introduced, the Telemental Health Care Access
Act of 2021 (H.R.4058, S. 2061), that eliminates in-person visit requirements
for Medicare coverage to telemental health services.'*® Under this legislation,

beneficiaries would no longer have to have previously received in-person
services, nor would they have to continue to receive in-person services at any
specified interval. Additionally, the Secretary should retain the ability to add
an in-person visit requirement for tele-behavioral health services should new
evidence emerge.
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Figure 5: U.S.

Counties Without Behavioral Health Providers by Urban/Rural Divide, 2015'7°

Psychiatrists Psychologists Psychiatric NPs
Provider/ % of Countries Provider/ % of Counties Provider/ % of Countries

100,000 without 100,000 without 100,000 without

Census division population provider population provider population provider
Overall U.S. 15.6 51 30.0 37 2.1 67
Metropolitan 17.5 27 33.2 19 2.2 42
Non-metropolitan 5.8 65 13.7 47 1.6 81
Micropolitan 7.5 35 16.8 19 2.1 60
Non-core 3.4 80 9.1 61 0.9 91
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BPC also recommends that CMS implement established patient requirements
for all audio-only services following the end of the PHE. While audio-only visits
were an important access point for many during the pandemic, the quality

of audio-only care, especially when rendered outside of an existing patient-
provider relationship, has yet to be adequately studied. Although some audio-
only therapy sessions were found to be clinically effective before the pandemic,
they were significantly shorter than those conducted face-to-face. By 2021,
almost 1in 5 telehealth services were delivered to Medicare beneficiaries

via audio-only.

Continue to Evaluate Controlled
Substance Prescribing

To ensure high-quality treatment for individuals with substance use disorder:

» For non-hospice, non-cancer patients, CMS should require an in-person
examination by the prescriber or a colleague in the same practice for
the specific issue before prescribing opiate pain medications, or other
substances determined by the secretary to be prone to abuse.

« Congress should require HHS to complete a formal evaluation of
controlled substance prescribing behavior via telehealth, including
MOUD.

Since the start of the COVID-19 pandemic, the suspension of the Ryan Haight
Online Pharmacy Consumer Protection Act of 2008 requirements has allowed
qualified MOUD prescribers to initiate buprenorphine treatment for opiate use
disorder via audio-only or audiovisual telehealth visits without first having

an in-person medical exam. This policy change allowed for critical treatment
to continue during the pandemic, especially important given that more than
100,000 people died from an overdose in the 12 months ending April 2021 an
almost 30% increase over the previous year. 72

BPC has previously recommended removing the special licensing
requirement—the Drug Addiction Treatment Act (DATA) 2000 Waiver, or
X Waiver—for health care providers to prescribe buprenorphine.’”? In 2018,




40% of counties in the United States did not have a single provider with an
X-Waiver to prescribe buprenorphine.” BPC’s Opioid Crisis Task Force released
areport in April 2022 that also recommended the Department of Justice use

its existing legal authority to create a special registration for eligible providers
prescribing via telehealth.'”” The Ryan Haight Act called for the U.S. Drug
Enforcement Administration, within the Department of Justice, to create a
special registration through which telemedicine providers could be exempted
from the in-person requirement for prescribing controlled substances. However,
this registry, has yet to have rules promulgated despite the Ryan Haight Act
being passed in 2008. This exemption could expand patient access to treatment
while upholding an enforcement mechanism to limit the overprescribing of
controlled substances.

Payers and providers interviewed for this report supported retaining PHE
flexibilities for MOUD prescribing beyond the PHE. A study found that by
early 2021, half of all veterans who received buprenorphine to treat opioid use
disorder relied on phone visits and the rapid shift to virtual visits since the
start of the pandemic; this option kept people from dropping out of care.”
However, some stakeholders interviewed expressed concerns that accessing
treatment via phone could lead to misuse and overprescribing of controlled
substances. Recent reports have emerged that some venture-backed startups
are taking advantage of looser pandemic rules to prescribe medications such
as Adderall and ketamine.””'”® Others have raised concerns about the growing
availability of weight-loss drugs via telehealth.!”®

When the PHE ends, BPC recommends targeted adjustments to the flexibilities
involving controlled substance prescribing by balancing continued access to
critical services with concerns of misuse. BPC supports CMS’s 2023 Physician
Fee Schedule Proposed Rule to permit the intake of patients into opioid
treatment programs via two-way video telehealth visits, and to allow for intake
via phone only if the technology is unavailable to the beneficiary. As discussed
previously, BPC strongly supports audio-only visits in the context of established
patient-provider relationships. For patients who are not in hospice or receiving
cancer treatment, CMS should require an in-person physical examination by
the prescriber, or a colleague in the same practice, for the specific issue before
prescribing opiate pain medications, or other substances determined by the
secretary to be prone to abuse. This recommendation is in line with the Ryan
Haight Act requirements to have at least one in-person medical evaluation
before a provider can issue a prescription for controlled substances via
telehealth, which will resume at the end of the PHE.

While more research has emerged recently around accessing SUD treatment
via telehealth since the beginning of the pandemic, Congress should request
HHS complete a formal evaluation of controlled substance prescribing behavior
via telehealth, including medications for opioid-use disorder, as an assessment
of the evidence during the pandemic. This evaluation should follow the end
of the PHE declaration to adequately capture what happened with controlled
substance prescribing during the pandemic.
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SECTION lil: PRIMARY CARE

At the beginning of the COVID-19 PHE, telehealth was essential for
maintaining access to services; nearly one-third of all Medicare primary
care visits were provided via telehealth by the second quarter of 2020.'8°
As of late 2021, primary care visits continued to be the largest share of all
telehealth visits for Medicare beneficiaries—representing approximately
39% of telehealth visits in the first three quarters of the year.’®

Extend Access to Tele-Primary Care Services
for Two Years Post-PHE

To support evidence-based policymaking, Congress should:

« Grant waiver authority to HHS to extend access to tele-primary care
services for Medicare beneficiaries for two years following the end of
the PHE and require MedPAC to complete a formal evaluation of the
impact on access, quality, patient outcomes, and cost.

High utilization rates for tele-primary care services during the pandemic,
coupled with a need for additional evidence, warrant an extension of
flexibilities to study the impact of, and to develop best-use cases for, hybrid
models of care. Early studies show that primary care delivered via telehealth
has the potential to create positive outcomes, but additional analyses—
especially in a post-pandemic world—would contribute to the evidence base
and confirm which services and populations are best suited for telehealth.
BPC recommends a two-year extension of access to tele-primary care services
for Medicare beneficiaries to allow researchers and regulators to collect data,
publish findings, and develop permanent policy.
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A two-year extension of primary care flexibilities could also help alleviate
problems associated with the primary care physician shortage, if providers

are able to deliver care across state lines. A recent Primary Care Collaborative
survey showed that nearly 45% of general practitioners saw patients who
experienced worsening chronic conditions because they lacked access to
primary care during the pandemic. Moreover, the United States has more than
7,500 designated shortage areas of primary care health providers.!®? Although
telehealth may not solve underlying shortages, it can help more equitably
distribute the health care workforce by giving patients in shortage areas access
to primary care practitioners.

Virtual visits increased sharply in 2020, but this growth was not enough to
make up for the overall drop in in-person care in the first two years of the
pandemic.’®® In other words, patients may have delayed needed care due to
pandemic precautions even if a virtual option was available. Between the
second quarters of 2019 and 2020, primary care visit rates for Medicare
beneficiaries (including in-person and telehealth services) declined by
approximately 27% (see Figure 6).'** Analyses found that primary care visits
decreased by 21.4% in the second quarter of 2020 compared with average visit
volumes for previous years.!8> However, tele-primary care visits represented
approximately 39% of telehealth visits for Medicare beneficiaries in the first
three quarters of 2021—constituting the largest share of all telehealth visits.!8¢

Figure 6: Medicare Beneficiaries’ Total Primary Care Visits and Percent
Telehealth, 2019-2021 &7

Although tele-primary care use increased sharply in 2020, patients’ telehealth visits were not
enough to make up for the overall drop in total primary care visits (including in-person services) in
the first two years of the pandemic.
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We do not know yet the degree to which telehealth is substitutive (substitutes
for in-person primary care services) or additive (creates additional, unnecessary
utilization)—and the answer will vary depending on the condition being
treated. When developing long-term policies, policymakers must balance

the convenience of telehealth with its potential to create excess utilization

and drive-up Medicare spending. If future research reveals that telehealth

is additive, policymakers can create additional guardrails to protect against
unnecessary use. However, if a significant share of tele-primary care is
substitutive, it could create the potential for cost savings while improving
clinical outcomes and quality.

Tele-primary care utilization rates are not sufficient to make determinations
about telehealth substitutability, especially because they do not show the
clinical context for these visits. Studies conducted during the pandemic,
however, found that telehealth visits were less likely to include common
screenings and assessments, such as blood pressure or cholesterol.!s®
Nevertheless, there was broad consensus among providers BPC spoke to that
patient education and management of chronic conditions could be done
virtually. In conjunction, these data may indicate that tele-primary care
services may not be suitable for all situations and conditions but could provide
value for patients and providers in certain contexts.

Although tele-primary care utilization declined by 5% in 2021 compared with
2020, current available data do not reflect telehealth utilization in a post-
pandemic world.'®® Policymakers and regulators will need additional data to
uncover tele-primary care’s impact on access, quality, equity, patient
outcomes, and cost.

Tele-primary care services during the pandemic were especially critical for
people with chronic conditions. Most tele-primary care visits were for Medicare
beneficiaries with multiple chronic conditions in 2020 and 2021—56% were for
those with five or more chronic conditions.'° Patients with chronic conditions
need more frequent touchpoints with health care providers. Telehealth has

the potential to reduce in-person and ED visits for these individuals, thereby
reducing unnecessary and costly utilization.

However, the cost savings associated with diverting care away from the ED
are not well understood. Additional study is needed to know whether tele-
primary care diverts care away from the ED and urgent care, whether tele-
primary care can effectively substitute for in-person care, and whether an
increase in access to tele-primary care services leads to cost reductions and
similar or improved outcomes.

Providers’ concerns about telehealth quality may be preventing the Medicare
program from realizing telehealth’s full potential. Some physicians chose not to
use telehealth during the pandemic—20% cited concerns about the possibility
of diminished care quality.’** Without further study, outreach, and education,
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physicians may continue to question the impact of telehealth on quality of care,
even though hybrid models could improve outcomes and reduce costs.

Further analysis will help answer the following questions:

«  When can telehealth, in combination with in-person care, improve health
care quality, clinical outcomes, and patient satisfaction?

«  Where can telehealth save money for the health care system (including
downstream impact)?

MedPAC should conduct a formal evaluation on the effects of tele-primary care
on access, quality, cost, and outcomes and issue a report to Congress with at
minimum one year of data after the end of the PHE. MedPAC should issue both
an interim and a final report. The interim report would allow policymakers to
craft permanent policies before extended flexibilities expire and the final report
would paint a more complete picture of telehealth utilization and outcomes.
The amended 2022 Consolidated Appropriations Act (P.L. 117-103) included

a provision requiring MedPAC to formally evaluate telehealth utilization,
program expenditures, payment policy, implications of expanded coverage,

and other areas by June 2023.1°2 However, this report may not properly capture
the state of telehealth utilization in a post-pandemic world because the PHE
declaration is likely to continue into 2023. BPC recommends that MedPAC
continue to conduct evaluations following the end of the PHE declaration to
adequately capture what telehealth utilization could look like in the long-term.

Refine Access to Audio-Only Tele-Primary
Care Services

To address growing concerns around the effectiveness of audio-only telehealth
services, the administration should:

- Implement established patient requirements for tele-primary care
audio-only services.

As described earlier in the report, BPC recommends that patients continue to
be allowed to receive telehealth services at home, outside of designated health
care facilities, beyond the PHE. As an additional guardrail for tele-primary care
audio-only services, CMS should implement established patient requirements
given quality concerns.

While coverage for audio-only services could help alleviate health inequities
and access issues, some stakeholders say that unrestricted use of these

services could create a two-tiered system where some have access to higher
quality, face-to-face interventions and others can only access health care via
phone. However, populations relying on audio-only services may not have
access to care otherwise due to technological constraints. Although preliminary
evidence shows that audio-only visits may be equivalent to in-person visits
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for behavioral health services, there is little evidence on the quality of audio-
only primary care services. Moreover, physicians may miss important visual
information in an audio-only visit, especially if they are unfamiliar with a
patient and his or her medical history. Others have also raised concerns that
audio-only services are more susceptible to overuse and fraud. Therefore,
BPC recommends that CMS only reimburse audio-only tele-primary care
services within the context of an established relationship between a patient
and a provider.

For the purposes of audio-only primary care services, a patient and the
provider/practice can currently only establish a relationship in-person. CMS’s
definition says: “The billing physician or practitioner must have furnished

an in-person, non-telehealth service to the beneficiary within the 6-month
period before the date of the telehealth service.”**® Although CMS'’s established
patient requirements apply to behavioral health services once the PHE expires,
BPC believes they could be applied to primary care services. CMS currently
dictates that patients may establish a relationship by conducting an in-
person appointment with their clinician or another clinician in the practice.
The agency articulates that “for purposes of deciding whether a patient is a
new or established patient, or whether to bill for initial or subsequent visit,
practitioners of the same specialty/subspecialty in the same group are treated
as the same person.” This may alleviate concerns about provider availability.

Although patients may not have access to broadband, health care providers
often rely on visual observations to glean valuable information about a patient’s
health. In stakeholder interviews, providers expressed concern about providing
care via telephone when they did not know a patient’s medical history and
could not assess their health status visually. Given continuity of care concerns
and the need to balance access and quality, Medicare beneficiaries should

be able to access audio-only services, but only if they have an established
relationship with a provider or practice.

Evaluate Reimbursement for Tele-Primary Care
Services Post-PHE and Draw Lessons from Current
Payment Models

At the end of the public health emergency, HHS should:

- Continue to evaluate whether telehealth reimbursement for FQHCs
and RHCs is adequate to ensure they continue to use telehealth in a way
that best serves vulnerable populations.

« TUselessonslearned from current Medicare demonstrations to inform
new models that incorporate virtual care services.

Given equity concerns, CMS should review reimbursement levels for certain
clinical sites serving the nation’s most vulnerable populations, such as FQHCs
and RHCs, to ensure adequacy. These sites serve at-risk populations who are



more likely to face barriers to accessing health care. During the pandemic,
FQHCs and RHCs provided a growing share of visits via telehealth, even

as overall telehealth utilization declined, indicating that telehealth is an
important care delivery tool for these populations. FQHCs and RHCs, combined,
amounted to the highest share of facility telehealth visits in 2020 and 2021,
compared with visit rates to any other individual facility type (for codes
included in the study).!** This happened despite CMS not reimbursing FQHC
and RHC telehealth services at parity to in-person visits during the PHE.

Before the pandemic, FQHCs and RHCs were only considered originating

sites for telehealth services, and they were paid for hosting an interaction
between a patient and a specialist at the distant site. During the PHE, these
providers were given the ability to deliver telehealth services as distant site
providers. FQHCs and RHCs are paid a single rate through the special payment
mechanism, which is lower than an in-person visit rate. This payment rate is
the average of the Physician Fee Schedule reimbursement for all services on
the list of telehealth codes approved by CMS and amounts to approximately
$92 in 2021.°° Primary care services are largely underpriced in the fee schedule
relative to other services, and CMS should continue to evaluate whether
reimbursement for these providers is adequate to ensure they continue to use
telehealth in a way that best serves vulnerable populations.

There are also advantages of promoting virtual flexibilities in value-based
payment models. For providers participating in value-based payment, they
can invest their resources in a way that produces the best clinical and quality
outcomes, and they can make decisions more seamlessly about how and
when to integrate virtual services. In fact, CMS is working towards moving all
traditional Medicare beneficiaries into accountable care models by 2030.1%¢

Several Medicare demonstrations allow for broad telehealth flexibility. Primary
Care First is a five-year primary care initiative launched in 2019 by CMMI
where provider prospective payments give the provider flexibility to meet
patients’ needs outside of regular office visits (e.g. telehealth, care management,
patient education and outreach).'” CMMI should draw lessons from this model
and other advanced primary care models to inform the best way to incorporate
virtual care services.

Fee-for-service reimbursement for individual digital interactions risks
incentivizing volume and making it less likely the technology will be cost
effective. Given these risks, CMMI should design demonstrations that
support the use of digital health and evaluate the impact of telehealth use on
relevant clinical, quality, and cost outcomes. While outside the scope of this
report, a growing area of interest is remote patient monitoring. A recent study
showed that during the pandemic, remote patient monitoring among
Medicare beneficiaries increased 555%, raising concerns about potential
overuse given a lack of robust evidence regarding which types of patients
benefit from this service.!*®
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In 2020, the Alliance of Community Health Plans proposed a multiyear
demonstration for a Medicare telehealth reimbursement model. A provider
would begin in fee-for-service reimbursement for telehealth services and then
shift over time to a capitated, risk-adjusted per-member/per-month payment.*®
This could include a capitated number of telehealth visits per beneficiary per
year. Others have suggested that a similar phased approach could be applied

to episode-based models, where a period of payment parity could allow HHS to
evaluate how telehealth affects quality and use. That information could then be
used to adjust telehealth reimbursement as part of episode spending targets.2°°



SECTION I1V: SPECIALTY SERVICES

Telehealth can be a valuable tool to connect patients to specialty services
that they may not have access to otherwise. However, evidence on
outcomes associated with broad access to specialty services delivered
via telehealth is limited—creating the need for more guardrails to ensure
that care is delivered appropriately and in a way that does not further
fragment care.

Refine Access to Tele-Specialty Services
To refine access to all other specialty care:

« Congress should grant waiver authority to HHS to extend access for
tele-specialty services to Medicare beneficiaries for two years following
the end of the PHE and require MedPAC to complete a formal evaluation
of the impact on access, quality, patient outcomes, and cost.

+ Congress should allow newly eligible health care providers to continue
to bill for telehealth services during the two-year extension period, and
HHS should evaluate the cost and quality outcomes of their services
before allowing them to bill Medicare directly on a permanent basis.

« If further evaluation supports it, CMS should consider implementing
established patient requirements for other tele-specialty care, except
for beneficiaries living in rural and frontier areas, and for providers
participating in APMs with two-sided risk.
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« CMS should limit audio-only visits for specialty services to rural and
frontier areas, to non-rural beneficiaries with attested barriers to video
visits, and for providers participating in APMs with two-sided risk.

« CMS should permanently expand asynchronous (store-and-
forward) services beyond virtual check-ins and Alaska and Hawaii
demonstrations for Medicare beneficiaries.

As has been emphasized throughout this report, Congress and the
administration should extend most telehealth flexibilities for Medicare
beneficiaries for an additional two years after the end of the PHE. Congress
should also require MedPAC to complete a formal evaluation of telehealth’s
impact on access, quality, patient outcomes, and cost, as was outlined for
the study of tele-primary care. This approach would enable beneficiaries

to maintain access to tele-specialty services, while providing time for
policymakers and researchers to continue to review and assess the evidence.

BPC recommends that post-PHE, policymakers consider guardrails for tele-
specialty care. Given the limited evidence on specialty services delivered
through telehealth and their outcomes—we do not yet know the extent to
which telehealth is appropriate across all clinical contexts. This uncertainty
necessitates additional evaluation, as has been articulated throughout this
report, as well as guardrails to ensure that care is delivered appropriately and in
a way that does not further fragment care.

Researchers should evaluate the benefits of hybrid (in-person and virtual)
care models for specialty care, including for which conditions and specialties
it is most effective, further evaluate full telehealth flexibilities in the context
of value-based payment models, and rigorously assess the quality of
audio-only care.

BPC’s data analysis showed that of the codes we included in our study, specialty
visits (excluding behavioral health visits) made up approximately 64% of

total Medicare visits for the first three quarters of 2021; yet they represented
only 34% of total telehealth visits during the same period (see Figure 7). After
primary care and behavioral health, telehealth visits for cardiology services
were the largest in order of magnitude. ?*
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Figure 7: Distribution of Total Medicare Visits and Total Telehealth
Visits by Specialty, 2021202

Distribution of Total Visits by Specialty Distribution of Total Telehealth Visits
by Specialty

— 41%

[0 Primary Care [l Behavioral Health [ All Other Specialties

Note: Total visits refers to only those visit codes included in this study and not all Medicare visits.

BPC recommends that Congress extend the ability of health care professionals
who were newly allowed to furnish telehealth services during the PHE to bill
for telehealth services for Medicare beneficiaries during the two-year extension
period post PHE. (Examples include physical therapists, occupational thera-
pists, speech-language pathologists, and audiologists.) HHS should evaluate the
cost and quality outcomes of these newly eligible health professionals before
allowing them to bill Medicare directly on a permanent basis. It will be import-
ant to evaluate the impact of telehealth services delivered by these providers
either as part of hybrid in-person/virtual care models or exclusively telehealth
models of care. Permanently expanding eligibility of these providers to deliver
telehealth services will require new legislation.

Except for rural and frontier areas, and if further evaluation supports it, CMS
could consider implementing established patient requirements for most
tele-specialty care services. One option is for CMS to require that the treating
provider’s practice has seen the patient in-person within six months of a
telehealth service for specialty care. A six-month look-back would align with
the current established patient requirements CMS has outlined for behavioral
health services. Aligning the definition of what it means to be an established
patient across all service types (primary care, behavioral health, and other
specialty care) is critical for minimizing confusion among patients and
providers regarding the telehealth benefit.

Given that telehealth has long been a tool to improve access to care in rural
America, any established patient requirements for tele-specialty care services
should not apply to individuals living in rural areas. Rural communities
persistently face health care worker shortages and have far fewer providers per
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capita than urban areas, particularly when it comes to specialists. Only 11% of
physicians practice in rural areas, even though 20% of the U.S. population
lives there.?%3

As mentioned previously in the report, specialists in APMs with two-sided risk
should also have maximum flexibility to use telehealth with their patients—
including the flexibility to use audio-only visits and establish relationships
with new patients virtually. Medicare already allows flexibility for providers
participating in APMs to bill for telehealth services, and BPC recommends
that CMMI allow current telehealth flexibilities in all new models where
providers are participating in two-sided risk. In other words, even with the
above guardrails in place, specialists would still be able to establish a virtual-
first relationship with a patient if they participate in a two-sided risk APM or
if they are providing care to a rural resident. Enhanced telehealth flexibilities
for providers participating in certain APMs may serve as a carrot to encourage
additional providers to transition to value-based care. This would also align
with CMS'’s goal to shift Medicare beneficiaries to APMs with accountability for
quality and total cost of care.

Additionally, CMS should limit audio-only visits for specialty services to rural
areas; to beneficiaries living in non-rural areas with attested access barriers

to video visits; and for providers participating in APMs (tele-behavioral health
is considered separately from all other specialty care throughout this report).
Patients should have an encounter (video or in-person) with the provider or

a provider within the same practice within six months before the audio-only
visit. CMS could also consider allowing a primary care provider to refer a patient
directly to a specialist for audio-only care.

Lastly, CMS should permanently expand asynchronous (or store-and-

forward) telehealth services beyond virtual check-ins and Alaska and Hawaii
demonstrations for Medicare beneficiaries. Store-and-forward telehealth is the
electronic transmission of medical information to a practitioner at a distant
site, usually a specialist, who uses the information outside of a live interaction
with a patient. For example, photographs of a patient’s skin lesion can be sent
to a specialist to review the medical case without the patient being present.

In many states, telehealth services must occur in real time, automatically
excluding store-and-forward technology. However, asynchronous telehealth
services are particularly well suited for consultation with a specialist and for
reviewing imaging and other diagnostic studies. Twenty-two state Medicaid
programs currently reimburse for store-and-forward services.?°* Medicare
allows store-and-forward through telehealth demonstration projects in Alaska
and Hawaii and, as of 2019, for established patients through virtual check-
ins.2% BPC recommends that all individuals, especially for those living in
rural areas, be able to access asynchronous telehealth services outside of an
established patient relationship.



Conclusion

Broad telehealth flexibilities afforded during the PHE substantially improved
access to care, convenience, user experience, and utility of virtual care. What
was less than 1% of all care before the pandemic, virtual care exploded in recent
years—an approximately thirty-eightfold increase in utilization.?°® This growth
presents policymakers with both new opportunities and challenges.

It is widely expected that telehealth will remain a permanent fixture in

care delivery and continue to represent a larger share of care than before the
pandemic. Most providers plan to continue delivering virtual services after the
PHE, and most private payers maintain their own suite of virtual care options.
However, the more complex the requirements on telehealth become, especially
as blanket waivers expire, the more challenging it will be for providers to
deliver telehealth services.

BPC'’s telehealth recommendations are evidence-based, viable solutions to help
guide policymakers forward after the PHE ends. Recommendations are derived
from interviews with health policy experts, national organizations, providers,
payers, technology experts, consumer representatives, and academics, and they
build on the evidence that has accumulated via claims data analyses, consumer
polls, and the existing academic literature.

The recommendations address immediate policy questions of whether certain
flexibilities should remain permanently available to Medicare beneficiaries,
including what types of services should remain accessible via telehealth, who
would benefit from access to telehealth, by what modality, and how they should
be reimbursed. BPC’s work offers a necessary step forward to bridge pandemic-
related telehealth policies with what is already becoming an integral part of
health care delivery in the United States.
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Appendix

BPC’'s Recommendations for Established Patient
and In-Person Visits, by Telehealth Modality Across
Service Type for post PHE Extension

Behavioral Health Primary Care Other Specialty

Two-way video No established patient or No established patient or If further evaluation supports
in-person visit requirements in-person visit requirements it, policymakers could consider
recommended. recommended. allowing two-way video services

only for established patients (this
would not apply to beneficiaries
living in rural areas or those
seeing providers participating in
APMs).

No ongoing in-person visit
requirements recommended.

Audio-only Must be an established patient | Must be an established Must be an established patient
to access audio-only services. patient to access audio-only to access audio-only services.
Patient can establish the services. Patients must have Patients must have an encounter
relationship via video or in- an encounter in-person to (video or in-person) to establish
person. establish the realtionship. the relationship.
No ongoing in-person visit No ongoing in-person visit Additionally, beneficiary must
requirements recommended. requirements recommended. live in a rural area, have attested

access barriers to video visits,
or see a provider participating in
APMs.

No ongoing in-person visit
requirements recommended.

64



Endnotes

10.

11

W. Koma, J. Cubanski, and T. Neuman, “FAQs on Medicare Coverage of Telehealth,”
Kaiser Family Foundation, May 2022. Available at: https://www.kff.org/medicare/
issue-brief/fags-on-medicare-coverage-of-telehealth/.

O. Bestsennyy, G. Gilbert, et al., “Telehealth: A quarter-trillion-dollar post-COVID-19
reality?,” McKinsey & Company, July 2021. Available at: https:/www.mckinsey.com/
industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-
dollar-post-covid-19-reality.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

In BPC’s analysis, the study population included Medicare fee-for-service beneficiaries
ages 18 years or older, residing in the 50 states or the District of Columbia, continuously
enrolled in Medicare Parts A and B for a full 12 months of a given calendar year (or
partial year for 2021), with no months of Medicare Advantage enrollment.

USA Facts, “Over one-third of Americans live in areas lacking mental health

professionals,” June 2021. Available at: https://usafacts.org/articles/over-one-third-of-
americans-live-in-areas-lacking-mental-health-professionals/.

LexisNexis, “States Making Pandemic Telehealth Policy Changes Permanent,” March
2022. Available at: https://www.lexisnexis.com/community/insights/legal/capitol-
journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-
permanent#.

E. Roberts and A. Mehrotra, “Assessment of Disparities in Digital Access Among
Medicare Beneficiaries and Implications for Telemedicine,” JAMA Internal
Medicine, 180(10): 12861389, 2020. Available at: https://doi.org/10.1001/
jamainternmed.2020.2666.

M. Seshamani, “Medicare And Telehealth: Delivering On Innovation’s Promise For
Equity, Quality, Access, And Sustainability,” Health Affairs, 41(5), May 2022. Available at:
https://www.healthaffairs.org/doi/10.1377/h1thaff.2022.00323.

R. Hailu, L. Uscher-Pines, et al., “Audio-Only Telemedicine Visits:
Flaws In The Underlying Data Make It Hard To Assess Their Use
And Impact,” Health Affairs, July 15, 2022. Available at: https://

www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo
ee=Y%2BXvoVPRahgh%2B7HnBEFTZeYrYh10TdYkEj2COFddApYo0%3D.

B. Eastwood, “Ensuring Secure, Audio-only Telehealth During the Pandemic and
Beyond,” HealthTech Magazine, Aug 16, 2021. Available at: https://healthtechmagazine.
net/article/2021/08/ensuring-secure-audio-only-telehealth-during-pandemic-and-
beyond.

Bipartisan Policy Center and SSRS, “Telehealth Visit Use Among U.S. Adults,”
August 2021. Available at: https://bipartisanpolicy.org/download/?file=/wp-content/
uploads/2021/08/ssri_survey.pdf.

65


https://www.kff.org/medicare/issue-brief/faqs-on-medicare-coverage-of-telehealth/
https://www.kff.org/medicare/issue-brief/faqs-on-medicare-coverage-of-telehealth/
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.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://bipartisanpolicy.org/report/future-of-telehealth/
https://usafacts.org/articles/over-one-third-of-americans-live-in-areas-lacking-mental-health-professionals/
https://usafacts.org/articles/over-one-third-of-americans-live-in-areas-lacking-mental-health-professionals/
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://doi.org/10.1001/jamainternmed.2020.2666
https://doi.org/10.1001/jamainternmed.2020.2666
https://www.healthaffairs.org/doi/10.1377/hlthaff.2022.00323
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://healthtechmagazine.net/article/2021/08/ensuring-secure-audio-only-telehealth-during-pandemic-and-beyond
https://healthtechmagazine.net/article/2021/08/ensuring-secure-audio-only-telehealth-during-pandemic-and-beyond
https://healthtechmagazine.net/article/2021/08/ensuring-secure-audio-only-telehealth-during-pandemic-and-beyond
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf

66

12.

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

24.

25.

E. Serhal, A. Kirvan, et al., “Client Satisfaction and Experience With Telepsychiatry:
Development and Validation of a Survey Using Clinical Quality Domains,” Journal
of Medical Internet Research, 22(9), 2020. Available at: https://www.jmir.org/2020/9/
€19198/.

A. Seritan, M. Heiry, et al., “Telepsychiatry for patients with movement disorders: a
feasibility and patient satisfaction study,” Journal of Clinical Movement Disorders, June

2019. Available at: https://pubmed.ncbi.nlm.nih.gov/31183157/.

H. Landi, “Digital health dollars hit $15B high driven by telehealth investment in 2021,
Fierce Healthcare, July 19, 2021. Available at: https://www.fiercehealthcare.com/digital-
health/telehealth-funding-soars-to-4-2b-record-shattering-2021.

MedPAC, Report to the Congress: Medicare Payment Policy, March 2021. Available at:
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-
payment-policy/.

H. Meyer, “Digital Mental Health Companies Draw Scrutiny and Growing Concerns,”
Kaiser Health News, July 8, 2022. Available at: https://khn.org/news/article/digital-
mental-health-companies-scrutiny-concerns/.

J. Adler-Milstein and A. Mehrotra, “Paying for Digital Health — Problems with the
Fee-for-Service System,” NEJM, September 2, 2021. Available at: https://www.nejm.
org/doi/10.1056/NEJMp2107879?url_ver=739.88-2003&rfr_id=ori:rid:crossref.org&rfr
dat=cr_pub%20%200pubmed.

Kaiser Permanente Institute for Health Policy, Telehealth during the COVID-19 Pandemic:
Kaiser Permanente’s Experience, June 2021. Available at: https://www.kpihp.org/blog/

telehealth-during-covid-booklet/.

L. Housman, Z. Williams, and P. Ellis, “Telemedicine,” Congressional Budget Office,

July 29, 2015. Available at: https://www.cbo.gov/publication/50680.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

R. Hailu, L. Uscher-Pines, et al., “Audio-Only Telemedicine Visits:
Flaws In The Underlying Data Make It Hard To Assess Their Use

And Impact,” Health Affairs,. July 15, 2022. Available at: https://
www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo
ee=Y%2BXvoVPRahgh%2B7HnBEFTZeYrYh10TdYkEj2COFdd ApY0%3D.

U.S. Department of Health and Human Services, Administration for Strategic
Preparedness & Response, “Declarations of a Public Health Emergency,” 2022. Available

at: https://www.phe.gov/emergency/news/healthactions/phe/Pages/default.aspx.

H.R. 2471 - Consolidated Appropriations Act, 2022. Available at: https:/www.congress.
gov/bill/117th-congress/house-bill/2471/text.

Ibid.


https://www.jmir.org/2020/9/e19198/
https://www.jmir.org/2020/9/e19198/
https://pubmed.ncbi.nlm.nih.gov/31183157/
https://www.fiercehealthcare.com/digital-health/telehealth-funding-soars-to-4-2b-record-shattering-2021
https://www.fiercehealthcare.com/digital-health/telehealth-funding-soars-to-4-2b-record-shattering-2021
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/
https://khn.org/news/article/digital-mental-health-companies-scrutiny-concerns/
https://khn.org/news/article/digital-mental-health-companies-scrutiny-concerns/
https://www.nejm.org/doi/10.1056/NEJMp2107879?url_ver=Z39.88-2003&rfr_id=ori
https://www.nejm.org/doi/10.1056/NEJMp2107879?url_ver=Z39.88-2003&rfr_id=ori
http://crossref.org
https://www.kpihp.org/blog/telehealth-during-covid-booklet/
https://www.kpihp.org/blog/telehealth-during-covid-booklet/
https://www.cbo.gov/publication/50680
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.phe.gov/emergency/news/healthactions/phe/Pages/default.aspx
https://www.congress.gov/bill/117th-congress/house-bill/2471/text
https://www.congress.gov/bill/117th-congress/house-bill/2471/text

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

PCORI, “PCORI to develop up to $113 million in new funding opportunities to reduce
maternal health inequities and improve management of multiple chronic conditions,”
June 14, 2022. Available at: https://www.pcori.org/news-release/pcori-develop-113-
million-new-funding-opportunities-reduce-maternal-health-inequities-and-improve-
management-multiple-chronic-conditions.

Centers for Medicare and Medicaid Services, “Medicare Program; CY 2023 Payment
Policies under the Physician Fee Schedule,” 2022. Available at: https://www.cms.
gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-
proposed-rule.

U.S. Department of Health and Human Services, Office of the Inspector General,
Telehealth Was Critical for Providing Services to Medicare Beneficiaries During the First Year
of the COVID-19 Pandemic, March 2022. Available at: https://oig.hhs.gov/oei/reports/
OEI-02-20-00520.pdf.

American Academy of Neurology, “Telemedicine for Stroke Expanded with Passage of

FAST Act,” February 9, 2018. Available at: https:/www.aan.com/PressRoom/home/
PressRelease/1618.

Public Law 115-123, Bipartisan Budget Act, 2018. Available at: https://www.congress.
gov/115/plaws/publ123/PLAW-115publ123.pdf.

L. Wechsler, B. Demaerschalk, et al., “Telemedicine Quality and Outcomes in Stroke:
A Scientific Statement for Healthcare Professionals From the American Heart
Association/American Stroke Association,” Stroke, 48(1), 2016. Available at: https://doi.
org/10.1161/str.0000000000000114.

A. Wilcock, L. Schwamm, et al., “Reperfusion Treatment and Stroke Outcomes in
Hospitals With Telestroke Capacity,” JAMA Neurology, 78(5): 527-535, 2021. Available at:
https://doi.org/10.1001/jamaneurol.2021.0023.

K. Jercich, “VA study shows benefits of telestroke program for patients,” Healthcare IT
News, April 12, 2022. Available at: https://www.healthcareitnews.com/news/va-study-
shows-benefits-telestroke-program-patients.

H.R.6 - SUPPORT for Patients and Communities Act, 2018. Available at: https:/www.
congress.gov/bill/115th-congress/house-bill/6.

National Association for Behavioral Healthcare, “CMS Expands Medicare Telehealth
Coverage for Mental Health and Addiction Treatment Services,” 2022. Available at:
https://www.nabh.org/cms-expands-medicare-telehealth-coverage-for-mental-health-

and-addiction-treatment-services/.

Center for Connected Health Policy, Telehealth Provisions in the Consolidated
Appropriations Act, 2021 (HR 133), January 2021. Available at: https://cdn.cchpca.org/
files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf.

Centers for Medicare and Medicaid Services, “Virtual check-ins,” 2022. Available at:
https://www.medicare.gov/coverage/virtual-check-ins.

Public Law 116-136, Coronavirus Aid, Relief, and Economic Security (CARES) Act, 2020.
Available at: https://www.congress.gov/116/plaws/publ136/PLAW-116publ136.pdf.

67


https://www.pcori.org/news-release/pcori-develop-113-million-new-funding-opportunities-reduce-maternal-health-inequities-and-improve-management-multiple-chronic-conditions
https://www.pcori.org/news-release/pcori-develop-113-million-new-funding-opportunities-reduce-maternal-health-inequities-and-improve-management-multiple-chronic-conditions
https://www.pcori.org/news-release/pcori-develop-113-million-new-funding-opportunities-reduce-maternal-health-inequities-and-improve-management-multiple-chronic-conditions
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://oig.hhs.gov/oei/reports/OEI-02-20-00520.pdf
https://oig.hhs.gov/oei/reports/OEI-02-20-00520.pdf
https://www.aan.com/PressRoom/home/PressRelease/1618
https://www.aan.com/PressRoom/home/PressRelease/1618
https://www.congress.gov/115/plaws/publ123/PLAW-115publ123.pdf
https://www.congress.gov/115/plaws/publ123/PLAW-115publ123.pdf
https://doi.org/10.1161/str.0000000000000114
https://doi.org/10.1161/str.0000000000000114
https://doi.org/10.1001/jamaneurol.2021.0023
https://www.healthcareitnews.com/news/va-study-shows-benefits-telestroke-program-patients
https://www.healthcareitnews.com/news/va-study-shows-benefits-telestroke-program-patients
https://www.congress.gov/bill/115th-congress/house-bill/6
https://www.congress.gov/bill/115th-congress/house-bill/6
https://www.nabh.org/cms-expands-medicare-telehealth-coverage-for-mental-health-and-addiction-treatment-services/
https://www.nabh.org/cms-expands-medicare-telehealth-coverage-for-mental-health-and-addiction-treatment-services/
https://cdn.cchpca.org/files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf
https://cdn.cchpca.org/files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf
https://www.medicare.gov/coverage/virtual-check-ins
https://www.congress.gov/116/plaws/publ136/PLAW-116publ136.pdf

68

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

52.

Public Law 116-123, Coronavirus Preparedness and Response Supplemental
Appropriations Act, 2020. Available at: https://www.congress.gov/116/plaws/publ123/
PLAW-116publ123.pdf.

Centers for Medicare and Medicaid Services, “Medicare Telemedicine Health Care
Provider Fact Sheet,” 2020. Available at: https://www.cms.gov/newsroom/fact-sheets/
medicare-telemedicine-health-care-provider-fact-sheet.

0. Bestsennyy, G. Gilbert, et al., “Telehealth: A quarter-trillion-dollar post-COVID-19
reality?,” McKinsey & Company, July 2021. Available at: https://www.mckinsey.com/
industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-
dollar-post-covid-19-reality.

MedPAC, Report to the Congress: Medicare Payment Policy, March 2021. Available at:
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-
payment-policy/.

U.S. Department of Health and Human Services, Office of the Inspector General,
Telehealth Was Critical for Providing Services to Medicare Beneficiaries During the First Year
of the COVID-19 Pandemic, March 2022. Available at: https://oig.hhs.gov/oei/reports/
OEI-02-20-00520.pdf.

0. Bestsennyy, G. Gilbert, et al., “Telehealth: A quarter-trillion-dollar post-COVID-19
reality?,” McKinsey & Company, July 2021. Available at: https:/www.mckinsey.com/
industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-
dollar-post-covid-19-reality.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.

Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

L. Uscher-Pines, J. Sousa, et al., “Financial Impact of Telehealth: Rural Chief Financial
Officer Perspectives,” American Journal of Managed Care (forthcoming).

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.

Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

C. Ellimoottil, Z. Zhu, et al., “Trends in telehealth use by Medicare fee-for-service
beneficiaries and its impact on overall volume of healthcare services,” medRxiv, June 21,
2022. Available at: https://www.medrxiv.org/content/10.1101/2022.06.15.22276468v1.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

C. Rhyan, Travel and Wait Times are Longest for Health Care Services and Result in an
Annual Opportunity Cost of $89 Billion, Altarum, February 2019. Available at: https://
altarum.org/travel-and-wait.

The Ohio State University Wexner Medical Center, “New Data Shows Patients Save
Fuel, Time And Missed Appointments With Telehealth,” August 31, 2020. Available
at: https://wexnermedical.osu.edu/mediaroom/pressreleaselisting/new-data-shows-
patients-save-fuel-time-and-missed-appointments-with-telehealth.


https://www.congress.gov/116/plaws/publ123/PLAW-116publ123.pdf
https://www.congress.gov/116/plaws/publ123/PLAW-116publ123.pdf
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
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.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/
https://oig.hhs.gov/oei/reports/OEI-02-20-00520.pdf
https://oig.hhs.gov/oei/reports/OEI-02-20-00520.pdf
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.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality
https://bipartisanpolicy.org/report/future-of-telehealth/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.medrxiv.org/content/10.1101/2022.06.15.22276468v1
https://bipartisanpolicy.org/report/future-of-telehealth/
https://altarum.org/travel-and-wait
https://altarum.org/travel-and-wait
https://wexnermedical.osu.edu/mediaroom/pressreleaselisting/new-data-shows-patients-save-fuel-time-and-missed-appointments-with-telehealth
https://wexnermedical.osu.edu/mediaroom/pressreleaselisting/new-data-shows-patients-save-fuel-time-and-missed-appointments-with-telehealth

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

E. Bressman, R. Werner, et al., “Association of Telemedicine with Primary Care
Appointment Access After Hospital Discharge,” Journal of General Internal Medicine,
37(11): 2879-2881, 2022. Available at: https:/www.ncbi.nlm.nih.gov/pmc/articles/
PM(C8751457/.

S.Jeganathan, L. Prasannan, et al., “Adherence and Acceptability of Telehealth
Appointments for High-Risk Obstetrical Patients During the Coronavirus Disease
2019 Pandemic,” American Journal of Obstetrics and Gynecology, 2(4), 2020. Available at:

https://doi.org/10.1016/j.ajogmf.2020.100233.

Substance Abuse and Mental Health Services Administration, Telehealth for the
Treatment of Serious Mental Illness and Substance Use Disorders, June 2021. Available at:
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital Download/PEP21-06-
02-001.pdf.

Z. Silver, M. Coger, et al., “Psychotherapy at a Public Hospital in the Time of Covid-19:
Telehealth and Implications for Practice,” Counselling Psychology Quarterly, 34(3-4):
499-507, 2021. Available at: https://doi.org/10.1080/09515070.2020.1777390.

B. Drerup, J. Espenschied, et al., “Reduced No-Show Rates and Sustained Patient
Satisfaction of Telehealth During the COVID-19 Pandemic,” Telemedicine and e-Health,
27(12), 2021. Available at: https://doi.org/10.1089/tmj.2021.0002.

S.Jeganathan, L. Prasannan, et al., “Adherence and Acceptability of Telehealth
Appointments for High-Risk Obstetrical Patients During the Coronavirus Disease
2019 Pandemic,” American Journal of Obstetrics and Gynecology, 2(4), 2020. Available at:
https://doi.org/10.1016/j.ajogmf.2020.100233.

Substance Abuse and Mental Health Services Administration, Telehealth for the
Treatment of Serious Mental Illness and Substance Use Disorders, June 2021. Available at:
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital Download/PEP21-06-
02-001.pdf.

N. Ndugga and S. Artiga, “Disparities in Health and Health Care: 5 Key Questions and
Answers,” Kaiser Family Foundation, May 2021. Available at: https://www.kff.org/
racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-5-
key-question-and-answers/.

Centers for Medicare and Medicaid Services, Medicine Telemedicine Snapshot, September

2021. Available at: https://www.cms.gov/medicare-telemedicine-snapshot.

S. Bose, C. Dun, et al., “Medicare Beneficiaries In Disadvantaged Neighborhoods
Increased Telemedicine Use During The COVID-19 Pandemic,” Health Affairs, 41(5),

2022. Available at: https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.01706.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

E. Khoong, “Policy Considerations To Ensure Telemedicine Equity,” Health

Affairs, 41(5), 2022. Available at: https:/www.healthaffairs.org/doi/full/10.1377/
hlthaff.2022.00300?journalCode=hlthaff.

N. Panchal, R. Kamal, et al., “The Implications of COVID-19 for Mental Health and
Substance Use,” Kaiser Family Foundation, February 2021. Available at: https:/www.
kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-

health-and-substance-use/.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8751457/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8751457/
https://doi.org/10.1016/j.ajogmf.2020.100233
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://doi.org/10.1080/09515070.2020.1777390
https://doi.org/10.1089/tmj.2021.0002
https://doi.org/10.1016/j.ajogmf.2020.100233
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://www.kff.org/racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-5-key-question-and-answers/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-5-key-question-and-answers/
https://www.kff.org/racial-equity-and-health-policy/issue-brief/disparities-in-health-and-health-care-5-key-question-and-answers/
https://www.cms.gov/medicare-telemedicine-snapshot
https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.01706
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2022.00300?journalCode=hlthaff
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2022.00300?journalCode=hlthaff
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use/
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use/
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use/

70

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

USA Facts, “Over one-third of Americans live in areas lacking mental health
professionals,” June 2021. Available at: https://usafacts.org/articles/over-one-third-of-

americans-live-in-areas-lacking-mental-health-professionals/.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

LexisNexis, “States Making Pandemic Telehealth Policy Changes Permanent,” March
2022. Available at: https://www.lexisnexis.com/community/insights/legal/capitol-
journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-
permanent#.

L. Uscher-Pines, N. Arora, et al., Experiences of Health Centers in Implementing Telehealth
Visits for Underserved Patients During the COVID-19 Pandemic, RAND, 2022. Available at:
https://www.rand.org/pubs/research_reports/RRA1840-1.html.

E. Roberts and A. Mehrotra, “Assessment of Disparities in Digital Access Among
Medicare Beneficiaries and Implications for Telemedicine,” JAMA Internal
Medicine, 180(10): 1286-1389, 2020. Available at: https://doi.org/10.1001/
jamainternmed.2020.2666.

C. Lancaster, “Digital Redlining,” N.C. State Institute for Emerging Issues, August 14,

2020. Available at: https://iei.ncsu.edu/2020/08/14/digital-redlining/.

M. Seshamani, “Medicare And Telehealth: Delivering On Innovation’s Promise For
Equity, Quality, Access, And Sustainability,” Health Affairs, 41(5), May 2022. Available at:
https://www.healthaffairs.org/doi/10.1377/hlthaff.2022.00323.

L. Uscher-Pines, N. Arora, et al., Experiences of Health Centers in Implementing Telehealth
Visits for Underserved Patients During the COVID-19 Pandemic, RAND, 2022. Available at:
https://www.rand.org/pubs/research_reports/RRA1840-1.html.

L. Uscher-Pines and L. Schulson, “Rethinking The Impact Of Audio-Only Visits
On Health Equity,” Health Affairs, December 17, 2021. Available at: https:/www.
healthaffairs.org/do/10.1377/forefront.20211215.549778/full/.

D. Seehusen and A. Azrak, “The Effectiveness of Outpatient Telehealth Consultations,”
American Family Physician, 100(9): 575-577, 2019. Available at: https://pubmed.ncbi.nlm.
nih.gov/31674747/.

C.Wu, Z. Wu, et al., “Evaluation of the clinical outcomes of telehealth for managing
diabetes: A PRISMA-compliant meta-analysis,” Medicine, 97(43), 2018. Available at:
https://pubmed.ncbi.nlm.nih.gov/30412116

E. Shigekawa, M. Fix, et al.,, “The Current State Of Telehealth Evidence: A Rapid
Review,” Health Affairs, 37(12): 1975-82, 2018. Available at: https://doi.org/10.1377/
hlthaff.2018.05132.

Ibid.

M. Gentry, M. Lapid, et al., “Geriatric Telepsychiatry: Systematic Review and Policy
Considerations” The American Journal of Geriatric Psychiatry, 27(2): 109-127, 2019.
Available at: https://pubmed.ncbi.nlm.nih.gov/30416025/.


https://usafacts.org/articles/over-one-third-of-americans-live-in-areas-lacking-mental-health-professionals/
https://usafacts.org/articles/over-one-third-of-americans-live-in-areas-lacking-mental-health-professionals/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://www.lexisnexis.com/community/insights/legal/capitol-journal/b/state-net/posts/states-making-pandemic-telehealth-policy-changes-permanent#
https://www.rand.org/pubs/research_reports/RRA1840-1.html
https://doi.org/10.1001/jamainternmed.2020.2666
https://doi.org/10.1001/jamainternmed.2020.2666
https://iei.ncsu.edu/2020/08/14/digital-redlining/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2022.00323
https://www.rand.org/pubs/research_reports/RRA1840-1.html
https://www.healthaffairs.org/do/10.1377/forefront.20211215.549778/full/
https://www.healthaffairs.org/do/10.1377/forefront.20211215.549778/full/
https://pubmed.ncbi.nlm.nih.gov/31674747/
https://pubmed.ncbi.nlm.nih.gov/31674747/
https://pubmed.ncbi.nlm.nih.gov/30412116/
https://doi.org/10.1377/hlthaff.2018.05132
https://doi.org/10.1377/hlthaff.2018.05132
https://pubmed.ncbi.nlm.nih.gov/30416025/

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

9L

A. Irvine, P. Drew, et al., “Are there interactional differences between telephone and
face-to-face psychological therapy? A systematic review of comparative studies,”
Journal of Affective Disorders, 265: 120-131, 2020. Available at: https://doi.org/10.1016/].
jad.2020.01.057.

J. Kaur, I. Mania, et al., “Impact of Telemedicine on Retention in Medications for Opioid
Use Disorder (MOUD) Treatment With Buprenorphine in the Times of COVID-19
Pandemic: A Retrospective Chart Review,” Journal of Rural Mental Health, 46(2): 75-81,
2022. Available at: https://psycnet.apa.org/fulltext/2022-40053-001.html.

S. Uhl, A. Bloschiachalk, et. al. “Telehealth for Substance Use Disorders: A Rapid Review
for the 2021 U.S. Department of Veterans Affairs and U.S. Department of Defense
Guidelines for Management of Substance Use Disorders,” Annals of Internal Medicine,
175(5): 691-700, 2022. Available at: https://www.acpjournals.org/doi/10.7326/M21-3931.

Substance Abuse and Mental Health Services Administration, Telehealth for the
Treatment of Serious Mental Illness and Substance Use Disorders, June 2021. Available at:
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital Download/PEP21-06-
02-001.pdf.

H. Kuhlberg, S. Kujala, et al., “Star Duodecim Ehealth Tool to Recognize Chronic
Disease Risk Factors and Change Unhealthy Lifestyle Choices among the Long-Term
Unemployed: Protocol for a Mixed Methods Validation Study,” JMIR Research Protocols,
10(6), 2021. Available at: https:/www.ncbi.nlm.nih.gov/pmc/articles/PMC8207252/.

K.Li, S. Ng, et al., “Association Between Primary Care Practice Telehealth Use and
Acute Care Visits for Ambulatory Care—Sensitive Conditions During COVID-19,”

JAMA, 5(3), 2022. Available at: https://jamanetwork.com/journals/jamanetworkopen/
fullarticle/2790571.

C.Wu, Z. Wu, et al., “Evaluation of the clinical outcomes of telehealth for managing
diabetes: A PRISMA-compliant meta-analysis,” Medicine, 97(43), 2018. Available at:
https://pubmed.ncbi.nlm.nih.gov/30412116/.

D. Seehusen and A. Azrak, “The Effectiveness of Outpatient Telehealth Consultations,”
American Family Physician, 100(9): 575-577, 2019. Available at: https://pubmed.ncbi.nlm.
nih.gov/31674747/.

D. Halpren-Ruder, A. Chang, et al., “Quality Assurance in Telehealth: Adherence to
Evidence-Based Indicators,” Telemedicine Journal and e-Health, 25(7):599-603, 2019.
Available at: https://pubmed.ncbi.nlm.nih.gov/30070966/.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

E. Shigekawa, M. Fix, et al., “The Current State Of Telehealth Evidence: A Rapid
Review,” Health Affairs, 37(12): 1975-82, 2018. Available at: https://doi.org/10.1377/
hlthaff.2018.05132.

S. Yeroushalmi, H. Maloni, et al., “Telemedicine and multiple sclerosis: A
comprehensive literature review,” Journal of Telemedicine and Telecare, 26(7-8): 400-413,
2020. Available at: https://pubmed.ncbi.nlm.nih.gov/31042118/.

71


https://doi.org/10.1016/j.jad.2020.01.057
https://doi.org/10.1016/j.jad.2020.01.057
https://psycnet.apa.org/fulltext/2022-40053-001.html
https://www.acpjournals.org/doi/10.7326/M21-3931
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/PEP21-06-02-001.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8207252/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2790571
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2790571
https://pubmed.ncbi.nlm.nih.gov/30412116/
https://pubmed.ncbi.nlm.nih.gov/31674747/
https://pubmed.ncbi.nlm.nih.gov/31674747/
https://pubmed.ncbi.nlm.nih.gov/30070966/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://doi.org/10.1377/hlthaff.2018.05132
https://doi.org/10.1377/hlthaff.2018.05132
https://pubmed.ncbi.nlm.nih.gov/31042118/

72

92.

93.

94.

95.

96.

97.

98.

99.

X.Gu, Y. Zhu, et al., “Effect of telehealth interventions on major cardiovascular
outcomes: a meta-analysis of randomized controlled trials,” Journal of Geriatric
Cardiology, 14(8): 501-508, 2017. Available at: https:/www.ncbi.nlm.nih.gov/pmc/
articles/PMC5653896/.

X. Han, W. Chen, et al., “Effectiveness of telemedicine for cardiovascular disease
management: systematic review and meta-analysis,” Annals of Palliative Medicine,
10(12), 2021. Available at: https://apm.amegroups.com/article/view/86719/html.

M.S. Marcolino, L.M. Maia, et al., “Impact of Telemedicine Interventions on Mortality
in Patients with Acute Myocardial Infarction: A Systematic Review and Meta-
Analysis,” Heart BMJ Journals, 105: 1479-1486, 2019. Available at: https://heart.bmj.com/
content/105/19/1479.long.

J. Orlando, M. Beard, et al., “Systematic review of patient and caregivers’ satisfaction
with telehealth videoconferencing as a mode of service delivery in managing patients’

health,” PLOS One, 14(8), 2019. Available at: https://pubmed.ncbi.nlm.nih.gov/31469865/.

E. Serhal, A. Kirvan, et al., “Client Satisfaction and Experience With Telepsychiatry:
Development and Validation of a Survey Using Clinical Quality Domains,” Journal
of Medical Internet Research, 22(9), 2020. Available at: https://www.jmir.org/2020/9/
€19198/.

A. Seritan, M. Heiry, et al., “Telepsychiatry for patients with movement disorders: a
feasibility and patient satisfaction study,” Journal of Clinical Movement Disorders, June

2019. Available at: https://pubmed.ncbhi.nlm.nih.gov/31183157/.

Bipartisan Policy Center and SSRS, “Telehealth Visit Use Among U.S. Adults,”
August 2021. Available at: https://bipartisanpolicy.org/download/?file=/wp-content/
uploads/2021/08/ssri_survey.pdf.

S. Yeroushalmi, H. Maloni, et al., “Telemedicine and multiple sclerosis: A
comprehensive literature review,” Journal of Telemedicine and Telecare, 26(7-8): 400-413,
2020. Available at: https://pubmed.ncbi.nlm.nih.gov/31042118/.

100. D. Kaur, G. Galloway, and S. Oyibo, “Patient Satisfaction With the Use of Telemedicine

101.

102.

103.

104.

in the Management of Hyperthyroidism,” Cureus, 12(8), 2020. Available at: https:/www.
ncbi.nlm.nih.gov/pmec/articles/PMC7437122/.

E.F. Eannucci, K. Hazel, et al., “Patient Satisfaction for Telehealth Physical Therapy
Services Was Comparable to that of In-Person Services During the COVID-19
Pandemic,” HSS Journal, 16(1): 10-16, 2020. Available at: https://pubmed.ncbi.nlm.nih.
gov/33100933/.

Relias Learning, “Best Practices for Delivering Telehealth,” 2021. Available at: https://

content.relias.com/resources/CoronaVirusToolKit/Telehealth BestPractices/story
html5.htmI?2lms=1&1ms=1.

H. Chaudhry, S. Nadeem, et al., “How Satisfied Are Patients and Surgeons with
Telemedicine in Orthopaedic Care During the COVID-19 Pandemic? A Systematic
Review and Meta-analysis,” Clinical Orthopaedics and Related Research, 479(1): 47-56,
2021. Available at: https://pubmed.ncbi.nlm.nih.gov/33009231/.

A.A. Dhahri, M.R. Igbal, et al., “Agile Application of Video Telemedicine During the
COVID-19 Pandemic,” Cureus, 12(11), 2020. Available at: https://pubmed.ncbi.nlm.nih.
gov/33262918/.


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5653896/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5653896/
https://apm.amegroups.com/article/view/86719/html
https://heart.bmj.com/content/105/19/1479.long
https://heart.bmj.com/content/105/19/1479.long
https://pubmed.ncbi.nlm.nih.gov/31469865/
https://www.jmir.org/2020/9/e19198/
https://www.jmir.org/2020/9/e19198/
https://pubmed.ncbi.nlm.nih.gov/31183157/
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://pubmed.ncbi.nlm.nih.gov/31042118/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7437122/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7437122/
https://pubmed.ncbi.nlm.nih.gov/33100933/
https://pubmed.ncbi.nlm.nih.gov/33100933/
https://content.relias.com/resources/CoronaVirusToolKit/TelehealthBestPractices/story_html5.html?lms=1&lms=1
https://content.relias.com/resources/CoronaVirusToolKit/TelehealthBestPractices/story_html5.html?lms=1&lms=1
https://content.relias.com/resources/CoronaVirusToolKit/TelehealthBestPractices/story_html5.html?lms=1&lms=1
https://pubmed.ncbi.nlm.nih.gov/33009231/
https://pubmed.ncbi.nlm.nih.gov/33262918/
https://pubmed.ncbi.nlm.nih.gov/33262918/

105.

106.

107.

108.

109.

110.

111.

112.

113.

114.

115.

116.

117.

118.

Ibid.

J. Cordina, J. Fowkes, et al., “Patients love telehealth—physicians are not so sure,”
McKinsey & Company, February 2022. Available at: https://www.mckinsey.com/
industries/healthcare-systems-and-services/our-insights/patients-love-telehealth-

physicians-are-not-so-sure.

Bipartisan Policy Center and SSRS, “Telehealth Visit Use Among U.S. Adults,”

August 2021. Available at: https://bipartisanpolicy.org/download/?file=/wp-content/
uploads/2021/08/ssri_survey.pdf.

H.K. Almathami, K.T. Win, et al., “Barriers and Facilitators That Influence
Telemedicine-Based, Real-Time, Online Consultation at Patients’ Homes: Systematic
Literature Review,” Journal of Medical Internet Research, 22(2), 2020. Available at: https://
www.jmir.org/2020/2/e16407/.

F. Imlach, E. McKinlay, et al., “Telehealth consultations in general practice during a
pandemic lockdown: survey and interviews on patient experiences and preferences,”
BMC Family Practice, 21(1), 2020. Available at: https://bmcfampract.biomedcentral.com/
articles/10.1186/s12875-020-01336-1.

Center for Connected Health Policy, “Private Payer Parity,” 2022. Available at: https://
www.cchpca.org/topic/parity/.

National Academy for State Health Policy, “State Provide Payment Parity for Telehealth
and In-Person Care,” 2021. Available at: https://www.nashp.org/states-provide-
payment-parity-for-telehealth-and-in-person-care/.

N. Lacktman, J. Acosta, et al., “50-State Survey of Telehealth Commercial Insurance
Laws,” Foley & Lardner LLP, February 9, 2021. Available at: https://www.foley.com/en/
insights/publications/2021/02/50-state-telehealth-commercial-insurance-laws.

Center for Connected Health Policy, “Private Payer Parity,” 2022. Available at: https://
www.cchpca.org/topic/parity/.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

C. Shachar, J. Engel, and G. Elwyn, “Implications for Telehealth in a Postpandemic
Future: Regulatory and Privacy Issues,” JAMA, 323(23): 2375-2376, 2018. Available at:
https://jamanetwork.com/journals/jama/fullarticle/2766369.

A. Mehrotra, “Looking Ahead: What Should the Telemedicine Regulatory and Payment
Landscape Look Like After the Pandemic?,” Testimony to Committee on Ways and
Means, Subcommittee on Health, 117th U.S. Congress, 2021. Available at: https://

waysandmeans.house.gov/sites/democrats.waysandmeans.house.gov/files/documents/
Ateev%20Mehrotra%20Testimony.pdf.

L. Housman, Z. Williams, and P. Ellis, “Telemedicine,” Congressional Budget Office,
July 29, 2015. Available at: https://www.cbo.gov/publication/50680.

MedPAC, Report to the Congress: Medicare Payment Policy, March 2021. Available at:
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-

payment-policy/.

73


https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/patients-love-telehealth-physicians-are-not-so-sure
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/patients-love-telehealth-physicians-are-not-so-sure
https://www.mckinsey.com/industries/healthcare-systems-and-services/our-insights/patients-love-telehealth-physicians-are-not-so-sure
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://www.jmir.org/2020/2/e16407/
https://www.jmir.org/2020/2/e16407/
https://bmcfampract.biomedcentral.com/articles/10.1186/s12875-020-01336-1
https://bmcfampract.biomedcentral.com/articles/10.1186/s12875-020-01336-1
https://www.cchpca.org/topic/parity/
https://www.cchpca.org/topic/parity/
https://www.nashp.org/states-provide-payment-parity-for-telehealth-and-in-person-care/
https://www.nashp.org/states-provide-payment-parity-for-telehealth-and-in-person-care/
https://www.foley.com/en/insights/publications/2021/02/50-state-telehealth-commercial-insurance-laws
https://www.foley.com/en/insights/publications/2021/02/50-state-telehealth-commercial-insurance-laws
https://www.cchpca.org/topic/parity/
https://www.cchpca.org/topic/parity/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://jamanetwork.com/journals/jama/fullarticle/2766369
https://waysandmeans.house.gov/sites/democrats.waysandmeans.house.gov/files/documents/Ateev%20Mehrotra%20Testimony.pdf
https://waysandmeans.house.gov/sites/democrats.waysandmeans.house.gov/files/documents/Ateev%20Mehrotra%20Testimony.pdf
https://waysandmeans.house.gov/sites/democrats.waysandmeans.house.gov/files/documents/Ateev%20Mehrotra%20Testimony.pdf
https://www.cbo.gov/publication/50680
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/
https://www.medpac.gov/document/march-2021-report-to-the-congress-medicare-payment-policy/

74

119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

130.

131.

132.

J.S. Ashwood, A. Mehrotra, et al., “Direct-To-Consumer Telehealth May Increase Access
To Care But Does Not Decrease Spending,” Health Affairs, 36(3), 2017. Available at:
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.1130.

KY.Li, Z. Zhu, et al., “Direct-To-Consumer Telemedicine Visits For Acute Respiratory
Infections Linked To More Downstream Visits, Health Affairs, 40(4), 2021. Available at:
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01741.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Bipartisan Policy Center and SSRS, “Telehealth Visit Use Among U.S. Adults,”
August 2021, Available at: https://bipartisanpolicy.org/download/?file=/wp-content/
uploads/2021/08/ssri_survey.pdf.

Ibid.

X. Ly, S. Goldenthal, et al., “Comparison of Telemedicine Versus In-Person Visits on
Impact of Downstream Utilization of Care,” Telemedicine and e-Health, 27(10): 1099-
1104, 2021. Available at: https://pubmed.ncbi.nlm.nih.gov/33513056/.

P. Bernstein, K. Ko, et al., “Urgent and non-emergent telehealth care for seniors:
Findings from a multi-site impact study,” Journal of Telemedicine and Telecare, April
2021. Available at: https://journals.sagepub.com/d0i/10.1177/1357633X211004321.

E. Hatef, D. Lans, et. al., “Outcomes of In-Person and Telehealth Ambulatory Encounters
During COVID-19 Within a Large Commercially Insured Cohort,” JAMA Network,

5(4), 2022. Available at: https://jamanetwork.com/journals/jamanetworkopen/
fullarticle/2791531?resultClick=1.

S. Rushton, J. Boggan, et al., Effectiveness of Remote Triage: A Systematic Review,
Department of Veterans Affairs, July 2019. Available at: https://www.ncbi.nlm.nih.gov/
books/NBK553039/.

D. Grabowski and A.J. O'Malley, “Use Of Telemedicine Can Reduce Hospitalizations
Of Nursing Home Residents And Generate Savings For Medicare,” Health Affairs, 33(2),
2014. Available at: https://www.healthaffairs.org/doi/10.1377/hlthaff.2013.0922.

J. Adler-Milstein and A. Mehrotra, “Paying for Digital Health — Problems with the
Fee-for-Service System,” NEJM, September 2, 2021. Available at: https://www.nejm.
org/doi/10.1056/NEJMp2107879?url_ver=739.88-2003&rfr_id=ori:rid:crossref.org&rfr
dat=cr_pub%20%200pubmed.

S.Shah, L. Schwamm, et al., “Virtual Visits Partially Replaced In-Person Visits In An
ACO-Based Medical Specialty Practice,” Health Affairs, 37(12), 2018. Available at: https://
www.healthaffairs.org/doi/abs/10.1377/hlthaff.2018.05105.

Bipartisan Policy Center, Leveraging Digital Technology to Enable a More Equitable
Distribution of the Health Care Workforce, June 2022. Available at: https:/

bipartisanpolicy.or
distribution-of-the-health-care-workforce/.

report/leveraging-digital-technology-to-enable-a-more-equitable-

A.Wilcock, L. Schwamm, et al., “Reperfusion Treatment and Stroke Outcomes in
Hospitals With Telestroke Capacity,” JAMA Neurology, 78(5): 527-535, 2021. Available at:
https://doi.org/10.1001/jamaneurol.2021.0023.


https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2016.1130
https://www.healthaffairs.org/doi/10.1377/hlthaff.2020.01741
https://bipartisanpolicy.org/report/future-of-telehealth/
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2021/08/ssri_survey.pdf
https://pubmed.ncbi.nlm.nih.gov/33513056/
https://journals.sagepub.com/doi/10.1177/1357633X211004321
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2791531?resultClick=1
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2791531?resultClick=1
https://www.ncbi.nlm.nih.gov/books/NBK553039/
https://www.ncbi.nlm.nih.gov/books/NBK553039/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2013.0922
https://www.nejm.org/doi/10.1056/NEJMp2107879?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_da
https://www.nejm.org/doi/10.1056/NEJMp2107879?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_da
https://www.nejm.org/doi/10.1056/NEJMp2107879?url_ver=Z39.88-2003&rfr_id=ori:rid:crossref.org&rfr_da
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2018.05105
https://www.healthaffairs.org/doi/abs/10.1377/hlthaff.2018.05105
https://bipartisanpolicy.org/report/leveraging-digital-technology-to-enable-a-more-equitable-distribution-of-the-health-care-workforce/
https://bipartisanpolicy.org/report/leveraging-digital-technology-to-enable-a-more-equitable-distribution-of-the-health-care-workforce/
https://bipartisanpolicy.org/report/leveraging-digital-technology-to-enable-a-more-equitable-distribution-of-the-health-care-workforce/
https://doi.org/10.1001/jamaneurol.2021.0023

133.

134.

135.

136.

137.

138.

139.

140.

141.

142.

143.

144.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

Centers for Medicare & Medicaid Services, “State Medicaid & CHIP Telehealth Toolkit:
Policy Considerations for States Expanding Use of Telehealth (COVID-19 version),”
2020. Available at: https://www.medicaid.gov/medicaid/benefits/downloads/
medicaid-chip-telehealth-toolkit.pdf.

Congressional Budget Office, “H.R. 4040, the Advancing Telehealth Beyond COVID-19
Act of 2022,” July 26, 2022. Available at: https://www.cbo.gov/publication/58332.

U.S. Congress, Senate Finance Committee, “Discussion Draft - Ensuring Access to
Telemental Health Services,” 2021. Available at: https://www.finance.senate.gov/imo/
media/doc/052622%20Telemental%20Health%20Discussion%20Draft.pdf.

L. Dyrda, “Optum vs. Amazon after the $3.9B One Medical deal,” Becker’s Hospital
Review, July 26,2022. Available at: https: ZZWWWbeckershospltalrewew com/healthcare-

H. Landi, “Teladoc rival Amwell scores CVS tie-up to launch retailer’s virtual primary
care service,” Health Tech, August 4, 2022. Available at: ttps [ZWWW fiercehealthcare.

U.S. Department of Health and Human Services, “HHS Issues Guidance on HIPAA
and Audio-Only Telehealth,” June 13, 2022. Available at: https://www.hhs.gov/about/
news/2022/06/13/hhs-issues-guidance-hipaa-audio-telehealth.html

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

U.S. Department of Health and Human Services, Office of the Inspector General,
“Special Fraud Alert: OIG Alerts Practitioners To Exercise Caution When Entering Into
Arrangements With Purported Telemedicine Companies,” July 20, 2022. Available at:
https://oig.hhs.gov/documents/root/1045/sfa-telefraud.pdf.

Section 1128B(b) of the Social Security Act (the Act). The federal anti-kickback statute
applies broadly to remuneration to induce or reward referrals of patients, as well as
the payment of remuneration intended to induce or reward the purchasing, leasing, or
ordering of, or arranging for or recommending the purchasing, leasing, or ordering of,
any item or service reimbursable by any Federal health care program.

U.S. Department of Justice, “Federal Indictments & Law Enforcement Actions in
One of the Largest Health Care Fraud Schemes Involving Telemedicine and Durable
Medical Equipment Marketing Executives Results in Charges Against 24 Individuals
Responsible for Over $1.2 Billion in Losses,” April 9, 2019. Available at: https:/www.
justice.gov/opa/pr/federal-indictments-and-law-enforcement-actions-one-largest-

health-care-fraud-schemes.

75


https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit.pdf
https://www.medicaid.gov/medicaid/benefits/downloads/medicaid-chip-telehealth-toolkit.pdf
https://www.cbo.gov/publication/58332
https://www.finance.senate.gov/imo/media/doc/052622%20Telemental%20Health%20Discussion%20Draft.pdf
https://www.finance.senate.gov/imo/media/doc/052622%20Telemental%20Health%20Discussion%20Draft.pdf
https://www.beckershospitalreview.com/healthcare-information-technology/optum-vs-amazon-after-the-3-9b-one-medical-deal.html
https://www.beckershospitalreview.com/healthcare-information-technology/optum-vs-amazon-after-the-3-9b-one-medical-deal.html
https://www.fiercehealthcare.com/health-tech/amwell-scores-cvs-tie-roll-out-retailers-virtual-primary-care-service
https://www.fiercehealthcare.com/health-tech/amwell-scores-cvs-tie-roll-out-retailers-virtual-primary-care-service
https://www.hhs.gov/about/news/2022/06/13/hhs-issues-guidance-hipaa-audio-telehealth.html
https://www.hhs.gov/about/news/2022/06/13/hhs-issues-guidance-hipaa-audio-telehealth.html
https://bipartisanpolicy.org/report/future-of-telehealth/
https://oig.hhs.gov/documents/root/1045/sfa-telefraud.pdf
https://www.justice.gov/opa/pr/federal-indictments-and-law-enforcement-actions-one-largest-health-care-fraud-schemes
https://www.justice.gov/opa/pr/federal-indictments-and-law-enforcement-actions-one-largest-health-care-fraud-schemes
https://www.justice.gov/opa/pr/federal-indictments-and-law-enforcement-actions-one-largest-health-care-fraud-schemes

76

145.

146.

147.

148.

149.

150.

151.

152.

153.

154.

155.

156.

157.

158.

159.

U.S. Department of Health and Human Services, Office of the Inspector General,
“Principal Deputy Inspector General Grimm on Telehealth,” February 26, 2021.
Available at: https://oig.hhs.gov/coronavirus/letter-grimm-02262021.asp?utm

source=o0ig-web&utm_medium=0ig-covid-policies&utm_campaign=o0ig-grimm-
letter-02262021.

U.S. Department of Health and Human Services, Office of the Inspector General,
Opportunities Exist To Strengthen Evaluation and Oversight of Telehealth for
Behavioral Health in Medicaid, September 2021. Available at: https://oig.hhs.gov/oei/
reports/OEI-02-19-00401.pdf.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

M. Zhao, H. Hamadi, et al., “Telehealth: Advances in Alternative Payment Models”
Telemedicine and e-Health, 26(12), 2020. Available at: https://doi.org/10.1089/
tmj.2019.0294.

Centers for Medicare and Medicaid Services, Innovation Center Strategy Refresh, March
2022. Available at: https://innovation.cms.gov/strategic-direction-whitepaper.

B. Powers, D.D. Antol, et al., “Association Between Primary Care Payment Model and
Telemedicine Use for Medicare Advantage Enrollees During the COVID-19 Pandemic,
JAMA Health Forum, 2(7), 2021. Available at: https://jamanetwork.com/journals/jama-
health-forum/fullarticle/2782059.

”

MedPAC, Medicare Payment Policy: Report to the Congress, March 2022. Available
at: https://www.medpac.gov/wp-content/uploads/2022/03/Mar22_MedPAC
ReportToCongress_SEC.pdf.

Centers for Medicare and Medicaid Services, “Medicare Program; CY 2023 Payment
Policies under the Physician Fee Schedule,” 2022. Available at: https://www.cms.
gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-
proposed-rule.

MedPAC, “Improving Medicare’s payment policies for Advanced Practice Registered
Nurses and Physician’s Assistants,” February 19, 2019. Available at: https:/www.
medpac.gov/improving-medicares-payment-policies-for-advanced-practice-registered-
nurses-and-physician-assistants/#:~:text=This%20practice%20is%20known%20
as,incident%20to%E2%80%9D%20a%20supervising%20physician.

National Academy for State Health Policy, “State Provide Payment Parity for Telehealth
and In-Person Care,” August 25, 2021. Available at: https://www.nashp.org/states-
provide-payment-parity-for-telehealth-and-in-person-care/.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.
Ibid.
Ibid.

Ibid.


https://oig.hhs.gov/coronavirus/letter-grimm-02262021.asp?utm_source=oig-web&utm_medium=oig-covid-policies&utm_campaign=oig-grimm-letter-02262021
https://oig.hhs.gov/coronavirus/letter-grimm-02262021.asp?utm_source=oig-web&utm_medium=oig-covid-policies&utm_campaign=oig-grimm-letter-02262021
https://oig.hhs.gov/coronavirus/letter-grimm-02262021.asp?utm_source=oig-web&utm_medium=oig-covid-policies&utm_campaign=oig-grimm-letter-02262021
https://oig.hhs.gov/oei/reports/OEI-02-19-00401.pdf
https://oig.hhs.gov/oei/reports/OEI-02-19-00401.pdf
https://bipartisanpolicy.org/report/future-of-telehealth/
https://doi.org/10.1089/tmj.2019.0294
https://doi.org/10.1089/tmj.2019.0294
https://innovation.cms.gov/strategic-direction-whitepaper
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2782059
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2782059
https://www.medpac.gov/wp-content/uploads/2022/03/Mar22_MedPAC_ReportToCongress_SEC.pdf
https://www.medpac.gov/wp-content/uploads/2022/03/Mar22_MedPAC_ReportToCongress_SEC.pdf
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://www.cms.gov/newsroom/fact-sheets/calendar-year-cy-2023-medicare-physician-fee-schedule-proposed-rule
https://www.medpac.gov/improving-medicares-payment-policies-for-advanced-practice-registered-nurses-and-physician-assistants/#:~:text=This%20practice%20is%20known%20as,incident%20to%E2%80%9D%20a%20supervising%20physician.
https://www.medpac.gov/improving-medicares-payment-policies-for-advanced-practice-registered-nurses-and-physician-assistants/#:~:text=This%20practice%20is%20known%20as,incident%20to%E2%80%9D%20a%20supervising%20physician.
https://www.medpac.gov/improving-medicares-payment-policies-for-advanced-practice-registered-nurses-and-physician-assistants/#:~:text=This%20practice%20is%20known%20as,incident%20to%E2%80%9D%20a%20supervising%20physician.
https://www.nashp.org/states-provide-payment-parity-for-telehealth-and-in-person-care/
https://www.nashp.org/states-provide-payment-parity-for-telehealth-and-in-person-care/
https://bipartisanpolicy.org/report/future-of-telehealth/

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

171.

172.

R. Hailu, L. Uscher-Pines, et al., “Audio-Only Telemedicine Visits:
Flaws In The Underlying Data Make It Hard To Assess Their Use

And Impact,” Health Affairs. July 15, 2022. Available at: https://
www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo
ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYKEj2COFddApY0%3D.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.

Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Kaiser Family Foundation, The Implications of COVID-19 for Mental Health and Substance
Use, February 2021. Available at: https://www.kff.org/coronavirus-covid-19/issue-brief/
the-implications-of-covid-19-for-mental-health-and-substance-use/.

Rural Health Information Hub, “Rural Data Explorer,” 2022. Available at: https:/www.
ruralhealthinfo.org/data-explorer?id=209.

Center for Connected Health Policy, Telehealth Provisions in the Consolidated
Appropriations Act, 2021 (HR 133), January 2021. Available at: https://cdn.cchpca.org/
files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf.

Centers for Medicare and Medicaid Services, “Medicare Program; CY 2022 Payment
Policies under the Physician Fee Schedule,” November 2021. Available at: https://
public-inspection.federalregister.gov/2021-23972.pdf.

L. Egede, C. Dismuke, et al., “Cost-Effectiveness of Behavioral Activation for
Depression in Older Adult Veterans: In-Person Care Versus Telehealth,” Journal of
Clinical Psychiatry, August 2018. Available at: https://www.psychiatrist.com/jcp/
psychotherapy/cost-effectiveness-of-psychotherapy-via-telehealth/.

L. Egede, M. Gebregziabher, et al., “Trajectory of cost overtime after psychotherapy for
depression in older Veterans via telemedicine,” Journal of Affective Disorders, January

2017. Available at: https://pubmed.ncbi.nlm.nih.gov/27721190/.

B. Massoudiam, F. Holvast, et al., “The effectiveness and cost-effectiveness of e-health
interventions for depression and anxiety in primary care: A systematic review and
meta-analysis,” Journal of Affective Disorders, 245: 728-743, 2019. Available at: https://

www.sciencedirect.com/science/article/abs/pii/S0165032717321535?via%3Dihub.

H.R.4058 - Telemental Health Care Access Act of 2021. Available at: https://www.
congress.gov/bill/117th-congress/house-bill/4058; https://www.congress.gov/
bill/117th-congress/senate-bill/2061; S.2061 - Telemental Health Care Access Act of

2021. Available at: https://www.congress.gov/bill/117th-congress/senate-bill/2061.

C. Holly, A. Andrilla, et al., “Geographic Variation in the Supply of Selected Behavioral
Health Providers,” American Journal of Preventive Medicine, 54(6), 2018. Available at:
https://doi.org/10.1016/j.amepre.2018.01.004.

A.Irvine, P. Drew, et al., “Are there interactional differences between telephone and
face-to-face psychological therapy? A systematic review of comparative studies,”
Journal of Affective Disorders, 265: 120-131, 2020. Available at: https://doi.org/10.1016/].

jad.2020.01.057.

Centers for Disease Control and Prevention, “Drug Overdose Deaths in the U.S. Top
100,000 Annually,” November 17, 2021. Available at: https://www.cdc.gov/nchs/
pressroom/nchs_press_releases/2021/20211117.htm.

77


https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://www.healthaffairs.org/do/10.1377/forefront.20220713.689213?vgo_ee=Y%2BXvoVPRahqh%2B7HnBFTZeYrYh10TdYkEj2COFddApYo%3D
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use/
https://www.kff.org/coronavirus-covid-19/issue-brief/the-implications-of-covid-19-for-mental-health-and-substance-use/
https://www.ruralhealthinfo.org/data-explorer?id=209
https://www.ruralhealthinfo.org/data-explorer?id=209
https://cdn.cchpca.org/files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf
https://cdn.cchpca.org/files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf
https://public-inspection.federalregister.gov/2021-23972.pdf
https://public-inspection.federalregister.gov/2021-23972.pdf
https://www.psychiatrist.com/jcp/psychotherapy/cost-effectiveness-of-psychotherapy-via-telehealth/
https://www.psychiatrist.com/jcp/psychotherapy/cost-effectiveness-of-psychotherapy-via-telehealth/
https://pubmed.ncbi.nlm.nih.gov/27721190/
https://www.sciencedirect.com/science/article/abs/pii/S0165032717321535?via%3Dihub
https://www.sciencedirect.com/science/article/abs/pii/S0165032717321535?via%3Dihub
https://www.congress.gov/bill/117th-congress/house-bill/4058
https://www.congress.gov/bill/117th-congress/house-bill/4058
https://www.congress.gov/bill/117th-congress/senate-bill/2061
https://www.congress.gov/bill/117th-congress/senate-bill/2061
https://www.congress.gov/bill/117th-congress/senate-bill/2061
https://doi.org/10.1016/j.amepre.2018.01.004
https://doi.org/10.1016/j.jad.2020.01.057
https://doi.org/10.1016/j.jad.2020.01.057
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2021/20211117.htm
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2021/20211117.htm

78

173.

174.

175.

176.

177.

178.

179.

180.

181.

182.

183.

184.

185.

Bipartisan Policy Center, Combating the Opioid Crisis: Smarter Spending to Enhance
the Federal Response, April 2022. Available at: https://bipartisanpolicy.org/report/
combating-the-opioid-crisis-smarter-spending-to-enhance-the-federal-response/.

U.S. Department of Health and Human Services, Office of the Inspector General,
Geographic Disparities Affect Access to Buprenorphine Services for Opioid Use Disorder,

January 2020. Available at: https://oig.hhs.gov/oei/reports/oei-12-17-00240.
asp#:~:text=Fast%20Facts,buprenorphine%20in%20an%200ffice%20setting.

Bipartisan Policy Center, Combating the Opioid Crisis: Smarter Spending to Enhance
the Federal Response Apr11 2022. Available at: httDs //bipartisanpolicy.org/report/

L.Lin, L. Zhang, et al., “Impact of COVID-19 Telehealth Policy Changes on
Buprenorphine Treatment for Op101d Use Disorder,” American Journal of Psychiatry, July
2022. Available at: https://aj

R. Winkler, “Startups make it easier to get ADHD Drugs,” Wall Street Journal, March 26,
2022. Available at: https://www.wsj.com/articles/startups-make-it-easier-to-get-adhd-

drugs-that-made-some-workers-anxious-11648267205.

S. Putka, “Ketamine via Telehealth: Psychiatrists Urge Caution,” MedPage Today, July 28,
2022. Available at: https://www.medpagetoday.com/special-reports/exclusives/99944.

K. Palmer, “Patients seeking novel weight loss drugs find a ‘wild west’ of
online prescribers,” STAT, August 4, 2022. Available at: https://www.statnews.
com/2022/08/04/weight-loss-drugs-telehealth-calibrate-found/.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

L. Collins, “What the pandemic showed us about the looming primary care doctor
shortage,” Deseret News, July 8, 2020. Available at: https://www.deseret.com/
indepth/2020/7/7/21311200/primary-care-doctor-shortage-covid-19-cdc-kaiser-family-

foundation-janis-orlowski-intermountain.

C. Cox, K. Amin, and R. Kamal, “How have health spending and utilization changed
during the coronavirus pandemic?” KFF-Peterson Health System Tracker, March
2021. Available at: https://www.healthsystemtracker.org/chart-collection/how-
have-healthcare-utilization-and-spending-changed-so-far-during-the-coronavirus-
pandemic/#item-start.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

G.C. Alexander, M. Tajanlangit, et al., “Use and Content of Primary Care Office-Based
vs Telemedicine Care Visits During the COVID-19 Pandemic in the US,” JAMA Network

Open, 3(10), 2020. Available at: https://jamanetwork.com/journals/jamanetworkopen/
article-abstract/2771191.



https://bipartisanpolicy.org/report/combating-the-opioid-crisis-smarter-spending-to-enhance-the-federal-response/
https://bipartisanpolicy.org/report/combating-the-opioid-crisis-smarter-spending-to-enhance-the-federal-response/
https://oig.hhs.gov/oei/reports/oei-12-17-00240.asp#:~:text=Fast%20Facts,buprenorphine%20in%20an%20office%20setting.
https://oig.hhs.gov/oei/reports/oei-12-17-00240.asp#:~:text=Fast%20Facts,buprenorphine%20in%20an%20office%20setting.
https://bipartisanpolicy.org/report/combating-the-opioid-crisis-smarter-spending-to-enhance-the-federal-response/
https://bipartisanpolicy.org/report/combating-the-opioid-crisis-smarter-spending-to-enhance-the-federal-response/
https://ajp.psychiatryonline.org/doi/10.1176/appi.ajp.21111141
https://www.wsj.com/articles/startups-make-it-easier-to-get-adhd-drugs-that-made-some-workers-anxious-11648267205
https://www.wsj.com/articles/startups-make-it-easier-to-get-adhd-drugs-that-made-some-workers-anxious-11648267205
https://www.medpagetoday.com/special-reports/exclusives/99944
https://www.statnews.com/2022/08/04/weight-loss-drugs-telehealth-calibrate-found/
https://www.statnews.com/2022/08/04/weight-loss-drugs-telehealth-calibrate-found/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.deseret.com/indepth/2020/7/7/21311200/primary-care-doctor-shortage-covid-19-cdc-kaiser-family-foundation-janis-orlowski-intermountain
https://www.deseret.com/indepth/2020/7/7/21311200/primary-care-doctor-shortage-covid-19-cdc-kaiser-family-foundation-janis-orlowski-intermountain
https://www.deseret.com/indepth/2020/7/7/21311200/primary-care-doctor-shortage-covid-19-cdc-kaiser-family-foundation-janis-orlowski-intermountain
https://www.healthsystemtracker.org/chart-collection/how-have-healthcare-utilization-and-spending-changed-so-far-during-the-coronavirus-pandemic/#item-start
https://www.healthsystemtracker.org/chart-collection/how-have-healthcare-utilization-and-spending-changed-so-far-during-the-coronavirus-pandemic/#item-start
https://www.healthsystemtracker.org/chart-collection/how-have-healthcare-utilization-and-spending-changed-so-far-during-the-coronavirus-pandemic/#item-start
https://bipartisanpolicy.org/report/future-of-telehealth/
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191

186.

187.

188.

189.

190.

191

192.

193.

194.

195.

196.

197.

198.

199.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

G.C. Alexander, M. Tajanlangit, et al., “Use and Content of Primary Care Office-Based
vs Telemedicine Care Visits During the COVID-19 Pandemic in the US,” JAMA Network

Open, 3(10), 2020. Available at: https://jamanetwork.com/journals/jamanetworkopen/
article-abstract/2771191.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

Ibid.

G.C. Alexander, M. Tajanlangit, et al., “Use and Content of Primary Care Office-Based
vs Telemedicine Care Visits During the COVID-19 Pandemic in the US,” JAMA Network

Open, 3(10), 2020. Available at: https://jamanetwork.com/journals/jamanetworkopen/
article-abstract/2771191.

U.S. Congress, House Committee on Rules, “House Amendment to the Senate
Amendment to H.R. 2471, Consolidated Appropriations Act, 2022,” 2022. Available at:
https://rules.house.gov/sites/democrats.rules.house.gov/files/BILLS-117HR2471SA-
RCP-117-35.pdf.

Centers for Medicare and Medicaid Services, “Medicare Program; CY 2022 Payment
Policies under the Physician Fee Schedule,” November 2021. Available at: https://
public-inspection.federalregister.gov/2021-23972.pdf.

Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.
Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.

AAFP, “CMS waives telehealth restrictions for FQHC and RHC physicians,” April 20,
2020. Available at: https://www.aafp.org/pubs/fpm/blogs/gettingpaid/entry/FQHC
covid_telehealth.html.

Centers for Medicare and Medicaid Services, Innovation Center Strategy Refresh, March

2022. Available at: https://innovation.cms.gov/strategic-direction-whitepaper.

Centers for Medicare and Medicaid Services, “Primary Care First Model Options,” 2022.
Available at: https://innovation.cms.gov/innovation-models/primary-care-first-model-

options.

M. Tang, C. Nakamoto, et al., “Trends in Remote Patient Monitoring Use in Traditional
Medicare,” JAMA Internal Medicine, 182(9), 2022. Available at: https://jamanetwork.com/
journals/jamainternalmedicine/article-abstract/2794655.

Alliance of Community Health Plans, “White Paper - Proposed Framework on Medicare
Telehealth Reimbursement Models,” October 2020. Available at: https://achp.org/
proposed-medicare-telehealth-framework/.

79


https://bipartisanpolicy.org/report/future-of-telehealth/
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191
https://bipartisanpolicy.org/report/future-of-telehealth/
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191
https://jamanetwork.com/journals/jamanetworkopen/article-abstract/2771191
https://rules.house.gov/sites/democrats.rules.house.gov/files/BILLS-117HR2471SA-RCP-117-35.pdf
https://rules.house.gov/sites/democrats.rules.house.gov/files/BILLS-117HR2471SA-RCP-117-35.pdf
https://public-inspection.federalregister.gov/2021-23972.pdf
https://public-inspection.federalregister.gov/2021-23972.pdf
https://bipartisanpolicy.org/report/future-of-telehealth/
https://www.aafp.org/pubs/fpm/blogs/gettingpaid/entry/FQHC_covid_telehealth.html
https://www.aafp.org/pubs/fpm/blogs/gettingpaid/entry/FQHC_covid_telehealth.html
https://innovation.cms.gov/strategic-direction-whitepaper
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://innovation.cms.gov/innovation-models/primary-care-first-model-options
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2794655
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2794655
https://achp.org/proposed-medicare-telehealth-framework/
https://achp.org/proposed-medicare-telehealth-framework/

80

200.A. Morenz, J. Liao. “Use Value-based Payment to Resolve the Debate About Telehealth
Payment Parity,” Health Affairs, August 2, 2021. Available at: https://www.healthaffairs.
org/do/10.1377/forefront.20210726.882779/.

201. Bipartisan Policy Center, Ananya Health Solutions LLC, and L&M Policy Research,
“Medicare Telehealth Utilization and Spending Impacts 2019-2021,” October 2022.

Available at: https://bipartisanpolicy.org/report/future-of-telehealth/.
202.1bid.

203. E. Gudbranson, A. Glickman, et al., “Reassessing the Data on Whether a Physician
Workforce Shortage Exists,” JAMA Network, 317(19): 1945-1946, 2017. Available at:
https://doi.org/10.1001/jama.2017.2609.

204. Center for Connected Health Policy, “Policy trend maps,” 2022. Available at: https://
www.cchpca.org/policy-trends/.

205. U.S. Department of Health and Human Services, “Medicaid and Medicare billing for

asynchronous telehealth,” 2021. Available at: https://telehealth.hhs.gov/providers/
billing-and-reimbursement/medicaid-and-medicare-billing-for-asynchronous-

telehealth/.

206.0. Bestsennyy, G. Gilbert, et al., “Telehealth: A quarter-trillion-dollar post-COVID-19
reality?,” McKinsey & Company, July 2021. Available at: https:/www.mckinsey.com/
industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-
dollar-post-covid-19-reality.



https://www.healthaffairs.org/do/10.1377/forefront.20210726.882779/
https://www.healthaffairs.org/do/10.1377/forefront.20210726.882779/
https://bipartisanpolicy.org/report/future-of-telehealth/
https://doi.org/10.1001/jama.2017.2609
https://www.cchpca.org/policy-trends/
https://www.cchpca.org/policy-trends/
https://telehealth.hhs.gov/providers/billing-and-reimbursement/medicaid-and-medicare-billing-for-asynchronous-telehealth/
https://telehealth.hhs.gov/providers/billing-and-reimbursement/medicaid-and-medicare-billing-for-asynchronous-telehealth/
https://telehealth.hhs.gov/providers/billing-and-reimbursement/medicaid-and-medicare-billing-for-asynchronous-telehealth/
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.mckinsey.com/industries/healthcare-systems-and-services/our-insights/telehealth-a-quarter-trillion-dollar-post-covid-19-reality

£\

Bipartisan Policy Center

1225 Eye St NW, Suite 1000
Washington, DC 20005

202 - 204 - 2400

The Bipartisan Policy Center (BPC) is a Washington, D.C.-based think tank
that actively fosters bipartisanship by combining the best ideas from both
parties to promote health, security, and opportunity for all Americans.

Our policy solutions are the product of informed deliberations by former
elected and appointed officials, business and labor leaders, and academics
and advocates who represent both ends of the political spectrum.

BPC prioritizes one thing above all else: getting things done.

3 @BPC_Bipartisan

f facebook.com/BipartisanPolicyCenter

® instagram.com/BPC_Bipartisan

Policy Areas

Business

Campus Free Expression

Economy

Education

Elections

Energy

Governance

Health

Housing

Immigration

Infrastructure

Technology



http://bipartisanpolicy.org

£\

Bipartisan Policy Center

1225 Eye Street NW, Suite 1000
Washington, D.C. 20005

IDEAS. ACTION. RESULTS.




