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Comparison of SB80 and HB 281— Telemedicine

Both SB 80, Section 2, and HB 281 prohibit the medical board from sanctioning licensees for

prescribing non-controlled prescription drugs without a prior physical examination.

SB8O

SB 80, Section 2, is almost identical to HB
281.

SB 80 would provide definitions for tele-
medicine and insurance billing but are not
key to solving the critical problem caused
by the Medical board.

HB 281

HB281 requires prescribing physicians
must be located in Alaska. This is appropri-
ate as the only issue covered by this bill
would be those who are prescribing with-
out the physical examination. This would
not impact any current physician and their
patients nor a physician covering for an-

other physician

HB 281 requires the physician must have a
physician to cover follow-up care if una-

vailable to the patient.

The exemption for prescribing controlled
substances to an existing patient is not in-
cluded, as HB 281 does not affect estab-

lished physician-patient relationships.
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FISCAL NOTE ANALYSIS #1

STATE OF ALASKA BILL NO. CSHB 281 (HSS)
2014 LEGISLATIVE SESSION

Analysis

HB 281 adds a new section into AS 08.04 so that the State Medical Board may not impose disciplinary sanctions on a
physician for prescribing medication that is not a controlled substance without conducting a physical examination. The
prescribing physician would have to be located in the state and under certain conditions records may have to be sentto a
primary care provider.

The Division of Corporations, Business, and Professional Licensing does not anticipate fiscal impact from this legislation.

(Revised 8/16/2013 OMB) Page 2 of 2



Department of Commerce, Community,
and Economic Development

STATE MEDICAL BOARD

Debora Stovern, Executive Adm inistrator

THE STATE

Governor Sean Parnell
550 West 7th Avenue, Suite 1500

Anchorage, AK 99501-3567
Main: 907.269.8163
Fax: 907.269.8196
M arch 18, 2014

The Honorable Fred Dyson The Honorable Lynn Gattis
State Senate House of Representatives
Alaska State Capitol Alaska State Capitol
Juneau, Alaska 99801-1182 Juneau, Alaska 99801-1182

Dear Senator Dyson and Representative G attis:

At their March 6-7, 2014 meeting, the Alaska State Medical Board reviewed Senate Bill 80 and House Bill 281 and discussed
telemedicine issues. They noted that the current system oftelemedicine is practiced lawfully and successfully throughout the state.
Though itoriginated in Tribal Health Programs, it does not deny access to anyone, and may be practiced by any Alaska-licensed
physician. Under current practice standards, an Alaska-licensed physician may lawfully engage in telemedicine practice if they either
have an established physician-patient relationship, or ifthere is an appropriate (licensed) health care provider with the patient to assist

the physician with their examination and diagnosis process.

These bills propose to allow for a corporate model oftelemedicine practice without one or the other ofthese two elements, and would
therefore be below the current standard ofcare in Alaska. W hile the bills imply a solution to poor rural health care access, Alaska has
been for years and remains far ahead ofthe lower 48 states regarding rural access to health care. These bills will have a small impact
in rural Alaska, as there are few sites in those areas without a provider and existing telemedicine. As these bills make no distinction

between rural and urban practice oftelemedicine, the much larger impact will be in the urban setting. The real question becomes, “do
we need a different telemedicine model in Anchorage, Fairbanks, and Juneau?” As with many technological “advances” in medicine,

the motivation behind this bill seems more related to promoting technology and reimbursement than providing good patient care.

The Board has concerns regarding possible consequences ofchanging practice standards through the proposed legislation:

- potential for missed diagnoses and overprescribing associated with no physical examination ofthe patient
- negative consequences of the proposed legislation on current medical practice in Alaska
- potential liability and investigative costs related to misdiagnosis or mismanagement with resultant poor outcomes

- decreasing the standard of care throughout Alaska

- setting practice standards by statute instead ofBoard-promulgated regulation

W hile Alaska is second to none regarding rural health care access, the Board has recognized that there are areas that do not have any
health care provider (physician, physician’s assistant, nurse practitioner, nurse, or community health aide). To address this, the Board

is proposing a specific exemption to current regulations to allow expanded telemedicine in these areas.

The Board has taken the following position on the proposed legislation:
The essence ofthe practice of medicine is founded in the physician-patient relationship which includes the physical
examination ofthe patient. These bills attemptto forego this essential element and re-define Alaska standards for the

practice of medicine. This is not in the best interest ofpublic safety/protection, which is our charge.
Sincerely,
David A. Miller, M.D., F.A.C.S
Board President

Alaska State Medical Board

Cc: Legislators hearing SB 80 or HB 281
Members ofthe Alaska State Medical Board

E-mail: medicalboard@ alaska.aov Website: http:// www.commerce.state.ak.us/occ/pmed.htm
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Session Contact:

State Capitol Room 420
Juneau, AK 99801
Phone: 907-465-4833
Toll Free: 800-782-4833
Fax: 907-465-4586

Interim Contact

600 E. Railroad Avenue
Wasilla, AK 99654
Phone: 907-841-4347
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Alaska State Legislature

R epresentative Lynn G attis

Representative.Lynn.Gattis@akleg.gov

HB 281 Sponsor Statement

House Bill 281, "An Act relating to prescription of drugs by a physician

without a physical examination."

Much of our contemporary life is conducted online or over the phone. In
this age of prevalent communications technology it should not be
necessary to drive to the doctor's office and have a physical consultation

for many common ailments.

Under HB 281 patients will be able to obtain over-the-phone or online
consultations where physicians can diagnose an ailment and, if necessary,
provide a prescription. This practice is called telemedicine. Telemedicine
based medical care would be delivered by fully trained and qualified
primary care physicians residing in Alaska. Some benefits of telemedicine

are:

. Convenience for the patient.

. Affordability ($40 average consultation fee vs. over $1000 for the
ER).

. Rapid access.

. Higher productivity from a healthy workforce.

. Primary care access for business and leisure travelers when they

are away from their home state.

These practices can favorably impact access to care for individuals living
in both rural and urban settings. With 20% of our population living in
rural areas itisimperative that access to routine medical care be as quick
and economical as possible. Anyone needing medical care would be a
candidate for this system but imagine the benefits for a working mother
with a sick kid, a rural homesteader, or an employee who cannot take
time off of work. HB281 will revolutionize how we access our primary

care providers and | ask for your support in this bill.

District 9 - Greater Wasilla
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Alaska State Legislature

R epresentative Lynn G attis

Representative. Lynn. Gattis@akleg.gov

HB 281 Explanation of Changes

Version A to Version U

Section 1. (page 1, lines 10-11)

Change "physician™ to "physician or another physician in the

physician's group practice™.

Session Contact:

State Capitol Room 420
Juneau, AK 99801
Phone: 907-465-4833
Toll Free: 800-782-4833
Fax: 907-465-4586

Interim Contact

600 E Railroad Avenue
Wasilla, AK 99654
Phone: 907-841-4347
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Alaska State Legislature

R epresentative Lynn G attis

Representative. Lynn. Gattis@akleg.gov

HB 281 Explanation of Chanfies

Version U to Version N

Section 1. (1)(B) allows doctors, such as those working with
Health and Social Services, Dept, of Corrections and the Mental
Health Board, to prescribe controlled substances over the
phone or online when a licensed health care provider is
present with the patient to assist with examination, diagnosis,
and treatment.

District 9 - Greater Wasilla
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LEGISLATIVE RESEARCH SERVICES

Alaska Slate Legislature (907) 465-3991 phone
Division of Legal and Research Services (907) 465-3908 fex
State Capitol Juneau, AK 99801 rvsearch@ tegisstate.akus

Research Brief
TO: Representative Lynn Gattis
FROM: Roger Withington, Legislative Analyst
DATE: January 31,2014
RE: Urban and Rural Population of Alaska, 2010 Census
LRSReport 14.193

Youaskedfor information on the population ofAlaska Specifically, you askedfor the population of
Alaska as determined by the 2010 Census, delineated by urban and ruralpopulations.

According to Demographer David Howell, the Alaska Department of Labor and Workforce Development{DOLWD) currently
classifies areas of the state aseither rural or urban at the censusarea or borough level.1 The Department defines as urban the
Municipality of Anchorage and the Matanuska-Susitna, Fairbanks North Star, Kenai Peninsula, and Juneau boroughs. All other
boroughs or census areas are classified as rural. Using figures from the 2010 Census, we constructed Table 1 which provides,
for each borough or census area in the state, the population and the percentofthe total state population the area represents.
Asyou can see from Table 1, urban areas contain approximately 80 percent ofthe state's population. We also indude a map
which illustrates the boundaries of the borough and census areas in the state

IMr. Howell can be contacted at 9074665970



Area

Urban Areas

Rural Areas

Source:

O

O

Table 1: Population of Alaska by Borough or Census Area, 2010

Borough or Census Area
Anchorage, Municipality of
Matanuska-Susitna Borough
Fairbanks North Star Borough
Kenai Peninsula Borough
Juneau City and Borough
Urban Total
Aleutians East Borough
Aleutians West CensusArea
Bethel Census Area
Bristol Bay Borough
Denali Borough
Dillingham Census Area
Haines Borough
Hoonah-Angoon Census Area
Ketchikan Gateway Borough
Kodiak Island Borough
Lakeand Peninsula Borough
Nome Census Area
North Slope Borough
Northwest Arctic Borough
Petersburg Census Area

Prince of Wales-Hyder Census Area

Sitka City and Borough
Skagway, Municipality of

Southeast Fairbanks Census Area

Valdez-Cordova Census Area
Wade Hampton Census Area
Wrangell City and Borough
Yakutat City and Borough
Yukon-Koyukuk Census Area
Rural Total

State Total

Population
291,826
88,995
97,581
55,400
31,275
565,077
3,141
5,561
17,013
997
1,826
4,847
2,508
2,150
13477
13,592
1,631
9,492
9,430
7,523
3,815
5,559
8,881
968
7,029
9,636
7,459
2,369
662
5,588
145,154
710,231

(

Percent of State Total

41.1%
125%
13.7%
7.8%
4.4%
79.6%
0.4%
0.8%
24%
0.1%
0.3%
0.7%
0.4%
0.3%
1.9%
1.9%
0.2%
1.3%
1.3%
11%
0.5%
0.8%
1.3%
0.1%
1.0%
14%
11%
0.3%
0.1%

20.4%J
100.0%

Classifications are from David Howell, Demographer, Alaska Department of Labor and Workforce Development,

907-465-S970.

Alaska Department of Labor and Workforce Development Researchand Analysis Section,

http://'abor.abskagov/re$earch/census/.

Legislative ResearchServices.LRS14.193

Urban and Rural PopulationofAlaska. 2010 Census

We hope this ishelpful, if you have questions or need additional information, please let us know.

IANUAM 3L, 2014-P M i£2
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Te I ad O C Mike Crouch / Katie Post
972.499.6618 / 972.499.6638

mike.crouch@hck2.com

katie.post@hck2.com

FOR IMMEDIATE RELEASE

Study: Telehealth Expands Access to Health Care
RAND reports Teladoc consultations less likely to require follow-up care than physician and
emergency department visits

(DALLAS) Feb. 6, 2013 - Teladoc, the nation’s largest provider of telehealth services, has been
shown to expand access to health care and provide cost savings, according to a study released
by the RAND Corporation (RAND). With current physician shortages and misuse of the ER for
non-emergent issues, the RAND findings show that Teladoc provides convenient access to high
quality health care for patients.

According to the press release issued by RAND, “Interest has grown in telemedicine programs
because of the shortage of primary care physicians, which will likely worsen as more Americans
acquire medical coverage under the Affordable Care Act. Telemedicine is one of the alternatives
touted as a way to better provide primary health care without greatly expanding the number of
doctors. Patients who used the [Teladoc] service suffered from a wide assortment of acute
medical problems such as respiratory illnesses and skin problerms, and researchers found little
evidence of misdiagnosis or treatment failure among those who used the service. RAND
researchers say the finding suggests that health problems were most likely adequately
addressed during the Teladoc visits.”

“The RAND study helps quantify the significant value Teladoc brings to the health care delivery
system,”said Jason Gorevic, CEO of Teladoc. “Teladoc clearly improves access to care for
consumers Who are seeking convenient access to quality care, especially during hours when
physicians’ offices are closed or the only option is an urgent care center or Emergency Room.”

The study, published in the February edition of the journal Health Affairs, found that more than
one-third of visits occurred on weekends and holidays, and patients who used Teladoc were
less likely to require follow~up consults, with only six percent doing so compared to 13 percent
who visited an office and 20 percent who visited an emergency room RAND also found
telehealth to be a potential entry point to the health care system for people who have difficulty
accessing their regular physician, including employees who are unable to take time off work to
obtain care. The study points out the distinct advantages of the service because of the use of
simple, widely available, inexpensive technologies.

“Teladoc is dedicated to innovation while providing the highest quality of care,” said Gorevic.
“This contributes to the cost-savings our clients have seen. The fact that Teladoc patients

(more)
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Telehealth Expands Access to Care
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require significantly less follow-up care than those patients seen in the emergency department
or a physician’s office demonstrates that Teladoc’s focus on quality and robust clinical programs
are yielding benefits for consumers.”

By managing its own provider network, Teladoc has built the first nationally independent
physician network in telehealth. Teladoc’s physicians are board-certified and state-licensed with
an average of 15 years of practice. Teladoc’s rigorous credentialing process, proprietary clinical
guidelines and ongoing quality assurance efforts ensure the highest quality of care for Teladoc’s
members. Teladoc is the first and only telehealth provider to receive certification from the
National Committee for Quality Assurance (NCQA) for its physician credentialing process.

Recognized as one of Fast Company’s Top 10 Most Innovative Companies in Health Care:
Teladoc leads the health care industry with the only fully integrated clinical, technology and
member engagement solution for telehealth. Through Teladoc, patients have on demand
access to physicians via phone, secure online video, mohile app or HealthSpot™ Station (a
private, walk-in kiosk) to receive treatment for non-emergency medical issues including cold and
flu, urinary tract infections, allergies, bronchitis, skin rashes and sinus problerns.

To view the complete studly, visit: http:/content.healthaffairs.Org/content/33/2/258.abstract

About Teladoc

Founded in 2002, Teladoc is the nation’s first and largest provider of telehealth services with 7.5
million members and more than 200,000 consults annually. Teladoc provides 24/7 access to
affordable, high-quality medical care for adults and children experiencing non-emergency
medical issues via phone, secure online video, mobile app or HealthSpot™ Station - a private,
walk-in kiosk. Through a directly-managed network of U.S.-based, board-certified physicians,
Teladoc delivers a 95 percent patient satisfaction rate with an average response time of 16
minutes. Teladoc is the first and only telehealth provider to receive certification from the
National Committee for Quality Assurance (NCQA) for its physician credentialing process,
scoring 100 percent. Recognized by Fast Company as “One of World’s Most Innovative
Companies in Health Care” in 2013, Teladoc partners with health plans, corporations,
organizations and patients that seek accessible and affordable high-quality medical care. For
more information, please visit www. Teladoc.com.

#H#H#
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PRACTICE SETTINGS

By Lori Uscher-Pines and Ateev Mehrotra

A nalysis Of Teladoc Use Seem s To
Indicate Expanded A ccess To Care
For Patients W ithout Prior

Connection To A Provider

abstract Despite the potential benefits of telehealth applications, little is
known about their overall impact on care. This is critical because rising
health care costs and a shortage of primary care providers make it likely
that telehealth services will play an increasingly important role in health
care delivery. To help fill this gap in knowledge, we describe early
experiences with Teladoc, one of the largest telemedicine providers in the
United States, which provides care directly to patients over the telephone
or via the Internet. We analyzed claims data for a large California agency
serving public employees that recently offered Teladoc as a covered
service. The 3,701 Teladoc “visits” we studied were for a broad range of
diagnostic categories, the most common of which were acute respiratory
conditions, urinary tract infections, and skin problems. Compared to
patients who visited a physician’s office for a similar condition, adult
Teladoc users were younger and less likely to have used health care before
the introduction of Teladoc. Patients who used Teladoc were less likely to
have a follow-up visit to any setting, compared to those patients who
visited a physician’s office or emergency department. Teladoc appears to
be expanding access to patients who are not connected to other
providers. Future research should assess the impact of Teladoc and other
telehealth interventions on the quality and cost of care.

T eladoc is one of the largest tele-

health

tions, there are several potential benefits and

providers in the United drawbacks to Teladoc.

HEALTH AFFAIRS

States, offering patients with minor
illnesses around-the-clock access to
physicians via telephone or video
consultations through the Internet. In 2013
alone Teladoc reported thatits six million mem -
bers nationwide had collectively requested more
than 120,000 consults.12 Along with retail clin-
ics, e-visits, and urgent care centers, Teladoc is
one of the growing number of alternatives for
acute care that focus on convenience and after-
hours access.3
Health plans and employers have contracted
with Teladoc primarily to improve access and

decrease costs. As with other telehealth applica-

FEBRUARY 2014 33:2

Because Teladoc uses the telephone and Inter-
net, it can provide medical care at a patient’s
home or workplace. This could increase access
in areas where there is a shortage of other pro-
viders.Byreplacing emergency department (ED)
or primary care visits with a Teladoc visit, pa-
tients could save time, potentially improving
productivity by taking less time away from work.
In addition, Teladoc charges only $38 per visit.
Thus, using Teladoc to replace at least some of-
fice and ED visitscould generate large savings for
health plans.

However, the use ofTeladoc could also lead to

unintended consequences such as further frag-



mentation ofcare, and the impactofTeladoc on
the quality of care isunclear. Teladoc physicians
do not have access to inform ation thatis attain-
able during aface-to-face visit, such asthe results
of physical exam inations or diagnostic testing.
In telephone encounters, Teladoc physicians are
unable to use visual cues to aid in diagnosis.
Together, these limitations could lead to misdi-
agnosis and higher rates of follow-up visits—
findings that have already been demonstrated
with e-visits and telephone consultations.4’5 It
is also unclear whether short delays associated
with initiating and participating in a Teladoc
consult instead of immediately seeking care in
the ED could pose a safety risk for patients with
emergent conditions.

Despite the potential benefits and drawbacks
of Teladoc, little is known about the overall im -
pactofthe use ofsuch telehealth services on care.
This is critical because rising health care costs
and a shortage of primary care providers make it
likely that telehealth will play an important role
in health care delivery.6

To fill this gap in knowledge, we describe the
early experiences with Teladoc of enrollees at a
large agency serving public employees across
California. We explore the reasons patients
sought Teladoc consults and com pare the socio-
demographiccharacteristics and care patterns of
enrollees who used Teladoc with those ofenroll-
ees who used EDs and physicians’ offices for

similar conditions.

Study Data And Methods

setting In April 2012 the California Public Em -

ployees’ Retirement System (CalPERS) first of-
fered Teladoc as acovered benefitwith no copay-
ment to the approximately 300,000 members
enrolled in its Blue Shield of California health
m aintenance organization plan.7CalPERS mem -
bers enrolled in Medicare Advantage or a Medi-
care supplemental plan were notoffered Teladoc
as acovered benefit. CalPERS sentinform ational
m aterials to its enrollees that promoted Teladoc
as an alternative to ED visits for nonurgentcon-
ditions.

This study describes CalPERS enrollees’ expe-
rience with Teladoc in the first eleven months of
the program, April 2012 through February 2013.

how teladoc visits are provided To initi-
ate a Teladoc visit, patients must first create an
online account and enter information about
their medical history.W hen they need care, they
request a consult with a Teladoc physician via
telephone or the Internet. Patients do not list
their symptoms as partofthe request, and there
are no screening questions to assess the urgency

of the complaint.

Teladoc physicians respond to requests twen-
ty-four hours a day, seven days a week. The con-
sulting physician does not have any established
relationship with the patient; however, the pa-
tient will be matched to a physician licensed to

practice in his or her state of residence. The
physician receives the patient’s request; reviews
the patient’s medical history; and contacts the
patient, usually within twenty to twenty-five
minutes after Teladoc receives the request. The
visit then occurs over the phone or via video
through the Internet. Almostall (98-99 percent)
of Teladoc visits for CalPERS enrollees occur by
telephone.

The physician diagnoses the patient’s condi-
tion; discusses the diagnosis and treatment op-
tions; and, if indicated, sends a prescription to
the patient’s preferred pharmacy.

data source For this study, CalPERS sup-
plied deidentified health plan claims data and
enrollment inform ation. We obtained the com -
plete medical claims of 2,718 Teladoc users as
wellasthe medicalclaims ofarandom sample of
72,191 nonusers of Teladoc from the 306,027
eligible enrollees with Teladoc coverage. We ob-
tained data on all Teladoc users, both children
and adults. However, we limited the com parison
sample of nonusers of Teladoc to people ages
eighteen and older who had been continuously
enrolled in their health plan from April 2012
through February 2013 and who were not en-
rolled in Medicare Advantage or Medicare sup-
plemental plans.

D ata provided by CalPERS included enrollees’
sex, age, ZIP code of residence, and com plete
information about health care use—such as site
of care, date of service, and diagnoses—from
January 2011 through February 2013. We used
the data for the period January 2011 through
December 2011 to assess enrollees’use ofhealth
care before they became eligible for Teladoc and
to identify comorbidities.

The primary International

(ICD-

study variables
Classification of Diseases, Ninth Revision
9), diagnosis code was available for all visits.
In 99.5 percent of all Teladoc claims, only one
diagnosis code was listed for each visit. To de-
enrollees’ of Teladoc, we reviewed

scribe use

these codes and classified Teladoc visits into

the following diagnostic categories: acute respi-
(UTlH)

and urinary symptoms; skin problems; general

ratory illnesses; urinary tract infections
advice, counseling, and refills; eye problems; in -
fluenza and general viral illnesses; allergies; ab-
dominal pain, vomiting, and diarrhea; vaginitis;
back and joint problems; headache; ear infec-
tions (internal and external); mental health;ver-
tigo or ringing in the ears; chronic illness; preg-
nancy-related and other.

problems; Specific

FEBRUARY 2014 33:2
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codes are listed in the online Appendix.8

Acute respiratory illnesses, UTI and urinary
symptoms, and skin problems were the three
leading diagnostic categories for which adult
patients sought Teladoc consults. We identified
adult patients who sought care in EDs or physi-
cians’office for these three diagnostic categories
during the study period. An ED or office visitwas
included in our sample ifadiagnosis classified as
an acute respiratory illness, UTlorurinary symp-
tom, or skin problem was one of the diagnosis
codes on the record. Because the same patterns
appeared across all three diagnostic categories,
we present pooled data in this article.

We calculated the number of comorbid condi-
tions using the Charlson Comorbidity Index.9
Because we had data from 2011, we captured
comorbidities for a full year before Teladoc
was offered as a covered service. To measure
enrollees’use ofhealth care before the introduc-
tion ofTeladoc,we calculated the totalnumberof
visits for any reason to any health care provider
in 2011. We also obtained data from the Census
Bureau on the median income in each enrollee’s
ZIP code.

To assess the timing of visits, we classified
visits as weekend or holiday versus weekday vis-
its. Weekend or holiday visits were those that
occurred on Saturday, Sunday, or anational hol-
iday during the study period.

We used follow-up visits as a rough proxy for
clinical resolution.We first identified “index vis-
its”—that is, the first visit in a twenty-one-day
period in which the enrollee sought care at any
location (ED,physician’soffice, orTeladoc) for a
diagnosis of acute respiratory illnesses, UTI and
urinary symptoms, or skin problems.101fthe en-
rollee had a visit to any location in the twenty-
one days following the index visit, we classified
the subsequent visit as a follow-up visit. We ex-
amined follow-up visits both for a diagnosis in
the same diagnostic category as the index visit
and for any condition.

analyses In ouranalyses, the health care visit
was the unit of analysis. Therefore, a single en-
rollee could contribute more than one visit. The
one exception is when we compared the charac-
teristics of Teladoc users to those of users of
other care settings; for this com parison the unit
of analysis was the enrollee.

We first examined patterns of Teladoc use
among children and adults. We then compared
average monthly Teladoc visits to average
monthly ED and office visits among adults
(butnotchildren) who soughtcare for the three
leading conditions during the study period.

Wecompared baseline demographic, socioeco-
nomic, comorbidity, and utilization variables

across the three groups ofadults in our sample—
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Using Teladoc to
replace at least some
o ffice and ED visits
could generate large
savings for health

plans

those who visited Teladoc, the ED,or physicians’
offices—using chi-square tests and t tests. We
also used multivariable logistic regression anal-
ysis to test for an independent relationship be-
tween the type of index visit (Teladoc versus
office visit) and follow-up visit to any location
within twenty-one days for a diagnosis in the
same diagnostic category, adjusting for age,
sex, and Charlson comorbidity score.

limitations Our analyses have various limi-
tations. First, we describe only the early experi-
ences of CalPERS with Teladoc. Thus, we cannot
generalize our findings to entities outside of Cal-
ifornia. Second, visit patterns might change as
enrollees gain more experience with Teladoc.

Third, we lim ited our com parison to weekend
or holiday versus weekday visits when examin-
ing whether Teladoc disproportionately served
enrollees after hours. Because of data limita-
tions, we probably underestimated the extent
to which Teladoc provided after-hours care
(for example, care provided at 9:00 p.m. on a
Tuesday).

Fourth, we used follow-up visits as a rough
proxy for clinical resolution. However, we had
no independentcontactwith enrollees to assess
clinical resolution.

Fifth, we adjusted for age and comorbidities in
our analysis of follow-up visits. Nonetheless, we
cannot rule out residual (incompletely con-
trolled) confounding and thus the possibility
that adult Teladoc users had fewer follow-up vis-
its because they wereyoungerand healthierthan
adult enrollees who received care in other
settings.

Finally, we relied on diagnosis codes to cate-
gorize visits. Itis possible thatthe codes we used

were not always accurate.

Study Results
From April 2012 through February 2013, 2,718

adults and children who were CalPERS members



(0.9 percentofalleligible members) had a total
of 3,701 Teladoc visits, with an average of 1.36
visits per Teladoc user. Monthly Teladoc visits
remained relatively stable during the study peri-
od, although there was a significant dip in the
number of visits during the summer months
(Exhibit 1).

During the study period, 2,066 (76 percent)
Teladoc users had a single visit, and 200 (7 per-
cent) had three ormore visits. Acrossour sample
of 74,550 adult enrollees, including both users
and nonusers of Teladoc, the average number of
monthly visits for all conditions were 291 Tela-
doc visits, 39,431 office visits, and 883 ED visits.
Thus, Teladoc visits accounted for a veiy small
proportion of health care use.

Teladoc users sought care for 395 distinct di-
agnosis codes overall. The leading three catego-
ries of reasons for visits by children and adults
were acute respiratory illnesses, UTl andurinaiy
symptoms, and skin problems (Exhibit 2).

The top nine categories accounted for 80 per-
cent of all Teladoc visits. The reasons for the
remaining 20 percentofvisitsincluded allergies,
mental health, vaginitis, vertigo, headache,
chronic illness (such as asthma and hyperten-
sion), and chest pain. Excluding children from
the analysis had no impacton the ordering ofthe
leading nine conditions.

Wecompared the characteristics and follow -up
patterns of adult enrollees who visited Teladoc,
the ED, or a physician’s office for the three lead-
ing diagnostic categories (Exhibit 3). Teladoc
userswere more likely to beyoungerthan enroll-
ees who visited physicians’ offices for similar
conditions. Teladoc users were more likely to
have fewer chronic conditions and to not have
used health care in 2011 compared to enrollees
w ho visited the ED orphysicians’ offices for sim -
ilar conditions.

Women made up aslightly largerproportion of
Teladocusers,compared to enrolleeswho visited
the ED and physicians’ offices (Exhibit 3). And
Teladocuserslived in slightly more affluentcom -
munities than users of other settings.

We also explored utilization characteristics
across the three care settings for the leading
diagnostic categories (Exhibit 4). Thirty-four
percent of Teladoc visits occurred on weekends
and holidays, in contrast to 8 percent of office
visits. The timing of Teladoc visits closely resem -
bled the timing of ED visits.

Across the leading conditions, Teladoc visits
were less likely than visits to the ED or physi-
cians’ offices to result in a follow-up visit for a
similar condition in any setting (Exhibit 4). Six
percent of Teladoc visits resulted in a follow-up
visit forasimilarcondition, in contrastto 13 per-

cent of office visits and 20 percent of ED visits.

EXHIBIT 1

Monthly Number Of Teladoc Visits Among 2,718 Children And Adults, April

2012-February 2013

source Authors' analysis of claims data from the California Public Employees' Retirement System.

The lower follow-up visit rate for Teladoc visits
versus office visits was also seen after we adjust-
edforage,sex,and comorbidity score (odds ratio

0.44;p< 0.01).

Discussion

Our analysis found that in the first eleven
months after Teladoc’s introduction, a small
number of CalPERs enrollees in California were
using Teladoc for a diverse set of conditions.
Adult Teladoc users were younger and healthier
and lived in more affluent communities than
enrollees who visited physicians’ offices or the
ED for similar conditions. Teladoc users were
also less likely to have used health care before
Teladoc’s introduction.

And contrary to concerns expressed in the lit-
erature,45 the rate of follow-up visits was not
higher for Teladoc visits than for visits to other
care settings. In fact, enrolleeswho used Teladoc

had fewer follow-up visits than enrollees who

EXHIBIT 2

Leading Reasons For Teladoc Visits By Children And Adults, April 2012-February 2013

Visits
Condition Number
Acute respiratory illnesses 1,151
Urinary tract infections and urinary symptoms 439
Skin problems 335
Abdominal pain, vomiting, and diarrhea 231
Back and joint problems 190
Influenza and general viral illnesses 172
General advice, counseling and refills 169
Eye problems 138
Ear infections (internal and external) 137
All others 739

Percent

311
11.9
91
6.2
51
4.7
4.6
3.7
3.7

20.0

source Authors' analysis of claims data from the California Public Employees’' Retirement System.

note Percentages do not sum to 100 because of rounding.
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Characteristics Of Adult Enrollees With Teladoc, Office, And Emergency Department (ED) Visits, April 2012-February 2013

Enrollees who visited for top three conditions

Teladoc (n=1,287) Office (n=20,907) ED (n=1,099)
Number Percent Number Percent Number Percent
FX
Male 423 33 7,798 37 405 37
Female 864 67 13,109 63 694 63
ACE (YEARS)
18-30 254 20 3,571 17 336 31
31-50 702 55 9,221 44 443 39
51 or more 331 25 8,115 39 330 30
QOMCRBOTIES
0 1,116 87 16,363 78 741 67
1 143 11 3,312 16 248 23
2 or more 28 2 1,232 6 110 10
MEDIAN ANNUAL INDOME IN 2P G (201 dollars)
Less than $45,000 203 16 3,050 15 182 17
$45,000-$65,000 436 34 7,525 36 427 39
More than $65,000 645 50 10,307 49 489 44
MSTS IN 2011
0 271 21 1,543 7 116 n
1 93 7 1,307 6 68 6
2 or more 923 72 18,057 87 915 83

source Authors' analysis of claims data from the California Public Employees' Retirement System, notes The enrollee is the unit of
analysis and is not counted more than once for any single location (Teladoc, office, or ED). The top three conditions are acute
respiratory illnesses, urinary tract infections and urinary symptoms, and skin problems. Differences in each category are
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significant (p < 0.01).

visited EDs and primary care offices.

access Ouwur results indicate that Teladoc

might have increased access forthe small subset

of enrollees who used it, although this finding

EXHIBIT 4

requires further investigation. More than one-
third ofTeladoc visits occurred on weekends and
holidays, and 21 percent of Teladoc visits were

made by patients who had not used health care

Follow-Up Care And Timing Of Teladoc, Office, And Emergency Department (ED) Visits, April 2012-February 2013

Visits for top three conditions

Teladoc (n=1,674) Office (n=39,143) ED (n=1,215)

Number Percent Number Percent Number Percent
TIMNG GFMSTS
Weekdays 1,110 66 36,168 92 781 64
Weekends and holidays 564 34 2,975 8 434 36
FOLOMPMVSTS WTHN 21 DAYS AFTER INTIALMSIT (UNADIUSTED)
For similar condition 100 6 5,089 13 243 20
For any reason 151 9 18,006 46 631 52

Odds Odds Odds

ratio 95% Cl ratio 95% d ratio 95% Cl
FALOMP MSTS WTHN 21 DAYS AFTER INTIALMSIT (ADASTED)"
For similar condition 0.44 0.36,0.55 Ref Ref 1.72 1.47, 2.01
For any reason 0.12 0.10,0.14 Ref Ref 1.30 1.15, 1.48

source Authors'analysis of claims data from the California Public Employees' Retirement System, notes Cl is confidence interval. Ref
is reference. Differences in each category are significant (p < 0.01). "Adjusted for age, sex, and Charlson comorbidity score.
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Teladoc has distinct

advantages because it

uses sim ple,

inexpensive

technologies that are

w idely accessible.

in 2011.

Teladoc might have been the entry pointinto
the health care system for people who did not
have frequent contact with a primary care pro-
vider or their

had difficulty accessing regular

physician. It might also have served people
who could nottake time offwork to obtain health
care.

Increasing access and convenience is impor-
tant for all patients. However, the population of
patients attracted to Teladoc—a more affluent
and likely more technologically savvy group—
mighthave fewer access needs then people living
in areas characterized by a shortage of primary
care or socioeconomic disadvantage. Furtherre-
search is needed tounderstand whether Teladoc
mightbe improving access for patients with low -
er incomes and those in rural areas and, if not,
w hether it could be positioned to do so in the
future.

cost Our analysis did not explore the issue of
cost. However, on a per visit basis, it is highly
likely that Teladoc visits (which cost $38 a visit
and had very low follow-up rates) are less expen-
sive for payers, com pared to visits to physicians’
offices and the ED. However, itisunclear to what
extentTeladoc visits are substituting for office or
ED visits and to what extent they represent new
use ofhealth care forconditions thatwould have
resolved themselves without intervention. |If
Teladoc visits do represent new use, they could
lead to increased utilization and costs.

quality Our findings provide some insights
regarding the quality of care. First, it is reassur-
ing that Teladoc patients were less likely than
enrollees who used other care settings to have
follow -up visits to any setting for a similar con-
dition. If we consider follow-up to be a rough
proxy for clinical resolution, there is very little
evidence of misdiagnosis or treatment failure in
Teladoc visits.

This could mean that Teladoc providers are
and a wide

successfully diagnosing treating

range of illnesses via telephone consultations.
However, itis also possible that Teladoc patients
are seeking care forcom plaints thatare so minor
that follow-up vists are not necessary. Alterna-
tively, the severity ofillness mightbe comparable
across care settings, but the threshold for Tela-
doc patients to seek follow-up care in a face-to-
face encounter might be higher.

We found that Teladoc served patients with
surprisingly diverse diagnoses. In contrast to

retail clinics that have a very limited menu of
services, Teladoc does not restrict its care to se-
lected conditions. At retail clinics the top three
categories of diagnoses represent 72 percent of
their business.1In contrast, the top three cate-
gories of diagnoses represent 52 percent of
Teladoc’s business (Exhibit 2).

pros and cons There are both potential ad-
vantages of and concerns about the Teladoc ap-
proach. By serving a broader group of patients
w ith differing needs, Teladoc can play a larger
number of roles than retail clinics can. In addi-

tion to treating nonurgent acute conditions,
Teladoc might serve the roles of triage and edu-
cation. As such, it could have a much larger im -
pact on the health care system as a whole than
retail clinics do.

In contrastto other forms oftelemedicine that
require specialized equipment, Teladoc has dis-
tinctadvantages because ituses simple,inexpen-
sive technologies thatare widely accessible. Ease
ofuse clearly facilitates the expansion ofTeladoc
to new groups of patients.

However, because Teladoc’s scope of practice
is broader, people may present with symptoms
thatcannotbe managed effectively overthe tele-
phone. For example, itisunclear to whatextent

skin problems can or should be treated without

the use of photos or videos, or whether strep
throat can be diagnosed without a physical
exam .12

Ourresultsindicate thatTeladoc providers saw
patients with many diagnoses that typically re-
quire a physical exam, diagnostic testing, or
both. W ithout the use of additional technology,
Teladoc willcontinue to be lim ited in its ability to
supportthe diagnosis and managementofmany
conditions. Additional research is needed to ad-
dress questions aboutthe quality ofcare, such as
rates of antibiotic prescribing across settings,
the managementofconditions thatrequire phys-
ical exams or diagnostic testing, and the use of
Teladoc by patients with potentially emergent

conditions.

Conclusion

Additional work is needed to fully explore the

impact of Teladoc on access, quality, and costs.
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However, our research suggests that Teladoc is

offering a useful and potentially cost-effective

service.

Because alternatives to the ED and physicians

The research reported here was
supported by a grant from the California
Healthcare Foundation.

O

offices for acute care, such as Teladoc, are grow -
ing rapidly, a clearunderstanding of early expe-
riences with Teladoc can help predict the likely

impact of these alternatives. m
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The Honorable Lynn Gattis

Alaska State Legislature

120 4th Street, State Capitol, Room 3
Juneau, Alaska 99801

February 10,2014

Dear Representative Gattis,

On behalfof Teladoc, I am contacting you to voice our support for pending House
Bill No. 281 regarding the practice oftelemedicine. The Bill would allow all
physicians and podiatrists licensed by the State Medical Board, to practice
telemedicine in the state under certain circumstances.

As background, health care costs are rising across the nation. Alaska, specifically,
represents a challenge to control health care costs given the long distances its
citizens must travel for treatment and regulatory barriers to entry. All these features
have exacerbated the growing shortage of primary care physicians and access to
primary care physician medical services in the State of Alaska.

Telemedicine is an essential component that allows companies and health plans to
offer its employees and members an affordable, accessible and high-quality health
care option. Itis an important solution to driving down health care costs and
providing primary care access when resources are scarce.

For many health care patients, leaving work to see a physician and losing hours at
work can be an extreme burden from an economic standpoint. Because of that, they
wait until after hours to seek care, when their primary care physician is often not
available. This frequently forces these patients to visit emergency rooms, driving the
cost of care up even higher. Atelemedicine option, like Teladoc, allows patients to
receive safe, quality care when they need it, and without the burden and cost of
being examined in person beforehand. When factoring in time off from work and the
cost of other options, we have been able to save employers, health plans and
consumers more than $200 per consultation (based on national averages).

However, the current regulatory requirement for a prior in person physical
examination of patients by physicians conducting telemedicine prevents wider
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adoption oftelemedicine. HB 281 will address and ease those licensing issues and
allow our company to offer health care delivery options and patients the rightto
access quality care. In other states, such as California, telemedicine services are
widely able to provide care unencumbered, allowing employers, state employees and
health plans the ability to lower costs, remain competitive and offer a well-rounded
benefits package.

Passing HB 281 would help improve access to quality care in Alaska while reducing
health care costs and provide patients with the right to choose an option that fits
their individual needs. Please help move this Bill forward so we can continue to offer
this effective and beneficial service to our client's members.

Thank you for your support in this matter.

Sincerely,

\y jasun uuievic
Chief Executive Officer
Teladoc

Teladoc, Inc. One Sound Shore Drive, Suite 300 + Greenwich, CT 06830
P (203) 742 1719 F (203) 769 1544 + www.teiadoc.com
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Formelly defined, telemedicine is the use of medical Informetion exchanged from one site to ancther via electronic
communications to improve a patient's clinical health status. Telemedicine includes a growing variety of applications and
services using two-way video, email, smart phones, wireless tools and other forms of telecommunications technology.

Starting out over forty years ago with demonstrations of hospitals extending care to patients in remote areas, the use of
telemedicine has spread rapidly and is now becoming Integrated into the ongoing operations of hospitals, specialty
departments, home health agencies, private physician offices as well as consumer’s homes and workplaces.

Telemedicine is not aseparate medical specialty. Products and services related to telemedicine are often partof a larger
investment by health care institutions in either information technology or the delivery of clinical care. Even Inthe reimbursement
fee structure, there is usually no distinction made between services provided on site and those provided through telemedicine
and often no separate coding required for billing of remote services. ATAhas historically considered telemedicine and telehealth
to be Interchangeable terms, e ncompassing a wide definition of remote healthcare. Patient consultations viavideo

moonferencing, transmission of still images, e-health including patient portals, remote monitoring of vital signs, continuing
medical education, consumer-focused wireless applications and nursing call centers, among other applications, are all
considered part of telemedicine and telehealth.

While the term telehealth is sometimes used to referto a broader definition of remote healthcare that does not always involve
clinical services, ATAuses the terms inthe same way one would referto medidne or health in the common vernacular.
Telemedicine is closely allied with the term health information technology (HIT). However, HT more commonly refers to
electronic medical records and related information systems white telemedicine refers to the actual delivery of remote clinical
services using technology.
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