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House Bill 234

Sponsor Statement

“An Act related to insurance coverage for mental health benefits provided
through telemedicine.”

This bill seeks to requirg health care insurers that offer, issue, or renew insurance plans in Alaska
to reimburse mental health professionals for medically necessary services delivered using
telemedicine via secure phone or intemet video applications. This legislation would not require
an initial face to face visit but requires providers be licensed in Alaska.

There is no law in Alaska requiring private insurance companies that provide mental health
benefits to reimburse for services provided though telemedicine. There are thousands of Alaskans
across the state that have private health insurance but have little or no access or choice of
professional mental health providers because some private insurers do not reimburse for telephonic
or video mental health counseling. Currently, mental health providers and individuals must
demonstrate to some insurance companies that the individual has a severe mobility issue and
cannot obtain counseling where they live, or that an emergency exists. In many cases individuals
are still often refused reimbursement for mental health services furnished through telemedicine.

Alaska’s Medicaid program funds most mental health services for individuals with severe or
chronic mental illness. Medicaid regulations clearly allows payment for telemedicine delivery, and
do not require face-to-face visits. Thus, there is currently a double standard in Alaska between
public and private health care reimbursement for services furnished through telemedicine. The
national trend is to allow for reimbursement for mental health services provided through
telemedicine. According to the Center for Connected Health Policy, State Telehealth Laws and
Medicaid Programs Policies, 32 states and the District of Columbia currently have telehealth parity
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Connected Health Policy can be retrieved online at http://cchpca.org/state-laws-and-
reimbursement-policies.

Historically, there was a reluctance to reimburse for services delivered through telemedicine
because there was no established code of ethics regarding electronic counseling and no secure
video or telephonic resources. However, today the mental health counseling profession has to
comply with the national Telemedicine Codes of Ethics addressing internet services. In addition,
there are free encrypted, HIPAA compliant telephone and video conferencing applications that
work with low broadband internet. Thus, with the current available technology and code of ethics
regulating the professional use of this technology, there are numerous advantages to both patients
and Alaskan mental health providers.

Advantages of Telemedicine:

e Provides for better access/privacy in rural and remote as well as urban areas of Alaska

o Early intervention is key to prevention, which saves money

e Often individuals will seek counseling earlier in distress if they aren’t seen entering an
office

e Alaskans with mild to moderate needs may seek help that is more convenient/accessible

e [t saves time and money for many patients if they do not have to leave home or office

e Greater access for referrals to providers who specialize in treating specific issues

e Better access means a potential reduction in suicides, domestic violence and more serious
crises

e Costs are expected to be the same to insurance companies as face to face counseling

e Zero impact on state budget

In summary, this proposed legislation is very limited in scope. First, it does not require insurers to
provide or cover mental health benefits. It only requires insurers that presently offer mental health
benefits to reimburse for these benefits delivered through telemedicine. In addition, this bill
requires that the mental health service be provided “by a health care provider licensed in this state™.

In conformance with the mental health profession, this bill uses the term “mental health” versus
“behavioral health”. Research has shown that both terms are used interchangeably by those in the
mental health profession and that the term “behavioral health” is not defined within Alaska
Statute or regulation.

7 AAC 12.449. Definitions. “Telemedicine” means the practice of health care delivery, evaluation,
diagnosis, consultation, or treatment, using the transfer of medical data, audio, visual, or data
communications that are performed over two or more locations between providers who are
physically separated from the recipient or from each other.
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() Publish Date:

Identifier: HB234-DCCED-DOI-03-11-16 Department. Department of Commerce, Community and
Title: INSURANCE COVERAGE FOR TELEMEDICINE Economic Development

Sponsor: VAZQUEZ Appropriation; Insurance Operations

Requester: Health and Social Services, Labor and Commerce Allocation:  Insurance Operations

OMB Component Number; 354

Expenditures/Revenues
Note: Amounts do not include Infiation unless otherwise noted below. (Thousands of Doliars}
Included in

FY2017 Govemor's

Appropriation| FY2017 Qut-Year Cost E stimates

Requested Request
OPERATING EXPENDITURES FY 2017 FY 2017 FY 2018 FY 2019 FY 2020 FY 2021 FY 2022
Personal Services
Travel
Services
Commodities
Capital Outlay
Grants & Benefits
| Miscellaneous
Total Operating 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Fund Source (Operating Only
None
Total 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Poslitions
Full-time
Part-time
Temporary

[Change in Revenues | ] ] i ] { | |

Estimated SUPPLEMENTAL (FY2016) cost: 0.0 (separate supplemental appropnation required)
{discuss reasons and fund source(s) in analysis section)

Estimated CAPITAL (FY2017) cost: 0.0 (separate capital appropriation required)
{discuss reasons and fund source(s) in analysis section)

ASSOCIATED REGULATIONS
Does the bill direct, or will the bilt result in, regulation changes adopted by your agency? No
If yes, by what date are the regulations to be adopted, amended or repealed?

Why this fiscal note differs from previous version:
| Not applicable, initial version. |

Prepared By: Lori Wing-Heier, Director Phone:  (907)465-2560
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Analysls

HB234 amends Title 21, the Insurance statutes, to require health care insurers to provide coverage for mental health
benefits provided through telemedicine without a previous in person visit, This requirement would anly apply to individual

health insurance plans, not to group market or seif-funded pians.

The Division of insurance does not anticipate fiscal impact from this legislation.

[
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Alaska Mental Health www.mhtrust.org
Trust Authority

March 16, 2016

Representative Vazquez
Alaska Legislature

RE: HB234 - Telemedicine and mental health benefits.
Dear Representative Vazquez,

The Alaska Mental Health Trust Authority serves as a catalyst for change and improvement in Alaska’s
mental health and home and community-based service systems. HB234, the bill regarding telemedicine
and mental health benefits compliments the work and efforts made by the State and the Trust to
enhance access to mental health services across the Alaska.

Our charge at the Trust is to help provide mental health services for beneficiaries who do not have
access to treatment services through other resources. There are many Alaskans living in remote or
urban areas with insurance who need greater access, specialization of services and flexibility than
provided now under current insurance practices. The ripple effect of tele-counseling will result in more
people living healthier lives which will benefit all Alaskans.

Contemporary technology is available to work in remote villages that may only have access to phone or
internet service. As an example, Vsee, https://vsee.com/ is free encrypted software that allows for
video conferencing using low bandwidth.

All of the Alaska licensed mental health professionals have statutes and regulations that mandate codes
of ethics and continuing education. The codes of ethics now cover appropriate use of technology for

psychotherapy.

If the technology is available, Alaskans have insurance, and the practice of using technology is seen as
approved by the professions on a national level, then it only makes sense that the State should pass this
bill requiring insurance companies that work in Alaska reimburse for counseling services delivered by
Alaska licensed professionals via telemedicine.

2
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ental Health Trust Authority







Advancing psychology as a scler;ce. a profession, and a means of promoting health and weifare

March 6, 2016

Representative Liz Vazquez
Alaska House of Representatives
Alaska State Capitol Building
Juneau, AK 99801-1120

RE: HB 234 - “Insurance Coverage for Telemedicine”
Dear Representative Vazquez:

The Alaska Psychological Association {AK-PA) was formed In 1963 as a member-based entity to advance psychology as science,
profession and as a means for promoting human welfare in Alaska. We have been attively involved in the heatthcare reform efforts
that are currently underway in Alaska, and are especially encouraged by the Introduction of HB 234,

The delivery of healthcare services through properly regulated technology such as telemedicine Is critical for a state such as ours to
provide access to needed services. This has certziniy been true in psychology and more generally in behavioral health. Requiring
healthcare insurers to reimburse for medicaily necessary telemedicine services that are aiready covered in existing benefits
addresses an obstade to service provision for many Alaskans and takes us another step forward in healthcare reform that will
achieve the goals of quality, comprehensive services that are cost-effective.

Thank you for your dedication to developing the highest quality of healthcare for Alaskans. We applaud your efforts and look
forward to working with you moving forward. Please consider us a resource.

Respectfully submitted,
Mic[)ael Sobocin?k’i, pPhD

President, Alaska Psychological Association

cc: Members of House Health & Social Services Committee
Valerie Davidson, Commissioner, DHSS
Randail Burns, Division of Behavior Health, DHSS
Tom Chard, Alaska Behavioral Heaith Association
Jeff Jessee, Mental Heaith Trust






Quality Communuty Behavioral Health Services Since 1985

January 18, 2016

Representative Liz Vasquez
State Capitol Room 428
Juneau, Alaska 99801-1182

SUBJ: HB234 — An Act relating to insurance coverage for mental health benefits provided through
telemedicine

Dear Rep. Vasquez:

Thank you for sponsaring this important bill that would provide telemedicine mental health access to
many Alaskans fiving in rural communities. HB 234 would eliminate an existing barrier to providing
telemedicine mental health services in our state. It does so by removing the requirement that prior in-
person contact occur between the healthcare provider and patient before payment is made for
covered services.

| represent Juneau Alliance for Mental Health, Inc, (JAMHI), the Community Behavioral Health Center
in Juneau and a provider of telebehavioral health services in Southeast Alaska. In a state as large and
rural as Alaska, it is no surprise that many rural residents experience great hardship when trying to
access needed medical or behavioral health services. Travel to iarger communities is very expensive
and at times, weather can pose unsurmountable challenges. Rural residents may postpone
preventative care, medication refills, or early intervention with mental health problems until they
become serious or urgent, driving up costs, increasing the likelihood of hospitalization, and reducing
the fikelihood of successful treatment outcomes.

As a provider of teiebehavioral health services, we strongly support passage of this bill that would
increase access to needed services for residents of Rural Alaska, including veterans. If you have any
questions about our services, need any information | might be able to provide, please don’t hesitate to
contact me, Again, thank you for sponsoring HB 234.

Sincerely,

s 'aq....-,_r__x W

Pamela L. Watts
Executive Director
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March 15, 2016

Representative Liz Vazquez
State Capitol Room 432
Juneau, Alaska 99801

Re: HB 234 — Telemedicine and Mental Health Benefits
Representative Vazquez,

The Alaska Mental Health Board and the Advisory Board on Alcoholism and Drug Abuse thank you for
your cfforts to address the need for increased access to behavioral health services across Alaska. Like
you, the Boards recognize that telehealth is a key strategy in the improvement of health outcomes and
containment of health care costs. We appreciate that HB 234 extends the conversation about tele-
behavioral health beyond the Medicaid and tribal health systems to private insurers.

The Boards have long supported the use of telehealth to deliver integrated mental health and substance
use disorder treatment and prevention services. Many community behavioral health centers currently
provide clinical behavioral health services through telehealth systems. Our hope is that HB 234 will
augment the existing services by increasing access to substance use and mental health disorder treatment
for Alaskans with private health insurance.

As written, HB 234 only requires private insurers to cover telehealth services for “mental health
services,” defined in AS 21.54.500(22) as whatever “mental health services” are under the terms of the
health care insurance plan. This definition explicitly excludes “benefits for treatment of substance abuse
or chemical dependency.” The Boards recommend that the language of HB 234 explicitly include
substance use disorder treatment, given the high incidence of co-occurring substance use disorders with
mental illness (see the attached Policy Statement: Co-Occurring Mental Health and Substance Use
Disorders).

The Boards understand that HB 234 was drafted to limit the ability of private insurers to restrict delivery
of telehealth services. We recommend balancing that goal and health care providers® need to adhere to
accepted standards of care that may require in-person assessment or other treatment encounter prior to
delivery of telemedicine/telehealth services. Expressly including that intent in the legislative record
would be an effective way to balance those interests.

Thank you again for your work on behalf of Alaskans experiencing behavioral health disorders.

i
P——

J. Kate Burkhart



Co Ocuu ring Mcntal Health and Substance Usa

The Alaska Mental Health Board and Advisory Board on Alcoholism and Drug Abuse were
created by statute to provide advice and counsel related to mental health and substance abuse to
the legislature, executive agencies, and other entities. Pursuant to that statutory responsibility,
the Boards restate and expand upon their commitment to the public policy of an integrated
behavioral health system that serves the entire person, not merely the diagnosis. The Boards'
policy statement is aligned with similar policy statements and initiatives issued by the State of
Alaska Department of Health and Social Services, Division of Behavigral Health, Substance
Abuse and Mental Health Services Administration (2011), the American Society for Addiction
Medicine (2000), the National Associations of State Mental Health Program Directors and
Alcohol/Drug Abuse Directors (1999), and the President's New Freedom Commission onp Mental
Health (2003).

BACKGROUND

Since 1998, the Alaska Mental Health Board (AMHB) and Advisory Board on Alcoholism and
Drug Abuse (ABADA) have participated in efforts by the State of Alaska and the providers of
mental health and substance abuse prevention, treatrent, and recovery services to create an
integrated behavioral health system in Alaska. The Boards have, through efforts to operate as
collaboratively as possible, strengthened their understanding of the nature of co-occurring mental
health and substance use disorders and the most effective ways to prevent, treat, and support
recovery from them.

Research and evidence shows that a high proportion of substance use disorders occur along with
other substance use disorders and/or mental health disorders. Treatment services that address co-
occurring disorders and that include measures to prevent the development of co-occurring
disorders are most effective. Similarly, recovery supports that address the individual as a whole
and support recovery from diverse behavioral health disorders are most likely to result in
improved outcomes.

AMHB and ABADA are committed to Alaska’s public behavioral health systems efforts to
address the complex needs of individuals and families expencncm,g co-occurring mental health
and substance use¢ disorders, in all levels of care, across all agencies, and throughout the entire
process of recovery.

Prevalence

In the United States, an estimated 23.2% of adults with serious mental illness also experience a
substance use disorder (three times the prcvalence of addiction among individuals without a
serious mental ﬂlnws) Among adults cxpcncncmg a substance use disorder, 20.4% are

estimated to also experience serious mental illness.! The National Co-morbidity Study (2007)
reports a lifetime prevalence rate for any behavioral health disorder of 57.4%, and & past-12




month prevalence rate of 32.4%. The National Co-morbidity Study also reports that 41-65% of
individuals with a lifetime substance use disorder also have a lifetime history of at least one
mental health disorder? More than half of individuals with one or more lifetime mental health
disorders also have a lifetime history of at least one substance use disorder.’

Youth experiencing major dcprcsswn are twice as likely to abuse inhalants* and nearly three
times as likely to abuse stimulants.’ Research also shows a strong relationship between adverse

childhood experiences (which include trauma and problem drinking) and illicit drug use,
prescription drug use, and addiction in adulthood.®

Individuals with co-occurring disorders are more likely to experience a chronic course of illness
and are more likely to seek services than those with only a mental health disorder or only a
substance use disorder. The extent of the prevalence of co-occurnng substance use and mental
health disorders is seen in the nearly 25% growth of Alaskans recciving co-occurring disorders
treatment (from publicly funded providers) since 2009.”

In addition to the co-occurrence of mental health and substance use disorders, individuals often
experience dependence upon or abuse of more than one drug. The National Survey of Drug Use
and Health reports that 6% of people age 12 and older who reported drinking alcohol in the past
month also reported using an illicit drug at the same time or within a few hours of drmkm%
alcohol.® Concurrent illicit drug use was reported by 13.9% of binge drinkers age 12 and older.
The prevalence of multiple substance use disorders i is unportant as this has been associated with
increased risk of mental health disorders developing.'®

While there is little recent research that indicates the prevalence of behavioral health disorders
among Alaska Native peoples, there is research that indicates that substance use disorders and
mental health disorders are often both present among Alaska Native and American Indian
peoples sceking mental health services.!! Research conducted over the past three decades show
that substance use disorders and mental heelth disorders are often co-occurring among Alaska
Native and American Indian populations.'? Co-occurring disorders may be implicated in suicide
data rcponed by the Alaska Violent Death Registry. During the pcnod 2003-2008, alcohol
intoxication was associated with 41.3% of all suicides, and active use of marijuana,
u.mphctnnnnm, antidepressants, cocaine, opiates, and other drugs was documented in 25-35% of
cases.”’ The National Survey of Drug Use and Heahth also reports that Alaska Native and
American Indian individuals over age 12 are more likely than people of other ethnicities to report
concurrent use of alcohol and illicit drugs.™

Prevention

The Institute of Medicine has identified effective strategies that prevent mental, emotional and
behavioral disorders from developing among adolescents and adults.!® Strengthening families by
addxmsmg violence and parental substance abuse (both of which are adverse childhood
experiences that can contribute to co-occurring disorders later in life) enhances the well-being of
children. Early screening and identification of risk factors and early behavioral and cmononal
issues, when followed by access to services, reduces later onset of behavioral health disorders.'®

Promoting strong parenting skills and supports, social-emotional learning, resilience, and

AMHB and ABADA POLICY STATEMENT: n_ ta




protective factors in families, schools, and communities also reduces the likelihood of mental
illness or addiction.

Coordination of prevention efforts to address the common underlying factors related to mental
illness, suicide, and addiction promotes the overall well-being of individuals, families, and
communities. It also promotes better use of resources ard shared accountability for outcomes.

Treatment

Rescarch and practice both support combined treatment of co-occurring disorders.'” Integrated
treatment is associated with lower costs and better outcomes. These forms of integrated treatment
result in reduced substance usc, improved psychiatric symptoms and functioning, decreased
hospitalization, improved housing stability, fewer criminal justice contacts, and improved overall
quality of life.

Substance abuse treatment that is designed to address co-occurring disorders can be effective for
clients experiencing general mental health disorders and serious mental illness. 1t has also been
shown to be effective for individuals experiencing co-occurring disorders who are homeless,
incarcerated, or victims of trauma.

The “No Wrong Door” approach to treating co-occurring disorders begins with an integrated
screening and assessment. When mental health and substance use disorders coexist, each
disorder should be considered as a primary diagnosis, and integrated services should include
treatment matched to each diagnosis.’® Ideally, public behavioral health providers can provide
both mental health and substance use disorder treatment. If co-occurring treatment is not
available, thoughtful and supported linkages to qualified services can be just as effective.

Treatment of co-occurring disorders occurs beyond the clinic setting, often delivered through a
range of social services and provider networks. This requires that treatment models be flexible
and responsive to the specific clients, providers, and programs.'® Evidence-based practices
shown to be effective for co-occurring disorders include behavioral interventions, motivational
interventions, Assertive Community treatment, and certain therapeutic community programs.°

Recovery

“Serious psychiatric and substance use disorders are chronic, relapsing illnesses that can be
conceptualized by using a disease and recovery model, with parallel phases of treatment or
recovery.”! Understanding the nature of co-occurring disorders, and how they can develop
together or separately, is integral to maintaining and enhancing recovery.

In the President’s Néw Freedom Commission on Mental Health Report (2003), services that

increase the ability to cope with life’s challenges, promote recovery, and build resilience were
identified as key to recovery.?* Recovery and peer support programs that provide meaningful
relapse prevention strategies to people experiencing mental health disorders are most effective.

AMHB and ABADA POLICY STATEMENT: . Page |3




RECOMMENDATIONS

¥ The commitment to an integrated public behavioral health care system — evidenced by
Alaska's “No Wrong Door Policy,” Alaska Screening Tool, trauma-informed care
initiative and Co-Occurring Disorders Institute, and other efforts — should continue to
be recognized and supported by national, state, and community partners.

v Funding of public programs should support entirely the mission and objectives of
Alaska’s behavioral health system and the implementation of integrated care principles.

¥ Co-occurring disorders are to be expected in all behavioral health settings. System
planning should address the need to serve people experiencing co-occurring disorders and
their families in all policies, regulations, funding mechanisms, and programming.

¥ Recognizing the need for specialty services such as inpatient psychiatric treatment and
detoxification, expanding access to behavioral health services that address multiple
substance use disorders and co-occurring disorders should remain a high priority.

¥ The values and core practices of both the mental health and addiction fields should
inform the integrated behavioral health system.,

¥ Services should be welcoming, person-centered, and planned and delivered in a way that
considers the entire person and all of his or her identified mental health and substance use
disorders.

¥ Philosophies of treatment should support timely and culturally appropriate treatment of
co-occurring disorders. Family members and other sources of natural support should be
included in the treatment and recovery process.

v' Evidence-based practices should be implemented whenever possible and appropriate,
with emphasis on developing emerging and promising practices into evidence-based
Ppractices.

v’ Statewide and community prevention efforts should be designed and coordinated in order
to address the root causes of mental health and substance use disorders (as well as
suicide, violence, and other public health concerns).

v’ Stigma associated with all behavioral health disorders, as well as stigma related
exclusively to serious mental illness or to addiction, should be addsessed to mitigate fear
and misunderstanding and promote acceptance and inclusion of individuals experiencing
disabilities.

v" The financial and human investment in developing co-occurring disorder capacity should

be recognized and continued, so that every publicly funded behavioral health care
provider can effectively serve Alaskans experiencing co-occurring disorders.

AMHB and ABADA POI ICY STATRMERT.




v Recovery and peer support services should be responsive to the needs of individuals
experiencing and at risk of experiencing co-occurring disorders, as well as their families.

v The integration of mental health and substance use disorder prevention, treatment, and
recovery services should continue to evolve to include services to address the physical
health care needs of clients, with a focus on the overall health and wellness of the entire
person.

v Research on the nature of co-occurring disorders and their prevention and treatment
should be supported, with a focus on bringing research to practice in a timely manner.

JF .
For more information about the
Alaska Mental Health Board and
Advisory Board on Alcoholism and Drug Abuse,
please visit
hiup.//dhss.alaska goviamhb/
http://dhss.alaska gov/abada/
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Endnotes

! Substance Abuse and Mental Health Administration
2002 National Survey on Drug Use and Health,

2 Mental Health: A Report of the Surgeon General, 1999 at 167.

) Mental Health: A Report of the Surgeon General, 1999 at 167 (citing Kessler, R. C. et al.(1996). The epidemiology
of co-occurring addictive and mental disorders: Implications for prevention and service utilization. American
Journal of Orthopsychiatry, 66, 17-31).

citing data from the

dcpmmve episodc

Ag_qlg_c_c_n;, Febmary 28, 2008. See anure i

¢ A bibliography of peer-reviewed research on the connection between ACEs and substance abuse is available from
the Centers for Disease Prevention and Control at hitp.//www.cdc.gov/ace/outcomes.htm.

? Alaska Department of Health and Social Services FY14 Budget Overview at 120.
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¥ The illicit drug most often reported by alcohol drinkers was marijuana, SDUH Report: Con
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’ S : Coneuy lici Icohol Use, March 19, 2009, See Figure 4.

'® Substance Abuse and Mental Health Administration Jreatment hinprovement Protocol #42 (citing Flynn P.M., et
al. (1996) Comorbdidity of antisocial personality and mood disorders among psychoactive substance-dependent
treatment clients. Journal of Personality Disorders. 10(1):56-67).
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4141 B STREET, SUITE 306
ANCHORAGE, ALASKA 99503
PHONE: 907.250.5244 « FAX: 907.272.0826

EMAIL: ALHENRY@ALASKA.NET

January 19, 2016
Dear Representative Vazquez,
I'strongly urge the passage of your bill, HB234.

Iam a Licensed Professional Counselor. I have practiced in Alaska since 1992,
first in Juneau for 15 years and now in Anchorage. In the past | have worked as a
counselor flying out to Kake to do substance abuse evaluations and counseling. 1 also
worked for the State of Alaska, the Division of Behavioral Health for several years
where | became acutely aware of the shortages of counselors across the state, and
particularly in rural areas.

In my current private practice in Anchorage it has become very clear that
access is not just a rural issue. I have clients who struggle with physical and medical
conditions that make it difficult, uncomfortable and exhausting for them to come to
my office for counseling. They along with many other people would benefit from
HB234. 1tried calling for permission from an insurer to serve an insured client and
service was denied even though this individual suffers extreme physical problems.
HB234 would allow that client and many others to continue to receive counseling
services without having to leave their homes or beds.

Additionally, over my career as a counselor, I have had hundreds of people
who have had to cancel appointments because a child was sick, or they had a last
minute meeting run late at work. HB234 would allow those Alaskans to stay
wherever they are and still have the benefit of uninterrupted counseling.

There are thousands of people who for dozens of reasons will benefit from the
passage of HB234. If people are insured and their counseling fees are reimbursed by
insurance if they are in my office why should insurance companies be able to deny
those services delivered by telemedicine? It makes no sense.

Respectfully, Anne L. Henry, LPC






From: Rep. Liz Vazquez

Sent: Saturday, January 16, 2016 10:22 PM
To: Anita Halterman

Subject: Fwd: HB 234

Follow Up Flag: Flag for follow up

Flag Status: Flagged

Sent from my iPhone

Begin forwarded message:

From: John DeRuyter <JDeRuyter@hopecounselingcenter.org>
Date: January 14, 2016 at 9:29:01 AM AKST

To: "Representative.Liz.Vazquez(@akleg.gov'" <Representative.Liz. Vazquez(@akleg.gov>
Subject: HB 234

Dear Representative Vazquez,

I write this letter as practicing Psychologist, a Training Director for the Alaska Psychology
Internship Consortium, a former member of the Alaska Board of Psychologist and Psychological
Associate Examiners, and the Executive Director of Hope Counseling Center in Fairbanks. As a
psychologist, I am a current provider of mental health services delivered via telehealth
technologies.

Recently I was made aware of the HB 234, a bill which you are sponsoring. I completely support
the premise that insurance companies doing business in the State of Alaska be required to
reimburse for mental health services delivered via telehealth technologies. However I am very
concerned that the bill's language specifically prohibits a requirement that face to face evaluation
occur prior to telehealth services being reimbursed. This prohibition is a SIGNIFICANT end run
around Best Practices and the safe delivery of mental health services using telehealth
technologies.

For the safety of those who would receive mental health services | STRONGLY recommend that
the prohibition to require face to face contact prior to being reimbursed by insurance for those
services be removed. Obviously there are cases when face to face contact is simply not possible

(i.e. emergencies, or extremely limited transportation access). However those should be the
extreme excention. Perhanc lanouaoa canld ha innludad that otimnlacan mrtlmatmnetf s Lol el







Representative Vazquez, this is truly a Protection of the Public issue. There are many other
safety considerations I've not mentioned. However, for the purposes of this bill’s language and
what it would allow if passed, I make my concerns known,

Respectfully,

John DeRuyter Psy.D
Executive Director
Hope Counseling Center Inc.

907-451-8208






From: Pamela Lund <PLund@ForakerGroup.org>

Sent: Monday, February 01, 2016 9:45 AM
To: Rep. Liz Vazquez
Subject: Support for HB234

Dear Representative Vazquez,

I am writing you today to support HB234, 1 am an Insured Alaskan who travels around the state for my work. 1 am often
in remote areas. | understand that HB24 would aliow me a, and others like me, to continue reguiar counseiing
appointments regardless of where | travel,

This sounds like an Idea whose time has come. | know the technology is available as is the need. Everyone | have talked
to about it thinks it Is a good idea. | know it will help a lot of people In this state.

| understand you are sponsoring this biil, so | want to thank you for recognizing the potential for good iegislation that
will help your constituents — and many others.

Sincerely,

Pam Lund

Pamela Lund

Pre-Development Project Manager
The Foraker Group

907.250.7669 cell

907.743.1200






From: Rep. Liz Vazquez

Sent: Tuesday, March 08, 2016 4:45 PM
To: Anita Halterman

Subject: FW: letter to Representative Vazquez
Thanks,

Tom

From: Rep. Liz Vazquez

Sent: Tuesday, January 26, 2016 4:14 PM

To: Anita Halterman <Anita.Hzalterman@akleg.gov>
Subject: Fwd: letter to Representative Vazquez

Sent from my iPhone

Begin forwarded message:

From: Maureen Lawlor <maureen.lawlor55@gmail.com>
Date: January 26, 2016 at 1:19:55 PM AKST

To: <Representative.Liz.Vazquez@akleg.gov>
Subject: letter to Representative Vazquez

Dear Representative Vazquez,

I have recently learned about HB234 and want to let you know that [ support the change in
access to services this bill will make not only to myself but to many Alaskans. [ was born and
raised in Alaska and have recently had the experience of moving from one town to

another. While living rurally I had an excellent relationship with a counselor and it was difficult
to no longer see her. Now that I live in a different place I would love to be able to continue
working with her again. HB234 will allow that to happen.

Thank you and best of luck,

Maureen Lawlor
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Sent: Monday, March 14, 2016 3:58 PM

To: Rep. Paul Seaton <Rep.Paul.Seaton@akleg.gov>
Subject:

3-14-2016

My name is Lise Klein Kirsis. I'm a Licensed Professional Counselor. | have worked for
community mental health centers in Alaska for the duration of my career. I am writing
today to state my strong support for telecounseling. I am asking you to support the
telecounseling bill that is being discussed in the House HESS committee. My reasons are
simple. Providing psychotherapy by phone is primarily a safer option than traveling great
distances to get mental health services. My clients have to fly, boat or drive long
distances depending on where they live to see me and to see their psychiatrist. In the
winter, this is asking our clients accept the additional (what I think is unreasonable) risk
of flying or boating in inclement weather for a service that is achievable over the

phone, or through a system such as SKYPE. I believe that allowing telecounseling as a
insurance payable service will save the state money in travel fees, and reduce travel-
hazard risks that are a reality in this state,

Sincerely,

Lise Klein Kirsis, MA, MS, LPC






From: Rep. Liz Vazquez

Sent: Tuesday, March 08, 2016 4:44 PM
To: Anita Halterman

Subject: FW: HB234

Thanks,

Tom

From: Rep. Liz Vazquez

Sent: Saturday, January 23, 2016 11:37 AM

To: Anita Halterman <Anita.Halterman@akleg.gov>
Subject: Fwd: HB234

Sent from my iPhone

Begin forwarded message:

From: Bobbi <bobbi9l 7@yahoo.com>

Date: January 19, 2016 at 6:00:47 PM AKST
To: <Representative.Liz.Vazquez@akleg.gov>
Subject: HB234

Hello Representative Vazquez,

Thank you for the opportunity to briefly speak to this bill. As a licensed professional counselor
interested in working with more remote populations, this bill is imperative to the health of ALL
Alaskans. It says a lot about our state's geography that Anchor Point is in fact "the most westerly
highway point in North America” (there sure is a lot of land mass west of the south part of the
Sterling Hwy!) Geography aside, there are certainly individuals who find their mental illness so
debilitating that they are paralyzed from venturing out. Please consider this variable as well as
this superbly beneficial bill is explored during your legislative session.

With Respect,

Bobbi






From: Lynn Edwards <laedwards117@gmail.com>

Sent: Friday, January 22, 2016 1241 AM
To: Rep. Liz Vazquez
Subject: HB234

I am writing in support of teletherapy. I believe that it would provide people in rural areas a much needed
service. Living in a small community myself, I understand the need for privacy which this would provide to
individuals that choose to seek distance teletherapy. It would allow for individuals to find licensed counselors
that specialize in their area of need. The ability to find a therapist that fits would also be a benefit. In small
communities anonymity is almost unheard of, this form of therapy would allow someone their privacy. The
access to therapists in communities that do not have counselors would have insurmountable benefits.






From: Rep. Liz Vazquez

Sent: Saturday, January 16, 2016 4:29 PM
To: Anita Halterman

Subject: Fwd: Telehealth

Follow Up Flag: Flag for follow up

Flag Status: Flagged

Sent from my iPhone

Begin forwarded message:

From: Joel Wieman <joelwieman@gci.net>
Date: January 14, 2016 at 11:51:03 AM AKST
To: <Representative.Liz.Vazquez@akleg.gov>

Subject: Telehealth
Hi Liz,

Just wanted to let you know I am thankful for your support with tele-health in Alaska, As you
know I am on the licensing board and we are working to modernize service delivery.

As a psychologist I have two concerns with tele-health and have a couple of additions to the
bill. First, that it should stipulate that services need to be provided by a licensed provider of
mental health services, licensed here

in the state in which the client resides. Telehealth is an issue that our national organization of
psychology licensing boards is wrestling with, and this is one of our main concerns.

This allows for state laws regulating mental health services to be effective and enforceable, and
will protect the public from unscrupulous or undertrained providers. When we can’t regulate
service across state lines, we should not allow those services to be provided, or the least trained,
least regulated (read unregulated) individuals will be providing the service. Our national
organization will be meeting in Anchorage in April and you are welcome to sit in if this issue
come up.

(Next time I see you at Rotary I will give you an earful if you want the full scoop!)

I would also like to see language that requires periodic face to face visits between providers and
clients. So much is lost via phone or Skype, and the client is the looser in this case.

Granted tele-health is far better than nothing, but we should strive for best practices and see
clients face to face at least once early on in the treatment process if at all possible.

On another topic, the licensing board, along with Kathy Geisel, continues to pursue SB 41 to
require background checks for renewing psychologists and new licensees. There has been some
pushback from a few people and their comments seem to misrepresent the issue.

I will send you a separate letter with regard to that.






Oh yes, about the budget, After you have trimmed the fat, I want to pay my own way. Please
kill the dividend check, tax my income, and I’m even willing to deal with a sales tax. It will hurt
but it’s time for us to grow up and be like the rest of the country.

Thanks, Joel






From: cinderbdt@gmail.com on behalf of Bryan D. Thomas <bryan.d.thomas @acm.org>

Sent: Monday, February 01, 2016 7:25 PM

To: Rep. Liz Vazquez

Ce: 5en. Donny Olson; Rep. Benjamin Nageak
Subject: HB 234 letter of support

Dear Rep Vazquez:

I want to thank you for introducing HB 234 (amending AS 21.54). I am writing to express my support.
My family and I live in a part of Alaska that is not on the road system, It routinely costs hundreds of dollars for
a one way airplane ticket to an Alaska population center like Fairbanks or Anchorage.
One of our highest cost is travel, and one of our highest travel drivers is medical care.
If HB 234 could help reduce travel, it would be good for our state and our climate.

Insured people in rural and urban locations could seek services from hundreds of different providers across
the state.
We could get help from a wider range of providers, so we could preserve our choice and find the right fit for us.
As parents of three small children, we often have trouble getting coverage, but if our kids are sick we could sick
still make appeointments from home.
Thank you for suggesting this change.
Allowing insurance coverage even before the first in-person appointment will help us find the right provider.

Regards,
Bryan Thomas






m: w«J Gallagher*<nngc5@hotmail com>

ent: Wednesday, January 27, 2016 7:30 PM
To: Rep. Liz Vazquez
Subject: HB 234

Dear Representative Vazquez,

Thank you very much for sponsoring [1B 234, | believe this bill is important and will ensure that people who
live in remote communities have access to counseling without having to travel long distances. | appreciate your
attention to this important issue. Sincerely,

Sheila Gallagher
Soldotna, Alaska






From: Rep. Liz Vazquez

Sent: Tuesday, March 08, 2016 4:44 PM
To: Anita Halterman

Subject: FW: HB234

Thanks,

Tom

from: Rep. Liz Vazquez

Sent: Saturday, January 23,2016 11:43 AM

To: Anita Halterman <Anita.Halterman@akleg.gov>
Subject: Fwd: HB234

Sent from my iPhone

Begin forwarded message:

From: Flash Light <beautysmistress@gmail.com>

Date: January 19, 2016 at 11:51:53 AM AKST

To: <representative.liz.vazquez@akleg.gov>

Subject: HB234

Dear Ms Vazquez,

Thank you for sponsoring this bill. I think it is important for folks everywhere in Alaska be
able to receive good mental health as well as medical help regardless of location.

All the best
Lita White






From: Amy Barker <alb5869@yahoo.com>

Sent: Friday, February 26, 2016 8:40 AM
To: Rep. Paul Seaton
Subject: HB234

ALL Alaskans should have access to mental health services!!! Insurance companies doing business in Alaska need to
cover telehealthl!l

Thank you for your advocacy on this matter!

Amy L. Smith, LCSW LLC
Anchorage, Alaska

Sent from my iPhone






From: Rep. Paul Seaton

Sent: Friday, February 12, 2016 1:21 PM
To: Taneeka Hansen

Subject: FW: HB234

Categories: committee

Taneeka Hansen

Legislative Aide

Representative Paul Seaton

Committee Aide, Health and Social Services
(907) 465-3923

——0riginal Message-—

From: Chantal Cohen [mailto:chantal.therapy@icloud.com])
Sent: Friday, February 12, 2016 1:05 PM

To: Rep. Paul 5eaton <Rep.Paul.Seaton@akleg.gov>
Subject: HB234

Representative Seaton

lama licensed MFT in Alaska. | also am an approved supervisor for LMFT and LPC therapists. They arein the bush and
the only to get their supervision Is by using video conferencing. There also Alaskan children and adults who need
services but are unable to receive them because their Heath provider will not pay for tele mental health. Please help our
future clinicians and Alaskans. Thanks

Chantal Cohen, LMFT
Sent from my iPhone
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Greetings Representative Vazquez,

Im so grateful you are willing to support this bill to increase access to quality mental health
services by requiring insurance plans to allow for telemedicine delivery and to reimburse
therapists/ clinicians, psychologists.

I have been providing telemedicine in Alaskans for a several years, as well as in New Mexico
and Washington state, (I am licensed in all states) and have had great difficulty with insurance
plans reimbursing me, and in some cases have not been successful in gaining approval.

I work with teachers in the bush, who cannot possibly travel out to see me weekly, or even
monthly as that is cost prohibitive, yet they require mental health support. [ also have a very
unique speciality, (working with deaf clients using sign language) and those clients need
someone with my skills, as there are only a couple others with the ability to provide direct
therapy using fluent sign language. I cannot possibly travel to all deaf clients, and neither can
they travel in. Thus, I provide web services.

Many more Alaskan clinicians would likely provide telemedicine services if this bill is approved,
offering all their unique and wonderful services that are now only available in Anchorage, to the
entire state!

Imagine the potential increase in mental health, and the potential decrease in suicides in this
wonderful state with the passage of this bill.

Alaska is simply too big, with too few providers in outlying areas, to not pass this bill. It will
cost the state nothing, but the benefit is significant.

If you have any questions feel free to contact me.

Thank you,

Anne B Norton PLLC Psy.S., LPC LMHCA

Providing distance psychotherapy and Coaching to teens and adults
annebnorton@gmail.com

907 315 3985







To: Representative.Liz. Vazquez@akleg.gov
Subject: HB 284

Dear Representative Vazquez, | am writing to strongly support HB 284 and to tel]l you what this
would mean to me personally. I have dealt with severe depression since I was a small child.
Fortunately, at various times in my life when I needed it, I was able to get mental health support
that has included both medical treatment and counseling. I was able to graduate from college and
later receive a graduate certificate in public health. Fortunately I had health insurance.

Eventually I became the Director of the Anchorage Department of Health and Human Services,
where I served under Mayors Begich, Claman, and Sullivan. Unfortunately after 24 years I had
to medically retire in 2012 for other medical issues. Leaving a career that I loved was and
continues to be difficult for me and being able to continue counseling services has been
beneficial to facing with the most difficult period of my life. As my health continues to
deteriorate it is more difficult to leave my house and because of balance and instability I am not
driving at this time and my husband has to drive me whenever I am able to leave my house for
appointments. While I prefer an in-person visit with my counselor, if I had the flexibility to
speak to her by phone it would be most helpful especially since it is those days when I am not
able to leave the house that I could benefit from counseling the most.

As a legislator I know that you understand the great reward that comes from making a difference
and the hard and demanding work that is involved. I suspect that you know that much of that
reward is the intemal satisfaction when you are able to assist your constituents and indeed all
Alaskans.

Mental health is such an important issue in our state and I am a firm believer that anything we
can do to bring services to people where they are will ultimately be helpful.

Thank you and your staff for working so diligently on this bill.
Diane Ingle

Home: 907-243-4159
Cell: 907-227-8369






Institute of Social and Economic Research
LAAC| UNIVERSITY of ALASKA ANCHORAGE

Rural Telemedicine and Telehealth:
The Alaskan Experience

Professor Heather E. Hudson
Director, Institute of Social and Economic Research (ISER)
University of Alaska Anchorage







Jaska: Context

argest state: 1,481,346 sq. km.
opulation: >710,000

ywest population density:
- <.5 persons per sq. km.

alf population in Anchorage

laska natives: 14.8% of population y—— — — - - ———— " -
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Indigenous Peoples and
Languages of Alaska

I







Alaska Native Claims Settlement Act (ANCSA)

a Native Regional Corporations

Arctic Sbpe

No treaties or reservations
ANCSA became law in 1971

Settled land claims before
construction of oil pipeline

Received 44 million acres and
$962.5 million

13 Native Corporations

— Nonprofit affiliates administ
health services

Also more than 200 village
corporations






Alaska: Challenges in Rural Education
and Health Care Delivery

Shortage of professionals

— teachers, physicians

Distance from specialized expertise

— medical specialists

— teachers of specialized and advanced subjects
Problems exacerbated by poverty and isolation

Lowest population density in U.S.
— Only 4 communities over 10,000
— Isolated villages and small towns
« More than 200 villages

» Many villages accessible only by boat or bush plane
» Most of village population is native American






\LASKA’s PHYSICIANS

hortage of physicians

listance from specialized expertise
— medical specialists

roblems exacerbated by poverty and isolation

19% of all physicians in Alaska are primary / .
-are physicians Hlstorncal!y, Alaskan h
- U.S. average is 28% care has incorporated
public health mission
Alaska is 48" of states in “doctors to primary care focus,'ar
‘esidents” ratio less reliant on special
- 65% are located in Anchorage acute care than other
- Shortages in many specialties parts of the country.

9% of the state’s residents are in medically \
Inderserved areas.






Early Telemedicine...

“We went from house to house taking care of the sick...

Our tools consisted of a thermometer, a stethoscope, and
a blood pressure cuff.... We had no phones... but used the
school’s [HF] radio to report [on] our patients. There was

no nonsense about confidentiality.”
-- Health aide Paula Ayunerak







arly Experiments: NASA ATS-1 Satelli
Single Channel Voice Network

1971-1976: led to satellite
communications for all rural clini:
and reliable communications for
all villages
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Days of Communlcatlon for Village Clinics
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From “Bush Telegraph” to Broadband

Early days: communication by HF radio

Since 1980s, all permanent communities of at least 25 peopl
have telephone service

>95% of households have telephones
Broadband in Anchorage |
and large towns
Rural/remote service
typically 768 kbps
Remote service by satellite:

— Generally reliable, but latency,
high cost
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Community Access

in Rural Alaska:
At the post office, at the store,
or under a tree...
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Internet Access in Rural
Alaska Schools

Village schools must offer K-12 if at |
students

Lack of specialized teachers

- e .
", e ) Yoo nt”
w4y oL Thatialr
- o -
. - T
- e .
- = LAY

Use of Internet for homework, cours
content, online classes
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Schools with E-rate as anchor tenant







Telemedicine in Alaska Today:
The AFHCAN Network

ICAN Telehealth System:

253 sites; 70 member organizations
* Village clinics: Native health aides
* Public Health clinics
* Regional hospitals

» Military installations, Coast Guard,
Veterans Administration

Covers more than 212,000 beneficiaries

» About 40% of Alaska population

* Majority are in Alaska native villages
ipported by USF Rural Health Care Program
\laska receives the largest amount of
iny State: $29m in 2009

yee www.afhcan.org







Jesign Evolution

Base Cart include:
— Metal Frame
— Isolated Power System
~ CPU and LCD Touchscreen

— Expansion Ports for USB, R$232; Vi
In/Out, External Display

Currently Supported Peripherals include:
— Video Otoscope
— Digital Camera

— Scanner

— Video Conferencing
— ECG

— Spirometer

— Tympanometer

— Audiometer

— Dental Camera

— Vital Signs Monitor
— Stethoscope







THE ALASKA NATIVE HEALTH CARE SYSTEM

Typical Referral Patterns

REFERRALS FROM:
© HOSPIALS

©O MD HEALTH CENTERS

© PANP HEALTH CENTERS
O CHAQLNICS







THE ALASKA NATIVE HEALTH CARE SYSTE
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A FS NEALY Al
N ey it o

and Service Level

BARRCOW .
Nuigsut to Barrow

. * MCRCH |
SPITALS Point Hope to Kotzebue =« $390
ICALTI{ CENTORS ) o
P HEALTH CENTERS $280 e ~

uce
‘oca Names iIndicate that ARG A
nerlevel of Contiact Heatth i o MYt
i3 available in that fown. P L
v 5 AN SRt 100 Lre s VAN L
ENETE
AR, s
P ”Lg:'m". (Ceaam
S T EHER e um"--r.r-(
P14 R\ Lo .
Savoonga to Nome - g cmne
MYt I 68
$304 T .’s“”‘t'." 'NJ. ";‘ m\"s FANS
nifn
LISt L) JOA JA°A . A A
MY L MO AY .-narA JMIVL ARabA STAWE - 10K
W.NTRPA LA e [ W w&ﬁ‘u L Tr e M 2 W,
Chevak % Bethel i M "Nu N? 1‘:&:‘3,&*-& ) V_NRr ALALS Wit 4
AL j&w P 'fl‘?;?if':aw‘l DY IRTY r
$250 | VARAL ,w:,‘G_é».ijx EAS Nhl o aaw
R M A AL LUAAL AR ¢ CTRATR
Vs Shon v i “cma
sy a L BEIHEL RAGE
b Yo e
-~ | NTY S‘;""m
& R WAL, gj’ﬁ{%

> 38 Y A
AT F ¢ ey
~ .
LK
S ANRL A WL AR GIer MEAY
<GH.
s N SISRCIAL S|
e NI v 1t

v,
3 XX

Old Harbor to Kodiak
$156 |






Kotzebue, Alaska:
Inupiat community on the Bering Sea...

*Has regional hospital
*Serves Inupiat villages in NW Al:







Telemedicine facilities for consultation betwe
Alaskan regional hospital
in Kotzebue and village clinics...







Telehealth: Emergency Delivery

A woman in Alaska's Northwest
Arctic Borough goes into labor,
hundreds of miles away from
the nearest doctor

Doctors 200 miles away, in the
town of Kotzebue, guided the
village's health practitioner
through the delivery using live,
two-way video and voice
technologies

Now more than half of doctors’
contact with patients is through
telemedicine and thousands of
"tele-consultations™ occur in
the region each year













Telemedicine in Wales:

Inupiat Village on the Bering Sea
RPN
. S T T *Closest mainland settlement

to Siberia

*Part of Norton Sound Health
District {Bering Straits Native
Corporation)

*Regional Hospital in Nome







lles: Clinic and Telemedicine Facilities







Village Health Aides
using Telemedicine Facilities







What are your key organizational
goals for telehealth applications?

GOALS FOR TELEMEDICINE

Quality of Care
Access to Care

Patient Satisfaction

Continuity of Care
Information Transfer

Cost of Care/Saving

'ﬂm

1 2 3 4 5 6
Lesser Priority Average Priority Higher Priority






>tore & Forward vs Real-Time Telehealth

ore & Forward Real-Time

e

e Face-to-Face

e Asynchronous
Interaction

e Documents & Images Re";'Ot? Interaction
e Electronic Medical consuitation e Immediate
Records Feedback

e Patient Education

T e e e e

v 'l Y

e Radiology e Cardiology e Psychology/ Psych
A cror © Dermatology : - *ENT ::>  Neurology
edicine o Pathology o GI e Speech therapy

e Oncology e Pulmonary e Physical therapy

e Ophthalmology e Rheumatology

e Dental 2
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AFHCAN Telehealth

-888888

Cases Created per Year (by Role)

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

MPrimaryCare @ Specialty Care

(Proj)

10 year Operational Hist
— 22,000 cases in 2010

Whole Telehealth Soluti

— Design = Manufacturing = Deploy
Installation <> Training = Support -
Marketing

Data from AFHCAN,
Director Stewart Ferguson, Ph.D.






Notel: 1,987 patients
Note2: Percentages may not add to 100% due to multiple outcomes pe

Outcomes

Unnecessary & Referred for Medsstarted  Referredto Surgeryor  Referto other
caseswere monitoring regional ENT testing specialty |,
archived without clinic recommended i'
sending at ANMC
- ™

About 72% of the patients seen needed something done
(meds, surgery, ongoing monitoring) and 26% needed to be
screened out.

—







Travel PREVENTED (by Case Role)
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0 v et rroerrrorriyrrirrilrrenrirerre e iyt vy

S &S S E PSPPI

v > 2, © QA S O 0
F S S S S S S

emmwPrimary Care esssmSpecialty Care

a Tribal Health System) (1/1/2001 to 12/31/2010)






Annual Travel Savings (by Case Role)
J0,000
J0,000
)0,000
)0,000
)0,000
)0,000
)0,000

s0 +@F . : ; —
2001 2002 2003 2004 2005 2006 2007 2008 2009 2(

expmePrimary Care esggmSpecialty Care

:a Tribal Health System) {1/1/2001 to 12/31/2010)






Medicaid Study: 2003-2009

Decreased Travel = Cost Savings

Quantity Cost

Claims Paid by Medicaid 4,482 ($269,8¢
Telemedicine Prevented Travel 3,662 $3,116,0
Notes:

* Travel is saved for 75% of all patients.
» Assume all patients under 18 need an escort
* Travel costs based on 1 week advance fares

Net Savings Realized by Medicaid $2,846,1

Note: For every $1 spent by Medicaid on
reimbursement, $10.54 is saved on travel costs. |






Telehealth Impact
on Extended Waiting Times (> 4 months)

Percent Appointment Availability With 5
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Lost Work Days and School Days

Preventing Lost Work/School Days
1,200
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Since 2003, telehealth prevented an estimated 4,777 lost d
at work, and a total of 1,444 lost days at school for the
patients in this study.






* Diabetic Retinopathy is the
leading cause of new blindn:
among adults

e Blindness due to diabetes ca
be eliminated by timely
diagnosis and treatment

« ~ 4% of Al/AN’s with DM ne¢
laser treatment to prevent
vision loss






Joslin Vision Network (JVN)
Portable JVN Pilot

Deployment of the IHS-JVN in Alaska using a portab
platform reversed a seven year decline in exam rate
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ychlear Implants...

low implants can be done
Alaska with follow-up
eech therapy using
ehealth facilities in
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Lessons from AFHCAN

lesign for Success:

KNOW THE NEEDS of your users (those who will

use the system) and customers (those who will pay
for the system).

Plan for turnover - “Keep it Simple”

Expect dynamic requirements - “Make it Scalable”

-- Stewart Ferguson, Director, AFHCAN






Lessons from Alaska Telemedicine

Reliable communication between health aides and
physicians can improve timeliness and accuracy of patient
diagnosis and treatment

Telemedicine consults can reduce the need for transferring
patients from their communities, although some serious
conditions that might have been overlooked may require
patient transfer

Patients may be able to return to their communities soone
if they can be monitored by a health aide with consultation
when required

Telemedicine must address priority health problems to be
cost/effective

Communication with patients in hospital is important for
family members in villages

Administrative communication is also valuable for rural
health care delivery






Lessons Learned...

Conference circuit (shared audio channel) is valuable for
continuing education

Structured continuing medical education and patient education
require commitment of time, plus resources for organization and
content

Computerized patient records can improve efficiency and accurai
of patient-tracking, especially where patients appear at multiple
locations

Operational system planning needs to reflect user needs
(e.g. on-demand access, shared audio channel, high reliability)
Planning for sustainability post experimental phase is critical

Health care system can be “anchor tenant” for village
communications

Creative approaches to network design, operations, and
maintenance can significantly reduce costs of rural
communications for telemedicine and other services
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Trial by Tundra

Best Practices in Telehealth

¢ Stewart Ferguson, |
'.E Chief Information Officer |
Alaska Native Alaska Native Tribal Health Conso

bal Health Consortium






AFHCAN MISSION

To improve access to health care for federal
beneficiaries in Alaska through sustainable
telehealth systems

Alaska
Federal
Health
Care \
Access
Network
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Alaska Federal
Health Care

X B Partnership
g AT
A 3]
?i%?mm < Veterans Affairs
DoD (Army & Air Force)
A formal, voluntary, inter- _
agency relationship between DoT - (USCG)
the DoD, DoT, IHS and VA Indian Health Service
working together by the (IHS):
sharing of each other’s . .
resources, talents, and — Alaska Native Tribal
sxperience to improve patient Healthcare Consortium
care throughout the state of (ANTHC)

Alaska
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The Alaska Telehealth
Advisory Council (ATAC
was established in 199¢
to provide a forum that
enhances collaboration
and communication
between organizations
involved in telehealth
initiatives.

ATAC members provide direction, leadership and
coordination of telehealth efforts throughout Alaskz

http:.//www. hss.state. ak.us/dph/Healthplanning/telehealth/atac/defaull. htm
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Alaska Tribal Health System

Medical Care Service Levels

Alaska Native Medical
Center tertiary care
— Referrals to private medical

providers and other states
for complex care

6 regional hospitals

4 multi-physician health centers

25 subregional mid-level care centers

180 small community primary care centers

[ @{g} Alaska Native Tribal Health Consortium
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Village-Based Medical Services

* 180 Small Village
Health Centers

» 550 Community Hea
Aides/Practitioners

> 125 Behavioral Heall
Aides

> 20 Dental Health Aid
12 Therapists

\verage Alaska village »> 100 Home
> 350 Residents health/personal care
attendants

L {3¥} Alaska Native Tribal Health Consortium
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Why do you do Telemedicine?

Best for patient care

Helps me communicate with a doctor |

Saves my organization money

Most convenient to the patient

Improves patient satisfaction

Makes me more efficient

ne confidence in doing the right thing for the patient

Increase access to care

f Best for patient care
B Increased access for care

[ @ Alaska Native Tribal Health Consortium ]
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Access
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Telehealth Impact on Extended
Waiting Times (> 4 months)
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Percent Appointment Avallabiiity With 5
Month or Longer Wait Time







ANMC Turnaround Time (Specialty Consults)

emn] Day e@wSame Day <z=4 Hour eiée2 Hour e==1 Hour
100%

80% -

n = 11,540

43% of highly experienced users (that create telehealth

cases) rated “Speed of Response” as “Extremely Important
E @ Alaska Native Tribal Health Consortium
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% Cases

Travel CAUSED (by Case Role)
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Estimated Travel Savings from
Telehealth for ALL Patients

$9,000,000

$8,000,000

$7,000,000

$6,000,000

$5,000,000
M Speclalty Care

$4,000,000 ™ Primary Care

$3,000,000

$2,000,000

$1,000,000 -

$0 -

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012

Estimated annual savings from telehealth for all patients amounts to
about $8.3m with a total savings of $37 8m since 2003.
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‘elehomecare Overview
ERINTLT T

linician Health Coaching:
eaching the Patient how to self-
manage & meet their goals

Efficient MRP Engagem
Clinician provides regular upd:
consults as required

Patient Empowerment:
At home; Sets Personal Goals;
Submits vitals/ health responses

mote Patient Monitoring:
Weekday feeds & Alerts

[ Simple Technology in Ho

Tablet, BP Cuff, Scale & Pulse oxil







How do we know it works?

2007 Phase One Pilot Program Qutcomes
Program © 64-66 % decrease in
o 8 Family Health Teams hospital admissions
(urban and rural) o s, ® 72-74% reduction in
o 813 patients with COPD b“«.\ \x emergency department
and CHF N visits
\“,‘ \\ .
o Patients were enrolled for \® 33% decrease in number of
four months on average ,. primary care physician visits
» Focus on patient self- & 95—97% reduction in walk-
management: “what . in clinic visits
matters to you?” | / ¢ High levels of patient and
» External third party o provider satisfaction
evaluation (Price o Best practices were
Waterhouse*) developed

D @ 020







A summary of the evidence from other jurisdictions

* Reduces first hospitalizations and hospital re-admissions
Saves $20,000/patient diverted from hospital

* Reduces emergency department visits

* Saves $1,557 (CHF, COPD) - $8,660 (CHF) per patient/year

* Saves $940 (diabetes) per patient/year

» Reduces health care resource utilization across 6 conditions

QUANTIFIED

benefits

AT
k*\ * High patient satisfaction
DESCRr BED * More effective and confident self-care

benefits * Improves quality of life for carers
* Less travel and disruption for routine check-ups
* Retains patient’s dignity

j * Increases degree of independent living
- * Not all evidence has been compelling; success depends on
CAVEATS selecting the right chronic disease patients and right

intervention
* Not yet proven that all the evaluation outcomes are fully
generalizable beyond the short-term projects

's: Canada Health Infoway 20131 Pare G et al. Home telemonitoring for chronic disease management: an economic assessment {2012} | Commonwealtl
Scaling telehealth programs: lessons from early adopters (2013) | Darkins A et al. Care coordination home telehealth (2008) | OTN Phase Dne Pilot |
2009 | http://3millionlives.co.uk/about-telehealth-and-telecare#ccg_potential_savings_featured_at_nhs_Innovations_expo |
http://beat.ottawaheart.ca/2011/02/18/innovative-home-monitoring-initiative-reaches-1000-patient-milestone/#sthash.tws5MYkS.dpuf |
http://www.cdnhomecare.ca/media.php?mid=1683






Proportion of CCCP enrollees with one or more

Hospitalization
100.0%

—&-Proportion of enrollees with 1+ HF
hospitalization

—&-proportion of enrollees with 1 all-caus
hospitalization

\ I
1 58.1%

39.8¢

1 13.3%

year prior to CCCP enrollment (point estimate and 95% C.1.) One year following CCCP disenrollment (point estimate and 95% (

ata Includes 332 CCCP enrollments among 301 unique patients discharged fro:
1e CCCP program prior to July 1,2009. Results are similar within more recen
lorts of enrollees discharged from the program prior October 1, 2009 and prior

. January 1, 2010. ==
iy s oo e e s S e PARTNERS.
;t’ri Member of Pariners HealthCare, founded by Brigham and Women's Hospital and Massachusetts General Hospital NEALTHCARS AT HC






Telemedicine is one STRATEGY to

mprove access, quality
& performance

and to manage

costs & risk

e
|
|
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WHERE ARE WE HEADED?
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Meaningful Use Technology
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Patients Served by Telemedicine
in North America
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The Clinician’s Perspective
... the New Limiting Step







Medicaid - State Telemedicine Reimbursement for Physician Services (2014

- Reimbursement for telemedicine-provided physician services

No reimbursement /ﬂm’—

American Telamedicine |
Cowvons o Gt







Medicaid - State Telemedicine Reimbursement for Telemental Services (201«

|
]

Reimbursement for telemental and behavioral health services

No reimbursement /’\%&






Medicaid - State Telemedicine Reimbursement for Home Telehealth (2014)

Mmoo
. .

|
3

A —

Reimbursement for remote patient monitoring only

Reimbursement for home video conferencing and remote patient monitoring

Reimbursement for home video conferencing only ,‘P

No reimbursement American Telemedicine A
Carenw p(ay

t
jl







tate Ratings for Telemedicine Policies Related to Relationships and Visit (201

UNITED STATES

0 Yoo Tory OF AMERICA __—
Howaii 7.Dclaware ’~
8.Maryland CUBA
9.Washington, DC @
- A - No unique requirements for telehealth
| B ~ Allows telehealth in-lieu of in-person exam or to establish physician-patient relationship
C - Requires - at ieast pre-existing relationship established in-person or in-person exam
R
* 2014 State Medical Board Decisions: Alabama, Arkansas, Florlda, Georgia, Oklahoma, /-Nﬁ
Tennessee, Washington
American Telemedicine |






itates with Parity Laws for Private Insurance Coverage of Telemedicine (201¢

vith the year of enactment: Arizona (2013)*, California (1996), Colorado (2001)*, Georgia (2006), Hawail (1999), Kentucky (2000), Louisiana (1995), Maine (2009}, Marylan
in {2012), Mississippl (2013), Missouri (2013), Montana (2013), New Hampshire (2009), New Mexico (2013}, Oklahoma (1997), Oregon {2009), Tennessee {2014}, Texas {199
it (2012), virginia (2010) and the District of Columbia (2013)

vith proposed/pending legisiation: In 2014, Connecticut, Florida, lllinois, lowa, Massachusetts, Nebraska, New York, Ohio, Pennsylvania, Rhode island, South Carolina. Ten

ED), Washington, and West Virginia
te-wide coverage. Applies ta certain health services and/or rurol areas anly.

Amuricas Tolomad
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2014 TELEMEDICINE LEGISLATIVE
ACTIVITY

[ Eoacted Tetemedicms Bils
[:] Proposed Telemedicma Bills
] No Lepstatve Action
sk Enacted Telemedicine Bills 2013







Ways in which a LT Governor can
impact the use of telemedicine ...

* Work with state health departments to
expand coverage of telemedicine in state
Medicaid programs.

— ATA has sets of best practices for Medicaid
programs.

— Consider changes to make sure Medicaid
managed care programs can provide telemedicine
services without any geographic or other
restrictions.

@ Alaska Native Tribal Health Consortium ]
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Ways in which a LT Governor can
impact the use of telemedicine ...

e Raise consumer awareness in states that have a
mandate for private insurance coverage of
telemedicine - about this coverage and what
telemedicine can do for consumers.

— E.g. Launch an “Ask your doctor about telemedicine”
program.

* Work with the legislature and state medical board to
set up interstate medical license reciprocity laws.

— This will allow voters in the state to access their own
primary care physician when they travel out of state as
well as allow them to receive care from specialists located
(and fully licensed) in other states.

@é Alaska Native Tribal Health Consortium
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Ways in which a LT Governor can
impact the use of telemedicine ...

» Help set up a statewide stroke network involving
all of the state’s large medical centers with a goal
that every emergency room in the state has
24/7/365 access to a neurologist to help diagnose
and treat a stroke patient during the first 60
minutes.

» Help change the health insurance coverage for
state employees to allow them to access
telemedicine services including access to services
at the workplace. This helps improve productivity
and reduce absenteeism.

l ¥} Alaska Native Tribal Health Consortium J
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Growth Opportunities & Challenges

* The ability of health systems,

specialists and primary care
doctors to provide care
wherever their patient is
located.

— Currently restricted by
licensure laws.

» The growing use of internet-

based services and remote
medical devices by consumers
to track their health and seek
professional help.
— How does this interconnect
with their primary care doctor

and the state’s efforts to set up
a health information network.

e i am mes Ea s emo o

{%@ laska Native Tribal Health Consortium
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Integrating telemedicine
services into the day-to-day
work flows of the state’s
health providers (e.g. EHR-
based)

Using telemedicine to help
keep down the costs of
healthcare — especially for
chronic care patients.

Using telemedicine to
overcome growing shortages
of physicians and other health
providers, especially
specialists.
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Stewart Ferguson, Ph[
Chief Information Office
Alaska Native Tribal Health Consortiu
4000 Ambassador Drivs
Anchorage, AK 9950¢

(907) 729-2267
sferguson@anthc.org







My Statesman from Austin American-
Statesman

Murphy: Texas lags behind the country
in telemedicine

Opinion
By Kate E. Murphy - Special to the American-Statesman

[

Posted: 1:21 p.m. Monday, Feb. 29, 2016

At a recent House Public Health hearing at the State Capitol, an official with the Texas Health and
Human Services Commission testified that more Texans on Medicaid are using telemedicine services
for mental health than anything else. The top billing codes all relate to telepsychiatry. These include
pharmacological management, psychiatric diagnostic interview and examination, psychotherapy
with evaluation and management, and psychiatric diagnostic evaluation.

That's because the Texas Medical Board has not restricted access to behavioral health services
through telemedicine the same way they’ve restricted other services.

It's simply, really. Because people can call a psychiatrist or counselor without establishing a
relationship in person or interfacing with some other provider, more people are able to take
advantage of this service, It removes a barrier to access for people without transportation are or
those who have to travel hundreds of miles to a site where someone can help them make the call to
the provider — a call they would otherwise be perfectly capable of making on their own.

Unfortunately, the Texas Board of Examiners of Professional Counselors recently proposed a rule
which would require licensed counselors who want to provide telehealth services to reside in Texas
and perform an initial face-to-face intake session before telehealth counseling, raising the same
barrier to behavioral health services that the medical board has raised for general telemedicine
services.

Texas is dead last in the nation in access to health care and in expanding the use of innovative
technology, like telemedicine, to meet that need. It's a shame the Lone Star State would hamper
access to behavioral health services just like it has with other telemedicine services. Texas and
Arkansas are the only states that require an in-person or face-to-face video conference visit with a






PEHYSICIAUL PLIVT LU UMUE WEIEMeUICne. 1eXas 1S d150 ONne o1 1€ Oy States ar requires an in-omee
follow-up visit after using telemedicine.

The Texas Medical Board’s regulations, if allowed to stand, will prevent the rapid expansion of
telemedicine now underway in the state’s private health sector. But you know who has been
benefitting from telemedicine in Texas for decades? Prisoners. The University of Texas-Medical
Branch has been providing telemedicine to state prisons improving health outcomes and saving
taxpayers about $780 million.

UTMB also provides telemedicine to large companies and community health centers in rural
communities. Their research shows telemedicine cuts non-emergent ER visits in half — saving even
more money — and patients love it.

As this type of research mounts, most states are working to loosen their telemedicine regulations.
Most recently, Alahama lifted its similarly restrictive telemedicine regulations. In Alaska,
telemedicine providers don’t just have to be licensed in Alaska; they also have to be physically
present in Alaska to provide services. Lawmakers there are trying to remove the physical location
requirements for remote medical practice and Internet prescribing. The legislation would also
remove barriers to telehealth services provided hy licensed providers. Mississippi legislators have
introduced 8o hills to expand telemedicine. Michigan and South Dakota have also improved their
physician practice standards and licensure requirements. Likewise, Florida, New Mexico, and
Missouri are making positive changes.

Texas is doing the opposite. The medical board argues that their new regulations, approved in April
of last year, were passed to keep people safe. But if that's true, why have 48 other states decided
these types of regulations are overkill? And why do the Texas regulations exclude people who are
most in need of affordable, immediate and remote care? The truth is, these protectionist policies
undermine Texas’ efforts to increase access to medical care through telemedicine at a time when
Texas desperately needs it.

The Texas Medical Board, which is facing a federal lawsuit for its draconian telemedicine regulations,
is just one example of the potential harm these boards can cause. Overbearing licensing boards are a
national problem. Last year in a North Carolina case — the State Board of Dental Examiners v. F.T.C.
— the Supreme Court heard case in which a state licensing board was cracking down on teeth-
whitening kiosks forengaging in the unauthorized practice of dentistry. Justice Kennedy’s majority
opinion noted that when you put market participants in charge of regulating their own market, they
often work to squeeze out competition rather than promote public good, sometimes without even
realizing they’re doing it. The Supreme Court ruled against the state board, which is now subject to
heightened scrutiny under federal antitrust law. ]

Telemedicine and telepsychiatry could be a huge help to many Texans — if the medical board would
just get out of the way.

Murphy is a mental health policy fellow contributing to the Center for Health Care Policy at the
Texas Public Policy Foundation.






NATIONAL ACADEMY
FOR STATE HEALTH POLICY

Teleconsultation: A Health Care
System for the 21st Century

Charles Townley and Rachel Yalowich
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Thisissue brief is intended to serve as a
resource for state policymakers and other
stakeholders as they build new or expand
existing telehealth and teleconsultation
programs. It offers strategies to address vari-
ous reguiatory and legal structures

that present barriers to the diffuslon of
telehealth. it also offers strategies that may
result in increased telehealth adoption

and shares examples from five leading
telehealth and teieconsultation programs
in Alaska, Massachusetts, Mississippi, New
Mexico, and Washington.
1 —

Introduction

Individuals with medical and behavioral health comorbidities often
receive fragmented care, resulting in higher costs and poorer out-
comes.' States, the federal govemment, and providers have all
made significant investments to build and expand evidence-based
integration models, such as the collaborative care model,2 to
reduce fragmentation and improve care. However, workforce
shortages and limited resources may hinder the feasibility of these
models, particularly in rural areas. Emerging evidence demon-
strates that teiehealth services and provider teleconsultation may
be viable altematives for individuals that are wiliing to participate
and can deliver equal or better care when compared to tradition-
al in-person care for individuals with behavioral heaith needs.®*%
While telehealth is often framed as a way to improve access in
rural settings, patients in urban settings may also benefit.®

While some individuals may prefer to continue to receive tra-
ditional in-person care, telehealth and teleconsultation offer
opportunities for states to increase patient choice and expand
the scope of services individuals can receive at their usual care
site—including primary care clinics, mental health centers, and
correctional facilities. These programs may also build the prima-
ry care systems’ capacity to treat mild-to-moderate behavioral
health conditions. More research is necessary to understand the
full effect on service utilization and healthcare costs, but early
findings demonstrate that telehealth and teleconsultation pro-
grams for behavioral health services may reduce state spending
or produce overall cost savings:

» Wyoming Medicaid found a 1.82:1 retum-on-investment,
and a 42 percent reduction in the number of children
aged five or younger using psychotropic medications
after implementing a psychiatric teleconsultation
program to support primary care physicians serving
children with behavioral health needs in the state.”






Using technology to connect
patients and providers is often
referred to by many names, includ-
ing, but not limited to: telehealth,
telemedicine, telebehavioral health,
and telemental health. For the pur-
poses of this issue brief, we use the
following definitions:

-Telehealth or Telemedicine:
A system in which patients
receive services from provid-
ers in a different location.

- Telebehavioral health or
Telepsychiatry: A subset of
telemedicine that remotely
connects patients with
behavioral health providers.

- Teleconsultation: A systemin
which providers remotely
consult with other providers
in a different location.

Depending on the policies of indi-
vidual states, these programs may
or may not require a local provider’s
presence or referral for an individ-
ual to receive remote services. [t Is
also important to note that there
are various modes of telehealth,
including real-time communication,
asynchronous store-and-forward,
remote patient monitoring, and
mobile health.” Unless otherwise
noted, the scope of this paper is
limited to real-time communica-

tion,
e —————

1eieneann 10 serve maiviguais in correcuonal racities. 1nhe state
reported savings of $500 per telehealth encounter ($9 million
in fiscal year 2011}, largely due to reduced transportation and
staffing costs.®

» A study of 106 nursing homes residents in New York and
Vermont found that a combined 278 telepsychiatry encounters
resulted in estimated savings ranging from $33,739-$67,477 in
reduced personnel costs and $84,347-$253,040 in avoided
physician travel.®

Improving Patient Access Through Telehealth
When referrals to in-person services are not feasible, remotely connect-
ing patients and providers through telehealth can be an effective way

to increase the scope of services delivered at an individual’'s usual care
site. Alaska and Mississipp! are two leaders in this area, having built
statewide telehealth programs that have expanded patient access to
services and reduced costs {See Table 1).

Implementation

While many of the leading telehealth programs across the country are
payer- or provider-driven initiatives, each state’s unique policy environ-
ment has shaped how payers in the state treat telehealth services and
provider adoption rates.” There are many important roles for states to
play In supporting the development of new or enhancement of existing
telehealth programs. As a purchaser, for example, the state can imple-
ment policies to provide reimbursement for telehealth services on behalf
of the state employees or Medicaid and Children’s Health Insurance
Program (CHIP) enrollees. As of April 2015, 48 state Medicaid programs
reimbursed for some level of telemedicine and telebehavioral health
services."?

Beyond purchasing power, states can leverage their roles as lawmakers,
regulators, and conveners to advance telehealth programs while also
protecting consumers and payers. State officials may find the following
strategies useful when determining how to leverage remote services to
increase patient access to care:

1. Amend regulatory restrictions limiting reimbursement;

2. Foster or mandate multi-payer support;

3. Provide education and guidarice on pertinent legal
considerations; and

4, Leverage federal funds to develop broadband infrastructure in
rural areas.
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Alaska Psychiatric Institute’s
Telebehavioral Health Center

Center for Telehealth at the University
of Mississippl Medical Center

Program
Description

In 2003, Alaska began a telebehav-
ioral health pilot. Today, the Frontline
Remote Access Clinic, housed within
the Alaska Psychiatric Institute (API),
provides telebehavioral health services
to individuals in approximately 26
towns and villages across the state—
only four of which are connected to the
state’s road system.'?

In 2003, the University of Mississippi Med-
ical Center (UMMC) began their telehealth
program for emergency medicine services in
rural hospitals.' In 2008, telepsychiatry ser-
vices were added to the program to serve
mental health clinics and are avaiiable on an
acute or scheduled basis. Today, UMMC's
Center for Telehealh includes more than

30 different specialties and serves patients
at more than 194 locations across the state
(including primary care clinics, mental health
ciinics, local health departments, schools,
and prisons), and is expanding telepsychia-
try services to nursing homes in 2015.

Funding

As the state's psychiatric hospital, APl
is funded through legislative appropri-
ations. The Frontline Remote Access
Clinic within API bills remote sites at
an hourly rate for their services. Grant
funding also supports API's telebehav-
ioral heaith work.

The Center has developed a sustainable
business model with revenue from contracts
and insurance reimbursement for telemed-
icine services. Mississippi law requires
private and public payers, including Med-
icaid, to reimburse for telehealth services.
Approximately 100,000 telehealth visits
occur annually.

Outcomes

API’s telebehavioral health services
generated over $1 million in avoided
hospitalization costs in state fiscal year
(SFY) 2015, building on the $600,000
in avoided hospitai costs in SFY2014.
An additional $70,000 in patient travel
costs was avoided overthose years."”

Telepsychiatry is one of UMMC's most de-
manded services and is being delivered to
mental health clinics, group homes, emer-
gency departments, primary care clinics and
to students in schools and colleges.

Although outcomes data specific to telepsy-
chiatry are not available, the model has gen-
erated positive outcomes for other services.
For example, the Center's TelEmergency
program reduced rural ED staffing costs

by 25 percent and reduced unnecessary
transfers to urban hospitals by 20 percent;
patient outcomes in rural hospitals are equal
to those at the academic medical center.'®







Nearly all Medicaid programs reimburse for tele-
medicine and telebehavioral health services. The
federal Medicaid statute does not define tele-
medicine as a distinct service,'”” and the Centers
for Medicare & Medicaid Services (CMS) encour-
ages states to “use the flexibility inherent in fed-
eral law to create innovative payment methodol-
ogles for services that incorporate telemedicine
technology.™® As a result, states’ reimbursement
policies vary widely as to which services are
reimbursable, which providers can bill, and what
types of technology can be used.”

Common state regulations and reimbursement
policies include provider eligibility requirements,
licensure requirements for providers across state
lines, and in-person evaluation requirements for
remote services. While these policies may limit
the development of telehealth programs, they
have often been put in place by states to address
potential quality and patient safety concerns. If
states choose to amend their policies to advance
telehealth, it will be important to incorporate con-
sumer protections into these policies.

Eligible practice settings and
technologies

Challenges: Many states place restrictions on
where patients can be seen in order for provid-
ers to bill for remote services, such as limiting the
types of providers who may provide remote ser-
vices, limiting the setting in which remote services
are billable, or establishing minimum mileage re-
quirements between the patient and remote pro-
vider as a condition of payment.?®

Strategles: Many states have telehealth laws
that allow reimbursement in non-traditional care
settings; for example, 16 states allow for remote
services at schools or school-based health cen-
ters, and 25 states ailow patients to receive tele-
health services at home.?? Furthermore, while
most states have removed mileage requirements
for reimbursernent—Colorado expanded their law
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maintained a minimum required distance of 20
miles when reimbursing other eligible providers.2*
Similarly some states place limitations on which
technologies can be used for provider-to-patient
communication (e.g., live communication, asyn-
chronous communication); approximately half of
states limit reimbursement to real-time communi-

cation.?®
|
As of April 2015, 48 state Medicaid programs
reimbursed for some level of telernedicine and

telebehaviorial health services,
Latoya Thomas and Gary Capistrant, State Telemedicine Gaps Anatysis: Coverage &
Reimb {washington, D.C: Telemedicine Association, May 2015) hitp.//

Practicing telehealth across state lines
Challenges: When telehealth services are
provided across state lines, cross-state licen-
sure issues arise. The majority of state medical
boards require physicians to hold active licenses
in each state where patients receiving telehealth
services legally reside,?® although some states
have exceptions to their licensure laws that allow
physicians to provide infrequent services either
directly to patients or in consultation with another
physician without procuring a license from each
state.?”

Strategles: In September 2014, the Federa-
tion of State Medical Boards introduced model
legislation for states interested in adopting the
Interstate Medical Licensure Compact to reduce
administrative burden of physicians appiying for
licenses in additional states.?® Under the Com-
pact, each state retains its authority to regulate
the practice of medicine, and out-of-state physi-
cians are subject to the laws and rules set forth
by the legislatures and medical boards in the
state where the patient is located. Within a span
of a year, 11 states have enacted the Compact
through legislation;? although some state med-
ical boards have expressed concerns.*® The
Consortium of Telehealth Resource Centers has

suggested other potential models to mitigate
licenstira harriera inchidinn endnreamant






In-person requirements for remote services

Challenges: Some state laws and regulations require an in-person visit before an individual can
receive services remotely. For example, the Arkansas Medical Board requires an in-person evalua-
tion prior to most remote services,* and the Texas Board of Medicine requires that patients receive
an in-person evaluation annually after remote consultations.® These medical practice standards are
particularly important for providers using telemedicine to remotely prescribe medication, as those are
subject to various state and federal laws intended to ensure proper prescribing and use, Thisis an
important consideration given the U.S. Government Accountability Office’s findings that children in
Medicaid are already prescribed psychotropic and antipsychotic medications at higher rates than pri-
vately insured children.®* Although federal law provides some exemptions for prescribing controlled
substances via telemedicine, the interpretation of these exemptions have been left to local Drug En-
forcement Agency (DEA) branches, which has established procedures that require face-to-face office
visits before providers can prescribe controlled substances in some telemedicine programs.?s

Strategles: Some state legislatures agencies have passed legislation or released administrative guid-
ance clarifying what is and is not acceptable when providing remote services under state law. For ex-
ample, Alaska recently passed legislation stipulating a physician can prescribe, dispense, or administer
prescriptions for controlled substances without a physical examination as long as: 1) the physician is
licensed and physically located in the state and 2) the patient has access to follow-up care and agrees
to have all medical records from remote encounters sent to his or her primary care provider. In ad-
dition to these requirements, a physician must either have a previously established relationship with
the patient or have another appropriate licensed provider physically present with the patient to aid the
prescribing physician with an examination and diagnosis.®® Alaska’s policy serves as a reminder that
state officials should carefully consider when itis appropriate to require that a local provider be involved
in the provision of remote services.

2. Foster or Mandate Multi-Payer Support

In addition to deciding which telehealth services are reimbursable, payers also need to decide how
much to pay for those services. When determining sustainable payment rates, state policymakers may
also find that multi-payer participation is an important component of long-term support and sustainabil-
ity for telehealth programs.

Challenges: Limited access to behavioral health services and workforce shortages affect the entire
health care system, not just Medicaid. Some commercial health plans may set restrictive telehealth
policies, limiting providers’ ability to meet the needs of commercial populations.

Strategles: As more payers reimburse for telehealth services, the proportion of a practice’s panel
eligible to receive telehealth services increases. This not only increases patients’ access to remote
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provide coverage for telehealth services to the
same extent that the services would be covered
if they were provided in-person.®” The legislation
received broad support, including, most notably,
support from Governor Phil Bryant.

The University of Mississippi Medical Center's
Center for Telehealth cites multi-payer telehealth
payments as a critical aspect of the enduring
success of its program; furthermore, payment
parity has allowed the telehealth program to

be sustainable outside of grant funding.®® Mis-
sissippi Medicaid has also worked to ensure
that its payment policies encourage the use of
telehealth, including new originating site facility
fees effective July 1, 2015.2® As of July 2015, 28
other states and the District of Columbia have
passed parity laws for private insurers.*® Medi-
care has also covered telehealth services since
the Balanced Budget Act of 1997, although fed-
eral law limits reimbursement to individuals seen
in specific rural care settings.4!

3. Provide Education and Guidance
on Pertinent Legal Considerations
When providers practice medicine remotely,
they must meet the same legal standards that
apply when serving patients in their offices.
State agencies have an important role in helping
providers understand how to meet these legal
obligations by providing education and policy
guidance as necessary and appropriate. One
important area in which states can provide guid-
ance is on privacy laws and data sharing.

Challenges: Federal privacy laws, including the
Health Insurance Portability and Accountability
Act of 1996 (HIPAA), set national privacy and
security standards for holding and sharing pro-
tected health information. 42 CFR Part 2 extends
further privacy and security standards to patients’
behavioral health data for most drug and alcohol
treatment providers.? Some states have passed
more stringent laws regulating protected health

Importance Or secure gata exchange to providing
comprehensive care through telehealth. Tele-
health services can be more effective when the
remote provider can access and review patients’
medical records. Regional and state health in-
formation exchanges can be an important tool to
facilitate behavioral health information exchange
across treating providers.4 In the absence of a
robust health information exchange, providers
have entered into contractual arrangements to
facilitate data exchange. For example, when
providers in Alaska contract with the Frontline
Remote Access Clinic housed within the Alas-

ka Psychiatric Institute (API) for telebehavioral
health services, APl enters into a business as-
sociate agreement and memorandum of under-
standing that allows API's psychiatrists to access
the other systems’ electronic health records. 4443

4. Leverage Federal Funds to
Develop Broadband Infratrsucture
in Rural Areas

Access to secure, high-speed Intemet service

is critical to implementing telehealth programs.
Providers in communities without access to af-
fordable broadband service or computer equip-
ment can leverage federal programs designed to
promote the use of telemedicine.

Challenges: Despite significant investment over
the past five years,*® some rural and frontier pro-
viders still lack adequate access to high-speed
Internet—and those that have access mav find it






* The Federal Communication Commission’s (FCC's) Rural Health Care Program (RHC
Program) includes two programs that provide up to $400 million In funding annually:

o Eligible providers participating in the Healthcare Connect Fund receive a 65 percent

discount on all eligible expenses, including broadband service and equipment.

o The Telecommunications Program subsidizes rural providers service costs, allowing
rural providers to pay the same rates as urban providers.**

* The United States Department of Agriculture and Rural Development (USDA) administers
various pertinent grant and loan guarantee programs:

o The Distance Leaming and Telemedicine Grant Program provides competitive grants
between $50,000 and $500,000 with a 15 percent match. The funds can be used to
acquire necessary equipment and infrastructure as well as technical assistance to
train staff in using the equipment.*®

o The Community Connect Grant Program provides competitive grants between
$100,000 and $3,000,000 with a 15 percent match. The funds can be used to build
infrastructure in areas where broadband service is not available, as well as provide
broadband service free-of-cost to critical community facilities (including hospitals
and health care providers) for two years.5

o The Telecommunications Infrastructure and Farm Bill Broadband Loans & Loan
Guarantee Program provide funding to construct, improve, or acquire facilities and
equipment required to bring broadband service to eligible rural areas.’'52

Due in part to implementation delays, the FCC only disbursed a total of $327 million in the RCH Pro-
gram’s first 12 years, a combined total less than the program’s $400 million annual cap.>® Funding
requests have risen sharply in recent years (an average of nearly $235 million annually across fiscal
years 2013 and 2014), but as of September 30, 2015, less than $100 million has been requested for
fiscal year 2015.54 States and local government agencies are eligible applicants for all of the USDA
grant and loan programs identified above; states may also be in a position to assist providers in par-
ticipating in these programs if they can cover a portion of the required matching funds or help secure
foundation or private payer support.

Increasing Provider Capacity Through Teleconsultation

Rernotely connecting patients to specialty providers can alleviate access issues, but access to spe-
cialty providers is only half of the equation. By providing distance learning opportunities and supports,
the primary care system becomes better equipped at managing individuals’ behavioral health needs
and referring out to specialty services as necessary. Two models in particular, the Massachusetts
Child Psychiatry Access Project (MCPAP) and the University of New Mexico’s Project ECHO, have
gained national momentum over the past few years (See Table 2) .55

Implementation

Comparatively, teleconsultation programs can be much easier to implement than telehealth pro-
grams. Many of the legal and regulatory issues discussed in the previous section are not applicable
provided that the program does not create a hew physician-patient relationship under state law (a
legal standard that varies by state ). Furthermore, only four states (Michigan, North Dakota, Penn-
svivania. and South Dakaota) da nat hava a law nravidinn eama avaliicianes tn ctata Lannniivn cameodoa






The Massachusetts Child
Psychiatry Access Project

University of New Mexlco’s Project
ECHO

Program
Description

First piloted in 2003, the Massachu-

setts Child Psychiatry Access Project.
(MCPAP) telephonically connects pe-
diatricians across the state with one of

six regional behavioral health teams.
The teams consist of a child psychi-
atrist, a social worker, and a care
coordinator; all of whom assist pedia-
tricians to diagnose, treat, and manage
children with behavioral health needs.
The program can provide one-time
face-to-face consultations with patients
and facilitates referrals to in-person
services as necessary and appropri-
ate.

Launched in 2003, Project ECHQ is a hub-
and-spoke model that uses web-based
video to connect primary care providers with
specialist mentors. Providers have applied
the model to nearly 40 heaith conditions,
including an Integrated Addiction and Psy-
chiatry (IAP) TeleECHO Clinic. Participating

primary care teams take part in case-based
leaming that includes a mix of didactic pre-
sentations and reviewing actual cases using
de-identified information.

Funding

MCPAP is funded through a Massa-
chusetts Department of Mental Health
line item ($3.1 million in FY2015) and,
beginning in FY2015, commercial
health plans pay a surcharge for their
share of program costs.

Budget shortfalls required the program
to scale back in recent years, but it is
currently being expanded through the
state’s State Innovation Model Test
Award.

Funded through a mix of federal, state, and
philanthropic dollars, including consultative
service payments to providers by New Mexi-
co's Medicaid managed care plans.

In July 2015, the GE Foundation awarded
a $14 million grant to Project ECHO and
the Institute for Healthcare Improvement to
extend the model to additional community
health centers across the country.s

Outcomes

In 2012, 92 percent of practices in
the state with more than 2,000 chil-
dren used the service. After using
the service, prescriber-level psychi-
atric care remained with the primary
care provider 67 percent of the time.
A survey of participating providers
found that 64 percent either agreed or
strongly agreed that they could “meet
the needs of children with behavioral
health problems,” compared to 8 per-
cent before enrollment.

Although outcomes data specific to the

IAP TeleECHO Clinic are not available, the
model has generated positive outcomes for
other conditions. Participating primary care
providers were able to manage Hepatitis

C treatment as effectively as an academic
medical center with fewer reported serious
adverse events.s?

When the IAP network was used to recruit
participants for buprenorphine training,
more New Mexico physicians from tradition-
ally underserved areas chose to be trained,
compared with physicians nationwide.*

Spread

Similar programs are underway in
various stages of implementation in 30
states and the District of Columbia.®!

Hubs currently operate in 22 states; some
serve multiple states.







on proviaers” wilingness 1o participate. Provider
outreach and engagement activities that make
the case for participation to both specialty and
primary care providers may have the greatest
impact.

Challenges: Specialists may be resistant to
sharing their expertise, particularly if it means
fewer referrals. Primary care providers may also
be hesitant to work with behavioral health provid-
ers with whom they do not have an established
working relationship.

Strategles: Teleconsultation programs have
benefitted from identifying and engaging spe-
cialty physicians who will champion the model.®?
Messaging can be critical, and itis important to
remind stakeholders that the purpose of these
types of programs is not to supplant specialty
care, but rather ensure that patients receive
appropriate care in the appropriate setting. Fa-
cilitating face-to-face introductions between the
primary care providers and consulting physicians
may increase the comfort levels of both partici-
panting providers and risk managers, even if it’s
a one-time meeting.s

2. Sustainability

The physical infrastructure required for telecon-
sultation programs can cost significantly less
compared to telehealth programs. For example,
MCPAP requires nothing more than a telephone
line and telephone. Sustaining teleconsultation
programs may require significant funding com-
mitments depending on the staffing model and
whether participating providers are compensated
for their time, but larger providers hosting or ad-
ministering teleconsuitation programs may be in a
financial position to bear some of the associated
costs.

Challenges: Grant funding and/or annual legisla-
tive appropriations is sometimes used to provide
seed funding to launch or maintain teleconsul-

appropriauons creates uncertainty as to whether
the program will be sustainable. Traditional fee-
for-service billing may not be appropriate for pro-
grams that do not provide direct medical services
to patients. Even if a direct billing mechanism is
created, it does not necessarily mean the pro-
gram will be sustainable. In other child psychiatry
access programs, fee-for-service was not a sus-
tainable payment methodology due to variable
billing volume and cumbersome billing process-
es, as well as increased legal risk due to the fact
that the payment created new physician-patient
relationships.®

Strategles: Teleconsultation programs may be
more sustainable when paid for using alternative,
value-based payment models that promote team-
based care and allow flexibility to cover services
that may be non-billable, including physician con-
sultation and care coordination. Furthermore, like
other payment and delivery system reforms, sus-
tainabiiity may rest in multi-payer participation.
This was a particularly important issue in Mas-
sachusetts, where more than half of the MCPAP
encounters in FY2014 (58 percent) were for chil-
dren covered by commercial insurance.’> With
legislative authority granted in the state’s FY2015
budget, the Massachusetts Department of Pub-
lic Health promulgated new regulations ensuring
commercial plans would proportionally share in
their cost to the program.®®

Blending Telehealth and
Teleconsultation

In addition to the telehealth and telepsychia-
try services described earlier, the programs in
Mississippi and Alaska also offer educational
services that build provider capacity similar to
Project ECHO. For example, the University of
Mississippi Medical Center’s Distance Learn-
ing Educational Series for Behavioral Heaith is
available to all of the sites for which it provides
telemedicine and telepsychiatry services.®”






meatcal Center's Center for Telehealth and Project ECHO discussed potential benefits of blending
their programs.se?

One Medicald managed care plan in Washington found that telepsychiatry was most effective in a
stepped-care model where primary care providers worked with a behavioral health coordinator and
consulting psychiatrist before connecting patients with the psychiatrist through telepsychiatry (see
Table 3); practices using telepsychiatry alone have had a harder time integrating remote services into
their workflows.™® As new initiatives are launched, program leaders may wish to explore how tele-
health and teleconsultation services can be combined to achieve program goals.

Table 3. Washington State’s Mental Health Integration Program

Washington State Mental Health Integration Program (MHIF)

Program Launched in 2008, Community Health Plan of Washington (CHPW), one of the state’s
Description | Medicaid managed care plans, administers the Washington State Mental Health
Integration Program (MHIP). Building on the Collaborative Care Model,”' behavior-

al health coordinators embedded in over 100 community health centers across the
state work closely with primary care teams and meet weekly with a remote consulting
psychiatrist at the University of Washington Medical Center.”? Primary care physicians
can also consult directly with the psychiatrist as needed. Since launch, CHPW has
introduced telepsychiatry services into MHIP, allowing patients to remotely meet with
the consulting physician.

Funding First supported through legislative appropriations, CHPW provides two payments: one
to community health centers to hire the behavioral health coordinator; and a second
to University of Washington Medical Center to pay for a portion the consulting psychi-
atrists’ time. A unit-based caseload rate provides the necessary flexibility to cover the
coordinators’ time spent consulting with the primary care providers and psychiatrist, as
well as entering data into a registry. It also provides flexibility for the psychiatrists, who
allocate their time between working in the registry and consuiting with the coordinator,
primary care team, and patients.

A 2015 law requires Washington’s Medicaid managed care, state employee, and com-
mercial health plans to begin reimbursing for telemedicine services no later than Jan-
uary 1, 2017.7 CHPW is actively exploring how the new law impacts their payment
model for direct telepsychiatry services, but the law does not provide reimbursement
for remote consultation.

Outcomes | MHIP has decreased specialty referrals and increased primary care providers’ abili-
ty to meet the behavioral health needs of their patients.”* In the first 14 months, the
program reports that it saved more than $11 miliion in avoided hospital costs; the
program aiso created positive social outcomes, including fewer arrests and smailer
increases in homelessness.”
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technolog,_i'es that remotely corTnect patiénts with providers and their peers are shaping the future of
the health care system. For example:

* Payers and providers across the country are beginning to partner with Big White Wall, an
“anonymous clinically facilitated peer community” that connects individuals with credentialed
therapists and peer supports online.’®

« In June 2015, former executives from Facebook, Google, and other leading technology
companies launched Lyra Health, a startup that plans to use web-based screening tools and
data analytics to identify individuals with unmet behavioral heaith needs and connect them
with providers that match their preferences.”

It remains to be seen how or if states will adopt these or similar initiatives in their public insurance
programs. When deciding which new technologies to implement, states will need to weigh the costs

of implementation with their fiscal climate and the potential for the technology to create a retum on
investment. Once a technology is selected for implementation, states will need to examine whether
any state-level legal or regulatory barriers will make implementation challenging or restrict its effective-
ness. Flexibility can be important when designing new state laws and regulations affecting telehealth
policy because it is likely that technological innovations will outpace the laws and regulations.

Ultimately, it Is in states’ best interest to have a process in place to ensure that new technologies are
cost-effective and safe. States’ Medicaid advisory committees and similar oversight and evaluation
committees are important partners for policymakers when determining which technologies to adopt
and how to implement and pay for these technologies to ensure appropriate consumer protections,
limit inappropriate utilization, and manage costs.

Conclusion

As the programs discussed in this issue brief show, telehealth and teleconsultation programs have the
potential to improve access, increase provider and system capacity, and promote a health care sys-
tem in which appropriate services are provided in the appropriate setting. Mild-to-moderate behavioral
health conditions are prevalent in primary care, and primary care providers play an important role in
addressing these conditions while simultaneously managing physical heaith comorbidities.”® As pri-
mary care providers’ capacity to treat mild-to-moderate conditions increases, specialty providers have
more time to spend with complex, high-need individuals.

| 1
Additional Resources _

State officials and other stakeholders interested in leaming more are encouraged to visit the following
organizations’ websites:

iy Telemedicine Association: State Policy B Cent
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RINJIVINLI D

MODEL POLICY FOR THE APPROPRIATE USE OF TELEMEDICINE
TECHNOLOGIES IN THE PRACTICE OF MEDICINE

Report of the State Medical Boards’ Appropriate Regulatlon of
Telemedicine (SMART) Workgroup

INTRODUCTION

The Federation of State Medical Boards (FSMB) Chalir, Jon V. Thomas, MD, MBA, appointed the State Medi-
cai Boards' Appropriate Regulation of Telemedicine (SMART) Workgroup to review the “Model Guideiines for
the Appropriate Use of the Internet in Medical Practice” (HOD 2002)! and other existing FSMB policies on
telemedicine and to offer recommendations to state medical and osteopathic boards (hereinafter referred
to as “medicai boards” and/or “boards”) based on a thorough review of recent advances in technology and
the appropriate baiance between enabling access to care whiie ensuring patient safety. The Workgroup was
charged with guiding the development of model guidelines for use by state medicai boards in evaluating the
appropriateness of care as related to the use of telemedicine, or the practice of medicine using electronic
communication, information techriology or other means, between a physician in one location and a patient
in another jocation with or without an intervening health care provider.

This new policy document provides guldance to state medical boards for regulating the use of telemedicine
technologies in the practice of medicine and educates licensees as to the appropriate standards of care
in the delvery of medical services directly to patients? via telemedicine technologies. It is the intent of the
SMART Workgroup to offer a modei poiicy for use by state medical boards in order to remove regulatory bar-
riers to widespread appropnate adoption of telemedicine technologies for delivering care while ensuring the
public health and safety.

in developing the guidelines that foliow, the Workgroup conducted a comprehensive review of telemedicine
technologies currently in use and proposed/recommended standards of care, as well as identified and con-
sidered existing standards of care applicable to telemedicine deveioped and implemented by several state
medical boards.

11he policy on the Appropriate Use of Telemedicine Technoiogies in the Practice of Medicine supersedes the Model Guidelines for the Appropriate Use of the internet in
Medical Practice (HOD 2002).






Section One. Preamble

The advancements and continued development of medical and communications technology have had a profound
impact on the practice of medicine and offer opportunities for improving the delivery and accessibility of health
care, particularly in the area of telemedicine, which Is the practice of medicine using electronic communication,
information technology or other means of interaction between a licensee in one location and a patient in another
location with or without an intervening healthcare provider.? However, state medical boards, in fulfilling their duty
to protect the public, face complex regulatory challenges and patient safety concerns in adapting regulations
and standards historically intended for the in-person provision of medical care to new delivery models involving
telemedicine technologies, including but not iimited to: 1) determining when a physician-patient reiationship is
established; 2) assuring privacy of patient data; 3) guaranteeing proper evaluation and treatment of the patient;
and 4) limiting the prescribing and dispensing of certain medications.

The [Name of Board] recognizes that using telemedicine technologies in the delivery of medical services offers
potential benefits in the provision of medical care. The appropriate application of these technologies can en-
hance medical care by facilitating communication with physicians and their patients or other health care provid-
ers, including prescribing medication, obtaining laboratory results, scheduting appointments, monitoring chronic
conditions, providing health care information, and clarifying medical advice.*

These guidefines shou'd not be construed to alter the scope of practice of any health care provider or authorize
the delivery of health care services in a setting, or in a manner, not otherwise authorized by law. In fact, these
guidelines support a consistent standard of care and scope of practice notwithstanding the delivery too! or busk
ness method in enabling Physician-to-Patient communications. For clarity, a physician using telemedicine tech-
nologies in the provision of medical services to a patient (whether existing or new) must take appropriate steps
to establish the physician-patient relationship and conduct all appropriate evaluations and history of the patient
consistent with traditional standards of care for the particular patient presentation. As such, some situations
and patient presentations are appropriate for the utilization of telemedicine technologies as a component of, or
in lieu of, in-person provision of medical care, while others are not.®

The Board has developed these guidelines to educate licensees as to the appropriate use of telemedicine tech-
nologies in the practice of medicine. The [Name of Board] is committed to assuring patient access to the conve-
nience and benefits afforded by telemedicine technologies, whiie promoting the responsible practice of medicine
by physicians.

It is the expectation of the Board that physicians who provide medical care, electronically or otherwise, maintain
the highest degree of professionalism and should:

* Place the welfare of patients first;
* Maintain acceptable and appropriate standards of practice;

3 5ee Center for Telehealth and eHealth Law {Ctet), httpy//ctel org/ {iast visied Dec, 17, 2013).
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¢ Adhere to recognized ethical codes governing the medical profession;
« Properly supervise non-physician clinicians; and
* Protect patient confidentiaiity,

Section Two, Establiishing the Physiclan-Patient Reiationship

The health and well-being of patients depends upon a collaborative effort between the physician and patient.®
The relationship between the physician and patient is complex and is based on the mutual understanding of the
shared responsibility for the patient’s health care. Although the Board recognizes that it may be difficult in some
circumstances to precisely define the beginning of the physician-patient reiationship, particularly when the physi-
cian and patient are in separate locations, it tends to begin when an individual with a health-related matter seeks
assistance from a physician who may provide assistance. However, the relationship is clearly established when
the physician agrees to undertake diagnosis and treatment of the patient, and the patient agrees to be treated,
whether or not there has been an encounter in person between the physician (or other appropriately supervised
health care practitioner) and patient.

The physician-patient relationship Is fundamental to the provision of acceptable medical care. it is the expecta-
tion of the Board that physicians recognize the obligations, responsibilities, and patient rights associated with
estabiishing and maintaining a physician-patient relationship. A physician Is discouraged from rendering medi-
cal advice and/or care using telemedicine technoiogies without (1) fully verifying and authenticating the iocation
and, to the extent possible, identifying the requesting patient; (2) disciosing and validating the provider's identity
and applicable credential{s); and {3) obtaining appropriate consents from requesting patients after disclosures
regarding the delivery modeis and treatment methods or limitations, including any special informed consents
regarding the use of telemedicine technologies, An appropriate physician-patient refationship has not been es-
tablished when the identity of the physician may be unknown to the patient. Where appropriate, a patient must
be able to select an identified physician for telemedicine services and not be assigned to a physician at random,

Section Three. Definitions
For the purpose of these guideiines, the following definitions apply:

“Telemedicine™ means the practice of medicine using electronic communications, information technoiogy or
other means between a iicensee in one location, and a patient in another location with or without an intervening
healthcare provider. Generally, telemedicine is not an audio-only, telephone conversation, e-mail/instant mes-
saging conversation, or fax. It typicaily involves the application of secure videoconferencing or store and forward
technology to provide or support healthcare delivery by replicating the interaction of a traditional, encounter in
person between a provider and a patient.”

*Telemedicine Technologies™ means technologies and devices enabling secure electronic communications and
information exchange between a licensee in one iocation and a patient in another location with or without an
intervening healthcare provider.

‘American Medical Association, Council on Ethical and Judicial Affalrs, Fundamental Elements of the Patient-Physician Relationship (1990), avallable at hitp,//www ama-
&ssn org/resources/doc/code-medical-ethics/1001a pdf.

7 Cam s






Section Four. Guideiines for the Appropriate Use of Telemedicine Technologles in Medical Practice

The [Name of Board] has adopted the following guidelines for physicians utilizing telemedicine technoiogies in
the deiivery of patient care, regardless of an existing physician-patient relationship prior to an encounter:

Licensure:

A physician must be iicensed, or under the jurisdiction, of the medical board of the state where the patient is
located. The practice of medicine occurs where the patient is located at the time teiemedicine technologies are
used. Physicians who treat or prescribe through online services sites are practicing medicine and must possess
appropriate licensure In all jurisdictions where patients receive care.®

Establis! f 2 Physician-Patient Relationshin:
Where an existing physician-patient relationship is not present, a physician must take appropriate steps to es-
tablish a physician-patient relationship consistent with the guidelines identified in Section Two, and, while each
circumstance is unique, such physician-patient relationships may be established using telemedicine technolo-
gles provided the standard of care is met.

Evaluation and Treatment of the Patient:

A documented medical evaluation and collection of relevant ciinical history commensurate with the presentation
of the patient to establish diagnoses and identify underlying conditions and/or contra-indications to the treat-
ment recommended/provided must be obtained prior to providing treatment, Including issuing prescriptions,
electronically or otherwise. Treatment and consultation recommendations made in an online setting, inciuding
issuing a prescription via electronic means, wiil be held to the same standards of appropriate practice as those in
traditional {encounter in person) settings. Treatment, including Issuing a prescription based soiely on an online
questionnaire, does not constitute an acceptable standard of care.

Informed Consent:
Evidence documenting appropriate patient informed consent for the use of telemedicine technoiogies must be
obtained and maintained. Appropriate informed consent should, as a baseiine, include the following terms:

* Identiffication of the patient, the physician and the physician's credentials;

» Types of transmissions permitted using telemedicine technoiogies (e.g. prescription refills, appointment
scheduling, patient education, etc.);

* The patient agrees that the physician determines whether or not the condition being diagnosed and/or
treated is appropriate for a telemedicine encounter;

» Details on secunty measures taken with the use of telemedicine technologies, such as encrypting data,
password protected screen savers and data files, or utihzing other reliable authentication techniques,
as well as potential risks to privacy notwithstanding such measures;

e Hold harm!ess clause for information lost due to technical failures; and

s Requirement for express patient consent to forward patient-identifiable information to a third party.

& roderation of State Medical Boards, A Model Act to Regulate the Practice of Medicine Across State Lines {April 1996), avallable at httpy//www.fsmb.org/pdf/1996_grpol_
telernedicine pdf.






Continuity of Care:

Patients should be able to seek, with refative ease, follow-up care or Information from the physictan [or phy-
sician's designee] who conducts an encounter using telemedicine technologies. Physicians solely providing
services using telemedicine technologies with no existing physician-patient relationship prior to the encounter
must make documentation of the encounter using telemedicine technologies easily available to the patient, and
subject to the patient's consent, any identified care provider of the patient immediately after the encounter,

Referrals for Emergency Services:

An emergency plan is required and must be provided by the physician to the patient when the care provided us-
ing telemedicine technologies Indicates that a referral to an acute care facllity or ER for treatment is necessary
for the safety of the patient. The emergency plan should include a formal, written protocol appropriate to the
services being rendered via telemedicine technologies.

Medical Recorgs:

The medical record should include, if applicable, copies of ail patient-related electronic communications, includ-
ing patient-physician communication, prescriptions, laboratory and test resuits, evaluations and consultations,
records of past care, and instructions obtained or produced In connection with the utilization of telemedicine
technologies. Informed consents obtained in connection with an encounter Involving telemedicine technologies
shouid also be filed in the medical record. The patient record estabiished during the use of teiemedicine technol-
ogies must be accessible and documented for both the physician and the patient, consistent with all estabiished
laws and regulations governing patient healthcare records.

P s ity of Patient R s & Exct f Inf tlon:
Physicians should meet or exceed applicable federal and state legal requirements of medical/health informa-
tion privacy, including compliance with the Health Insurance Portabiity and Accountabiiity Act (HIPAA) and state
privacy, confidentiaiity, security, and medical retention rules. Physicians are referred to “Standards for Privacy
of Individuaiiy Identifiable Health Information,” issued by the Department of Health and Human Services (HHS).?
Guidance documents are available on the HHS Office for Civil Rights Web site at: www.hhs.gov/ocr/hipaa.

Written policies and procedures should be maintained at the same standard as traditional face-to-face encoun-
ters for documentation, malntenance, and transmission of the records of the encounter using telemedicine
technologies. Such policies and procedures shouid address (1) privacy, (2} health-care personnel (in addition to
the physician addressee) who will process messages, (3) hours of operation, (4) types of transactions that wiii be
permitted eiectronically, (5) required patient information to be included in the communication, such as patient
name, identification number and type of transaction, (6} archival and retrieval, and (7) quality oversight mecha-
nisms. Policies and procedures should be periodicaily evaluated for currency and be maintained inanaccessible
and readlly available manner for review.

Sufficient privacy and security measures must be n place and documented to assure confidentiality and integ-
nty of patient-identifiable information. Transmissions, including patient e-mail, prescriptions, and laboratory

%45 C.FR. § 160, 164 (2000).






results must be secure within existing technology (l.e. password protected, encrypted electronic prescriptions, or
other reliabie authentication techniques). All patient-physician e-mat!, as well as other patient-related electronic
communications, should be stored and filed in the patient’s medical record, consistent with traditional record-
keeping policies and procedures.

D) 0 0 E .
Online services used by physicians providing medical services using telemedicine technoiogies should clearly
disciose:

s Specific services provided;

¢ Contact information for physician;

* licensure and qualifications of physician(s) and associated physicians;

* Fees for services and how payment is to be made;

* Financial interests, other than fees charged, in any information, products, or services provided by a
physician;

« Appropriate uses and limitations of the site, inciuding emergency health situations;

* Uses and response times for e-mails, electronic messages and other communications transmitted via
teiemedicine technologies;

* To whom patient health information may be disclosed and for what purpose;

* Rights of patients with respect to patient health information; and

* Information collected and any passive tracking mechanisms utilized.

Oniine services used by physicians providing medical services using telemedicine technologies should provide
patients a clear mechanism to: -

* Access, supplement and amend patient-provided personal health information;

* Provide feedback regarding the site and the quality of information and services; and

* Register complaints, including information regarding filing a complaint with the appiicabie state medical
and osteopathic board(s).

Online services must have accurate and transparent Information about the website owner/operator, location,
and contact information, including a domain name that accurately reflects the identity.

Advertising or promotion of goods or products from which the physician receives direct remuneration, benefits, or
incentives (other than the fees for the medical care services) is prohibited. Notwithstanding, online services may
provide links to general health information sites to enhance patient education; however, the physician should
not benefit financially from providing such links or from the services or products marketed by such links, When
providing links to other sites, physicians should be aware of the implied endorsement of the information, services
or products offered from such sites. The maintenance of preferred relationships with any pharmacy is prohibited.
Physicians shall not transmit prescriptions to a specific pharmacy, or recommend a pharmacy, in exchange for
any type of consideration or benefit form that pharmacy.






Prescribing:

Telemedicine technologies, where prescribing may be contemplated, must implement measures to uphold pa-
tient safety in the absence of traditional physical examination. Such measures should guarantee that the iden-
tity of the patient and provider is clearly established and that detailed documentation for the clinical evaluation
and resulting prescription is both enforced and independently kept. Measures to assure informed, accurate, and
error prevention prescribing practices (e.g. integration with e-Prescription systems) are encouraged. To further
assure patient safety in the absence of physical examination, telemedicine technologies should iimit medication
formularies to ones that are deemed safe by [Name of Board].

Prescribing medications, in-person or via telemedicine, is at the professional discretion of the physician. The
Indication, appropriateness, and safety considerations for each telemedicine visit prescription must be evaluated
by the physician in accordance with current standards of practice and consequently carry the same professional
accountability as prescriptions dellvered during an encounter in person. However, where such measures are
upheid, and the appropriate ciinical consideration is carried out and documented, physicians may exercise their
judgment and prescribe medications as part of telemedicine encounters.

Section Flve, Parity of Professional and Ethical Standards

Physicians are encouraged to comply with nationaily recognized health online service standards and codes of
ethics, such as those promuigated by the American Medical Association, American Osteopathic Association,
Health Ethics Initiative 2000, Heaith on the Net and the American Accreditation HealthCare Commission (URAC).
There should be parity of ethical and professional standards appiied to all aspects of a physician's practice,

A physician’s professiona!l discretion as to the diagnoses, scope of care, or treatment should not be limited or
influenced by non-clinical considerations of telemedicine technoiogies, and physician remuneration or treatment
recommendations should not be materially based on the delivery of patient-desired outcomes (i.e. a prescription
or referral) or the utthzation of telemedicine technologies.
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Professional licensure portability and practice standards for providers using telemedicine are
some of the biggest challenges for health care providers considering telemedicine adoption.
Providers often encounter a patchwork of conflicting and disparate requirements for insurance
claims and practice standards that prohibit them from fully taking advantage of telemedicine.

The American Telemedicine Association (ATA) has captured the complex policy landscape of
50 states with 50 different telemedicine policies, and translated this information into an easy to
use format. This report extracts and compares physician practice standards for telemedicine for
every state in the U.S. ultimately assigning a grade which indicates existing policy barriers that
inhibit the use of telemedicine that would enable patient and provider choice to quality health
care services.

Our analysis indicates that decades of evidence-based research highlighting positive patient
compliance, clinical outcomes and increasing telemedicine utilization have been met with a mix
of strides and stagnation in state-based policy. Since the initial release of our September 2014
report, there has not been much variance in the composite grades given to the states. When
comparing the numerous state laws and differing medical board standards regarding
telemedicine, twenty-two states averaged the highest “composite grade” suggesting a supportive
policy landscape that accommodates telemedicine adoption and usage. Twenty-six states and
D.C. fall in the middle with room for improvement. Two states averaged the lowest composite
score suggesting many barriers for telemedicine advancement (Figure 1 and Table 1).

Figure 1

D A (22 states)
m B (26 states and DC)
D C {2 states)

NOTE: Execerpt only- Full
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INCSL Partnership Project on Telehealth

In December 2014, NCSL brought together state tegislators, legislative staff and private industry
representatives to discuss telehealth adoption and barriers. The group met for one year and focused
its attention on three policy areas: reimbursement of telehealth encounters, licensure for telehealth
providers, and patient privacy, safety and secunty This white paper represents the outcome of those
discussions and provides options for state policymakers in those three areas.
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acknowledged for its potential to ameliorate health care workforce issues by
creating efficiencies and extending the reach of existing providers. With the
potential to overcome access barriers, telehealth is also viewed as a means
to reduce health disparities for aging and underserved populations, as well
as reduce costs and burdens for patients.

Telehealth is a tool that capitalizes on technol-
ogy to remotely provide health services. The
federal Health Resources and Services Admin-
istration (HRSA) defines telehealth as “the use
of electronic information and telecommunica-
tions technologies to support and promote long-
distance clinical health care, patrent and profes-
sional health-related education, public health,
and health administration.” It encompasses
health-related services, including patient edu-
cation, provider consultation and training, and
remote care and home monitonng.

The adoption and expansion of telehealth
across the nation poses various challenges,
some of which present policy questions for state
leaders. This report focuses on the following
three primary policy issues related to telehealth.

* Coverage and Reimbursement: Differ-
ences in payment and coverage for tele-
health services in the pubiic and private
sector, as well as different policies across
states, remain a bamer for widespread tele-
health use. States have enacted various
policies related to Medicaid, and in many
cases, private payers. State policy typically
determines what constitutes telehealth; the
types of technologies, services and pro-
viders that are eligible for reimbursement;
where telehealth is covered and how; and
other guidelines.

* Licensure: With technology's ability to
span state borders, provider hcensure
portability is a key issue that states are
examining to expand access and improve
efficiency in tha exishne wnrkfama Pali.

state lines through various mechanisms,
including reciprocity with other states and
interstate compacts.

*  Safety and Security: Ensuring safe tele-
heaith encounters for patients, as well as
privacy and data security, has become an
increasingly important issue as telehealth
has grown. Some states are ensuring pa-
tient safety by defining which services are
appropriate to be delivered remotely, cre-
ating guidelines for establishing a patient-
provider relationship and mandating certain
informed consent requirements.

Policymakers are working to craft frameworks
that capitalize on the benefits of telehealth, while
maintaining an appropnate level of oversight to
safeguard state investments and ensure effec-
tive health care deiivery and health outcomes.

Legislators can ask questions to leam more
about benefits, opportunites and challenges re-
lated to telehealth in their states. Leaders can
guide policy discussions that center on telehealth
as a way to extend existing heaith care services.

in considering telehealth policies, legislators
may want to convene a variety of stakeholders
from all sectors and perspectives. Policymakers
modifying or creating poiicies may consider the
level of aversight needed to ensure that servic-
es are effective in terms of costs and outcomes,
and balance those needs with potential unin-
tended consequences or future hurdles as tele-
health contnues to develop. Reimbursement,

licensure and patient safety—along with new
rhallannae and Aannarhintae  wkll asantiosn Sa






D Examine existing policles related
to telehealth reimbursement and
coverage in your state, Ask questions
such as: Which providers can be
reimbursed? For which services and
telehealth modalities? Where must
a provider or patient be located to
ensure payment or coverage? What
other policies affect coverage and
reimbursement?

D Conslder existing definitions of
telehealth, and to what extent they
may enable or constrain telehealth.
Explore other states' definitions;
weigh benefits and obstacles to pro-
moting consistent language across
states to help standardize telehealth.

Look at Medicaid and state em-
ployee reimbursement policies
and, if appropriate, consider expand-
ing covered services.

D Evaluate the benefits of telehealth
expanslon within the context of other
state needs. Consult with stakehold-
ers and/or consider studying the
potential initial costs associated with
increased service utilization versus
other state budget needs and the
potential to save money in the future.

Work with private carriers to deter-
mine if private payer requirements
would help promote teleheatth in your
state. If so, consider the leve! and
requirements of parity.

D Consider the role for legislation
related to licensure and workforce
issues in telehealth. Consult with

stakeholders, including provider
h Ao _nrruidare . navare fiwhn ara

responsible for creating adequate
networks) and consumers. Consider
language in legislation to help provide
appropriate guidance to boards.

Look at current workforce or ac-
cess gaps and consider ways to
facilitate coverage through telehealth.
Assess opportunities for allowing
providers to practice across state
lines, including reciprocity or joining
intersiate compacts.

Assess the roie of ficensure in
existing or new payment and delivery
reforms. If applicable to your state,
examine ways to streamline licensure.

D When creating legisiation, con-
sider language that includes or can
apply to all provider types, including
those who may provide telehealth
services in the future.

Study existing statutes to see
whether and where clarity might be
needed to help guide safe telehealth
policies and practices. For example,
look at definitions of patient-provider
relationships or examinations, and
consult with stakeholders about
changes or considerations.

D In looking at existing or new leglsla.
tion, balance the constraints being
placed on telehealth with the need to
safeguard patient safety and security.

Examine how data are collected on
heatth care services delivered by tele-
health. Data collection that includes a
telehealth-specific identifier for billing

helps in evaluating programs and in
Hhrwri frr fraund and akhuiea







by nearly all states and even by
different entities within the federal
govemnment. The federal Health Re-
sources and Services Administration
(HRSA) defines telehealth as "the
use of electronic¢ information and
telecommunications technologies to
support and promote long-distance
clinical health care, patient and pro-
fessional heatth-related education,
public health, and health administra-
tion."! Telemedicine typically refers
to clinical services, whereas tele-
health encompasses health-related
services more broadly, including

g

tation and training, and remote care
or home monitoring. However, tele-
heatth and telemedicine are often
used interchangeably.

Definitions of telehealth affect

the services covered and reim-
bursed in each state. Some states
limit telehealth definitions to certain
types of technologies, while others
allow more fiexibility through broad
definitions. In addition, most states
exclude—or do not specify inclusion
of—email, telephone and fax in their
definitions of telehealth.

g v o
24-56.4: “Telemedicine’ means
the practice, by a duly licensed
physician or other heatth care
provider acting within the scope
of such provider's practice, of
health care delivery, diagno-
sis, consultation, treatment,
or transfer of medical data by
means of audio, video, or data
communications which are
used during a medical visit with
a patient or which are used to
transfer medical data obtained
during a medical visit with a
patient. Standard telephone,

OVERVIEW

Telehealth offers one potential strategy to help
achieve the triple aim of better health care,
improved health outcomes and lower costs.
States spend 2 significant portion of their dol-
lars on health care, and despite a recent slow-
down, new projections estmate that health care
spending in the United States will increase by
an average of 5.8 percent per year from 2014
to 2024.2 While examining cost drivers, state
leaders are looking to leverage resources in a
cost effective manner that improves health for
the population.

Telehealth is a tool—or means—of delivering
care that capitalizes on technology to remotely
provide health care and other health services. It
brings the services directly to the patient, chang-
ing the way patients and their families can inter-
act with providers and the health care system.

With this mechanism for care delivery on the
rise, many advocates and experts believe tele~
health will continue to grow and gain accep-

to grow from 250,000 patients in 2013 to 32
million patients in 2018.* This trend is playing
out in state legislatures, as more than 200 tele-
health-related bills were introduced in 42 states
in 2015.4 State leaders are grappling with how
to leverage the potential of teleheaith while also
ensuring appropriate use, health outcomes and
safety. This report descnbes some of the trends
and issues in state telehealth policies, and key
considerations for lawmakers.

The roots of telehealth have been linked to in-
novatve ideas from the late 1800s and early
1900s, as evidenced in an 1879 Lancet arhicle
that cited using the telephone to reduce un-
needed office visits.® Over the past few de-
cades, teleheaith has been largely viewed as
a means to reach rural communities, which
typically face additional bamiers to accessing
care, such as fewer providers and greater travel
distances. However, telehealth is increasingly
being viewed more broadly as a way to reach
multiple poputations in different settings and to
address various health care issues.
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unsecured email, ora combina-
tion thereof do not constitute
telemedicine services.”

Minnesota Statute § 62A.671:
*Telemedicine’ means the de-
tivery of heakth care services or
consultations while the patient
is at an originating site and the
licensed health care provider is
at a distant site. A communica-
tion between licensed health
care providers that consists
soiely of a telephone conver-
sation, email, or facsimile

tute telemedicine consultations
or services. A communication
between a licensed health care
provider and a patient that
consists solely of an email or
facsimile transmission does not
constitute telemedicine consul-
tations or services. Telemedi-
cine may be provided by means
of real-time two-way, interactive
audio and visual communica-
tions, including the application
of secure video conferencing or
store-and-forward technology to
provide or support health care

sessment, diagnosis, consulta-
tion, treatment, education, and

care management of a patient’s
health care.”

* Nevada AB 2582 (2015):
“Telehealth’ means the delivery
of services from a provider of
health care to a patient at a dif-
ferent location through the use
of information and audio-visual
communication technology, not
including standard teiephone,
facsimile or electronic maii.”

Sourcea. Center for Connected Health Policy;
NCSL

tential to ameliorate health care workforce
shortages and maldistributions. Though it does
not increase the size of the provider workforce,
it can help better distribute providers by creating
efficiencies and extending the reach of existing
providers. With its potential to overcome work-
force and access barriers, telehealth is also
viewed as a means to reduce health disparities
for aging and underserved populations, as well
as reduce costs and burdens for patients as-
sociated with lost work time, transportation and
child care,

Telehealth can increase health care access in
other ways, including, for example, the ability
to access care outside typical provider office
hours or in different settings such as homes,
long-term care facilities, schools, workplaces or
pnsons By improving access to lower-cost pri-
mary and necessary specialty care, telehealth
could provide timely, accessible care in lower-
cost environments and help reduce expensive
emergency room (ER) visits. For oider people,

telehealth may assist family caregivers, support
aaing in ntara and redinca inetihfinnal rara And

certain telehealth modalties may be especially
hefpful in managing chronic condrtions at home,
thereby reducing ER and hospital readmissions.

The possibility to improve health,® along with
consumer demand for convenience, is alsc a
driving factor for many health leaders and pro-
viders to invest in telehealth programs. For ex-
ample, 74 percent of consumers reported that
they were likely to use online services.”

EFFECTIVENESS AND VALUE

Telehealth can help achieve the goals of the
triple aim—improving care, bettering health and
lowering costs—by improving access to ap-
propriate, lower-cost services, such as timely
pnmary or specialty care, or through lower-
cost settings, including clinics, homes or work-
places. For example, it is viewed as a beneficial
tool to support patients and family caregivers in
home health care for older Americans, who are
a growing population and account for about 75
percent of health care costs. The Centers for

Miadicnen and biadieeld Sae dee o 2/MRANS s~
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Four modes, or modalities, are typically included in the definition of telehealth. The first three are most often seen in
states' policies, whereas mobile health is less common in policies, but is a rapidly growing field.

M Real-time or Live Video: Realtime or synchronous
audio and video communication between a patient (and/or
family member) and provider; e.g., visiting with a specialty
care provider in real time over video.

H Store and Forward: Transmission of data, images,
sound or video from one care site to another; e.g,, tele-
radiology or teledematology, where images are sent to
specialists for evaluation.

H Remote Patient Monitoring: Services in which a pa-
tient’s vital signs and other data are collected at home or
outside a clinic and transferred to a provider for monitor-
ing and response, if needed; e.g., at-home monitoring of
patients with diabetes or blood glucose levels and other
vital signs.

M mHealth (mobile health): Health education, informa-
tion or public health services provided by a mobile device;
e.g., health education applications (apps) on cell phones,
wearable devices or reminders to take medications. This

L] y g - ol T b L] b wlaniibe ok

Telehealth is often associated with increasing access to

primary care services.

However, it includes, but is not limited to, numerous other

applications such as:

« Acute care, such as trauma, telestroke and tele-ICU
programs

+ Chronic care management

« Behavioral health care, such as telepsychiatry

+ Long-ferm services and supports

» Home health care

e Dental care

» Specialty medical services, such as dematology and
radiology

For more information on specific uses of teleheaith,

please see resources such as the American Telemedicine
Association’s case studies.







comparable—or no difference in—patient care
and outcomes compared to traditional care de-
livery. The American Telemedicine Association,
a telehealth advocacy organization, suggests
that much of the research has found care pro-
vided through telehealth to be comparable to in-
person care without differences in the ability to
obtain necessary information, make a diagnosis
or develop a treatment plan.® A recent review of
93 randomized control trials—the gold standard
of research—found similar or better outcomes
through teleheatth alone or telehealth with usu-
al care, as compared to usual care alone, for
patients with a variety of health issues.'® The
findings were primarily related to patients with
heart failure and diabetes, but some evidence
supports comparable outcomes in areas such
as mental health and dermatology.

In terms of clinical outcomes and cost effective-
ness, many note that more research is needed.
The review of randomized contro! trials conclud-
ed that effectiveness of telehealth may depend
on different factors, including patient population
(e.g., disease or condition), how telehealth is
used (e.g., clinical vistt, remote monitoring), and
the health care providers or systems involved
in delivering telehealth. The review noted that
limited data were available on patient and pro-
vider satisfaction, as well as costs. Similarly, a
stakeholder group convened by the Center for
Connected Heatth Policy concluded that "larg-
er, longer, more rigorously designed controlled
studies” were needed to better evaluate tele-
heatlth."

Many of the peer-reviewed, rigorous studies of
teleheatth cost effectiveness are only recently
emerging,”? and there are multiple challenges
associated with measunng and making gen-
eralized conclusions about cost effectiveness.
The studies in this field are each Iimited to dif-
ferent telehealth modalities, settings, diseases

or conditions, or patient groups.*? This makes it
difficiit tn maka a hrnad ctatamant ahrit ~net

Researchers, states and other groups are trying
to measure the effects of telehealth on costs.
For example, among 12 peer-reviewed stud-
ies published since 2007, most of the research
found cost savings or no difference in telehealth
compared to traditional care delivery (see box
on page 10 for examples).'s In addtion, in a
report required by legislation, Maryland’s De-
partment of Health and Hygiene found that
Medicaid expenditures using a “hub and spoke®
telemedicine mode! could increase costs for the
state between $500,000 and $700,000 through
increased service use. The report also suggest-
ed the projected increases were relatively small
and would likely be offset by the reductions in
ER visits and transportation costs. In a differ-
ent context, an analysis of various private payer
data found cost savings of approximately $126
for each commercial teleheatth vist, compared
to in-person acute care.' It also estmated that
Medicare could save around $45 per telehealth
vistt.

Data on outcomes and cost effectveness are
vital to policymakers seeking to invest state re-
sources wisely and will continue to be mportant
moving forward. State leaders can support col-
lecting and measuring data on telehealth ser-
vices to help strengthen the evidence base. Rel-
evant data may include service, cost and heatth
information found in claims data, phamacy re-
cords and patient medical records. Even data
from remote patient monitoring or wearable
electronics (such as actwvity trackers) may
provide valuable information. Data analytics,
including a comprehensive strategy for collect-
ing and using data among multiple health care
stakeholders, is increasingly important to under-
stand cost drivers and manage the population’s
health. State reforms, including altemative pay-
ment and delivery models, will also likely have
implications for the use, outcomes and costs
associated with telehealth. Policymakers may
wish to consider the roles of telehealth, along

with auvalahils and idascatian né data wdan
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Some newer studies related to cost effectiveness in telehealth
have found comparable costs or cost savings compared to tradi-
tional care delivery.

A study of a private nursing home chain that switched from on-call
physicians to telemedicine physician coverage during off-hours
looked at hospitalizations and the level to which nursing homes
were engaged in telehealth service.” Among other things, the
researchers found that facilities that used teleheaith to a greater
extent realized a significant decline in hospitalizations. They found
the average savings to Medicare would be $151,000 per nursing
home per year for the more engaged facilities. The authors also
acknowledge that Medicare better incentivizes reducing hospital-
izations, while nursing homes may have a financial disincentive

to invest In telehealth to prevent hospitalizations for long-term
Medicaid patients. This is because, instead of Medicaid payments,
the facility will often receive a higher skilled-nursing benefit from
Medicare when patients return post-hospitalizaton.

An analysis of a Veterans Health Administration chronic disease
management program that included care coordination with home
telehealth monitoring devices to help veterans age in place and
prevent nursing home admissions found positive results. The
findings included that the care coordination home telehealth
group, in comparison to the usual care group, had signficantly
lower health care costs and smaller increases in Medicare costs.
The group also had a greater increase in pharmacy costs attrib-
uted to better medication management and adherence. These
findings built on a 2008 study, which found a 25 percent reduction
in numbers of "bed days,” a 19 percent reduction in hospital ad-
missions, and a cost of $1,600 per patient per year, substantialty
less than other non-institutional care programs and nursing home
care,"

An evaluation of the Hospital at Home model to serve aging
Medicaid and Medicare patients with chronic diseases also found
benefits for the telehealth group.® The Hospital at Home group
had a telehealth unit in the home and a remote telehealth nurse
to monrtor conditions, as well as more extensive services such as
physician and nurse visits. The study found 19 percent cost sav-
ings, similar outcomes and higher patient satisfaction in Hospital
at Home, compared to similar inpatients.

e

present policy questions for state leaders. For
example, lack of broadband and cellular connec-
tivity, and availability and affordability of devices
for consumers and providers can hinder tele-
health. The telehealth field is changing rapidly,
and in some cases, technology may be getting
ahead of policy. Policymakers are working to craft
frameworks that capitalize on the advancements
and potential for telehealth, while maintaining an
appropriate level of oversight to safeguard state
investments and ensure effective health care de-
livery and their constituents' health outcomes.

This report focuses on the following three primary
policy issues related to telehealth often crted by
advocates, providers and !lawmakers.

s+ Coverage and Reimbursement: Differenc-
es in payment and coverage for telehealth
services in the public and private sector, as
well as different policies across states, re-
main a barrier for widespread teleheatth use.

» Llcensure: With technology’s ability to span
state borders, provider licensure portability
is a key issue that states are examining to
expand access and improve efficiency in the
existing workforce

¢ Safety and Security: Ensuring safe tele-
heatth encounters for patients, as well as
privacy and data secunty, has become an in-
creasingly important issue as telehealth has
grown,

COVERAGE AND
REIMBURSEMENT

Coverage and payment are important pieces for
all parties involved in telehealth. Heaith care pro-
fessionals may be concemed about adequate
payment for providing services remotely, and lack
of payment could affect their ability to invest in
teiehealth technoiogies.® Similarly, differences

HEN PPN PV SR S 7Y .







bursement policies for Medicaid programs and,
in some cases, for private carriers.

Medicare

Medicare, the federal insurance program for
people age 65 and older and younger peopie
with disabilities or certain condiions, began
covering teleheatth on a limited basis in 1997.2
Though Medicare is a federal program, it affects
what states can do for vulnerable poputations,
including those dualiy eligible under Medicare
and Medicaid. Over time, the program has ex-
panded its scope in terms of teleheaith, but
many limitations remain in piace.

Medicare specifies reimbursement only for cer-
tain teiehealth modalities, services andlocations,
ncluding geography. It imits coverage to five-vid-
eo (real-time audio and video technoiogy) tele-
heatth for office visits, office psychiatry services
and provider consultations.® Store and forward
methods are only covered in Alaska and Hawaii,
the two exceptions to the iive wideo policy, and
remote patient monitoring is not covered at all.

Reimbursement for telehealth under Medicare
is also dependent on the location of the benefi-
ciary, or patient, receiving the services, The site
of the patient—also known as the onginating
site— must be a rural location, which is defined
as a Health Professional Shortage Area (HPSA)
or in a county that is outside of a Metropofitan
Statistical Area (MSA).2* In addition, while the
provider can be remote, the originating site must
be a medical facility, which includes certain set-
tings such as hospitals, provider offices, cntical
access hospitais, rurai heatth clinics, federally
qualified heatth centers, skiiled nursing faciiities
and community mental health centers.®* This
restriction excludes settings such as patients’
homes.

States have the ability, through the Affordable
Care Act (ACA), to use telehealth in integrat-

(CMS) Capitated Financial Alignment Mode! for
Medicare-Medicaid Enroilees.” And under CMS
approval, Virginia has waived some of the Medi-
care barmiers to teiehealth. For exampie, Virginia
aliows plans to use and reimburse for teleheaith
in rural and urban settings, including store and
forward and remote patient monrtoring services.

Atleast two pending congressional bills would af-
fect teiehealth practices for Medicare. The Medi-
care Teiehealth Partty Act (HR 2948), one of sev-
eral proposed federai pieces of legistation, wouid
expand teleheatlth under the Medicare program.
Among other things, it would amend the defini-
tion of an originating site and direct the Govern-
ment Accountabilty Office to study the effective-
ness and savings of certain telehealth services.
The Telehealth EnhancementAct (HR 2066) also
seeks to expand teleheatlth under Medicare, in-
cluding by expanding originating sites and autho-
rizing accountable care organizations to include
teleheatth and remote patient monitoring as
supplemental health care benefits, as well as in
a national pilot on payment bundling. Both biiis
were introduced in 2015 and remain under con-
sideration at time of publication.

Many state policymakers and teleheatth stake-
hoiders view the Medicare policies as burden-
sorme barriers to telehealth growth. Because of
the restrictions, many states are now ieading
the way with innovative policies for programs
that fail under their purview.

Medicaid

States have significant control and flexibility in
their Medicaid programs, unlike in Medicare, in-
cluding the abilty to decide Medicaid coverage
and reimbursement for telehealth. According to
CMS, "states are encouraged to use the flexibiitty
inherent in federal law to create innovative pay-
ment methodoiogies for services that incorporate
telemedicine technology.™” State policy typically
determines what constitutes teleheatth; the types






vices—which allow users to connect
to the Intemnet at high speeds—are
important when considering how
patients can access the growing
availability of telehealth services,
Smartphone use among Americans
is at about two-thirds and around

70 percent have broadband access
athome. Yet there are disparities.
The broadband numbers dip when
looking at older adults and those
with lower education levels, limited
incomes, chronic health conditions or
disabilities, or who live in rural areas.
And some—around 20 percent in

smartphones or broadbard does
not necessarily guarantee access to
services because of speed ordata
limitations.

Providers, especially rural or smafler
dlinics or practices, may also face
challenges in connectivity. This is par-
ticularly important for those who want
or need to connect to larger or other
health care systemns. Nearly all states
have enacted legislation to support
broadband in some way, including
promction, coordination or fund-

ing. The federal government is also
involved in expanding broadband,

access 1o broadband services for
heatth care providers, particularly

in rural areas, and encourages the
formation of state and regional broad-
band networks. This may be one
avenue for states and providers to
leverage in order to expand provider
connectvity. The Federal Commu-
nications Commission created a
National Broadband Plan, which also
cited the need to expand broadband
to enable health-related technologies,
including in rural areas.

Sources. Pew Research Center's Internet
Project; NCSL

ehgible for reimbursement; where telehealth is
covered and how; and other guidelines.

Based on analysis from the Center for Con-
nected Health Policy, the American Telemedi-
cine Association and NCSL research, telehealth
coverage and reimbursement in state Medicaid
programs vary considerably-?

»  Almost all states (49) and the Distnct of Co-
lumbia have some coverage for telehealth.

¢ Nearly all reimburse for live video telehealith,

* Nine states—Alaska, Arizona, Califomia,
[hinois, Minnesota, Mississippi, New Mexi-
co, Oklahoma and Virginia—reimburse for
store and forward services.

¢ Atleast 17 states have some reimburse-
ment for remote patient monitoring (RPM)
in Medicaid: Alabama, Alaska, Colorado, I}
linois, Indiana, Kansas, Louisiana, Maine,
Massachusetts, Minnesota, Mississippi,
New York, South Carolina, Texas, Utah,
Vermont and Washington, plus Pennsyiva-
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*  Most states specifically exclude—or do not
specify inclusion of—email, phone and fax
in their definitions of telehealth services
that can be rembursed.

Within these reimbursement structures, there
are many nuances among states. For all mo-
dalities, states may restrict the types of services
and specialties, the types of providers and the
location of the patient in order to be eligible for
reimbursement.? For example, 48 states have
some coverage for mental or behavioral health
services provided via live video, whereas eight
states reimburse for telehealth under their home
heatth services.® In addition, 19 states allow
fewer than nine provider types to receive reim-
bursement for teleheatth (including four states
that allow rermbursement only for physicians),
while 15 states and the District of Columbia do
not specify the type of provider.®

Though some states created geographic limits
similar to Medicare, requiring that patents be
located in rural settings, the trend increasingly
is for states to remove these restrictions: The
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and Missouri removed their geographic restric-
tions in recent years, and Colorado (HB 1029)
removed its requirement during the 2015 legis-
lative session.

States may also require other conditions for Med-
icaid reimbursement for telehealth. They include,
for example, the type of site that can be an origi-
nating site (where the patientis located) or distant
site (where the provider is located), and whether
another provider must be present with the pa-
tient as a “telepresenter.” Currently, states are
relatively spliit in regard to these requirements,
Twenty-four states and the District of Columbia
do not specify a patient setting or patient loca-
tion as a condition of payment.3 Half of all states
allow a patient’s home to serve as an originatng
site, and 16 recognize schools or school-based
health centers.®® And 28 states and D C. do not
require a telepresenter during the telehealth en-
counter or on the premises during the service.®

As states continue to transform the ways they
deliver and pay for care, telehealth is one tool
that may be deployed within state reforms. For
example, 24 states allow telehealth services

spects, alternative models such as Managed
Care Organizations (MCOs) and Account.
able Care Organizations (ACOs) that typically
have captated payments (e g., per member,
per month) or global payments for patient care
have greater ability to cover telehealth. These
approaches often emphasize care coordina-
tion, and the payment models share risk while
providing incentives for positve outcomes and
value of care over volume of services. These
models may offer more flexibility and incentive
to offer services via telehealth. In fact, some ar-
gue that the fee-for service model is a barrier
to teleheaith.® The global payment structure in
MCOs and ACOs may allow hospitals, chnics
and other providers the ability to invest some
resources in telehealth, and realize the benefits
and cost savings in the future ¥

States can expenrment with some of these alter-
native approaches through Medicaid state plan
amendments, waivers and grants. Alabama,
lowa, Maine, New York, Ohio and West Virginia
have used state plan amendments that include
telehealth in their health home proposals. Kan-
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[} Medicaid onty
. Medicaid and private payers

. None

11 No information

used waivers to cover remote patient monitor-
ing for long-term care services.*® [n addtion,
components of Vermont and Oregon’s State
Innovation Mode! (SIM) grants from the Center
for Medicare and Medicaid Innovatron (CMMI)
included telehealth pilots. Massachusetts uses
SIM funds to support behavioral heatth integra-
tion in primary care, including through telehealth,
Hawaii also received support from CMM] for its
State Innovation plan, which included expand-
ing telehealth services, and Arkansas simitarly
included telehealth as a tooi to increase avai-
ability and access to services As lawmakers ex-
amine telehealth, they may consider it within the
context and goals of any of these experiments,
or within other state delivery or paymerit system
reforms. Telehealth policies around reimburse-
ment in parbcular may need to be examined or
developed to promote reform goais—aligned
with the fripie aim—of containing costs and/or
better coordinating care to improve health.

Private Payers and State Employees
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bursement of telehealth in order to facilitate wid-
er access and adoption. State laws goveming
private payers vary: Some stipulate certain cri-
teria if payers choose to cover teleheatth; some
require coverage of telehealth for certain servic-
es, certain populations or all beneficianes; and
others require certain payment for telehealth.

In states that mandate reimbursement, some
require that reimbursement is "equivalent to® or
at the same rate as in-person services. Others—
such as Colorado, Missoun and Virginia—require
payment “on the same basis,” as in-person ser-
vices, which some argue may better take into
account cost differences that could be achieved
through teleheatth, such as iower facility and
administrative fees. Currently, 32 states and
the District of Columbia have telehealth panty
laws, some of which wiil go into effect in 2016
or 2017. Full party—which exists in at least 23
states and the District of Columbia, according to
the American Telemedicine Association—is con-
sidered when both coverage and reimbursement
are comparable to in-person services.*® Many
states with panty laws stipulate that telehealth

——— e o o

Note- Not all prvate payer
iaws require coverage of
telehealth

Sources Amencan
Telemedicine Association;
Center for Connected
Heatth Policy; NCSL






rural Mississipptans. The Center for Telehealth at the University of Mississippi Medical Center uses
telehealth video technology to provide remote medical care—inciuding more than 30 different special-
ties—as well as health education and public health services to 200 clinical sites in three-quarters of
Mississippi’s counties. The center has served more than 500,000 rural residents. It keeps patients

in their home communities and he!ps improve rural facilities’ workforce and bottom line. In addition,
projections of savings for Medicaid from the use of UMMC's remote monitoring program for chronic
disease management is estimated to be in excess of $189 million per year. Mississippi’s program can
serve as a model for other states and rural hospitals with specialty care shortages.

Source: The Center for Telehealth at the University of Mississippi Medical Center
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Regardless of parity laws, some private insur-
ers choose to cover telehealth services for all or
a select segment of their members. For exam-
ple, through Live Health Online, Anthem offers
online live video telehealth visits with providers
as a covered benefit for members in most of
their commercial markets. These services are
also availabla for a fee to non-members.

All states provide health insurance coverage for
their employees. While there is significant varia-
tion between individual states, states collectively
paid about $25 billion in 2013 to insure their em-
ployees.' State employee health coverage is a
significant portion of state health spending, sec-
ond only to Medicaid.® Twenty-four states allow
some type of coverage for telehealth in state
employee plans, with 21 extending the coverage
through their panty laws.4

For states considenng health care reforms, in-
cluding telehealth implementation, employee
plans can provide a model for other employ-
ers* or serve as a demonstration for poten-
tial new poficies and services. North Dakota,
for example, recently enacted legislation (HB
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Coverage and Reimbursement Policy Checklist

»  Examine existing policies related to telehealth reimburse-
ment and coverage in your state. Ask questions such as:
Which providers can be reimbursed? For which services
and telehealth modalties? Where must a provider or
patient be located to ensure payment or coverage? What
other policies affect coverage and reimbursement?

«  Consider existing defintions of telehealth, and to what ex-
tent they may enable or constrain telehealth. Explore other
states’ defintions; weigh benefits and obstacles to promot-
ing consistent language across states to help standardize
telehealth.

*  Look at Medicaid and state employee reimbursement
policies and, if appropnate, consider expanding covered
services.

= Evaluate the benefits of telehealth expansion within the
context of other state needs. Consult with stakeholders
and/or consider studying the potential inthal costs associ-
ated with increased service utilization versus other state
budget needs and the potential to save money in the
future,

«  Workwith private carriers to determine if coverage require-
ments would help promote growth of telehealth in your
state, If so, consider the level and requirements of parity.







viger networks beyond its borders through tele-
health or other means. Licensing policies can
also help address existing workforce shortages
and the greater provider workloads resulting
from more insured patients through the ACA.

Licensure is the responsibilty of each state,
which determines the qualifications to be licensed
providers within its borders and the services and
circumstances for health care practice. Through
hcensing, states have the authonty to protect
patients located in their borders and hold health
care providers accountable to their practice, pa-
tient safety and liabilty laws. Telehealth can be
delivered under current state licensure laws. LF
censure 1s based on the location of the patent—
providers abide by laws and requirements in the
state where the patient receives services—which
poses challenges for providers and states seek-
ing to expand access across state lines, particu-
tarly through teleheatth.

Licensing Options

Most providers are licensed in the state in which
they practice health care, and providers wish-
ing to practice in other states can apply for full
licenses in those states. Credentialing, which is
discussed on page 19, is another issue in tele-
heatth related to ficensure.

In order to provide services via telehealth
across state lines, some states grant temporary
licenses, telehealth-specific licenses or have
reciprocity with neighboring states. Wyoming,
for example, offers a temporary, expedited li-
cense for telehealth for physicians and physi-
cian assistants, Nine states—Alabama, Loui
siana, New Mexico, Nevada, Ohio, Oklahoma,
Oregon, Tennessee and Texas—have special
licenses related to telehealth*® These allow
physicians to provide services remotely across
state lines, and typically include certain terms,
such as agreeing not to set up a physical office
in the state. Other vehicles for out-of-state prac-
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state license. Endorsement, as in Connecticut,
simply allows an out-of-state physician to obtain
an in-state license based on his or her home-
state standards 4

Interstate compacts are anocther avenue for
cross-state licensing that may promote and ex-
pand telehealth. Compacts are formed when a
certain number of states enact the same legista-
tion, with specific language that must be adopt-
ed. Joining a compact is voluntary on the part of
the provider in compact states. States maintain
their authority to moniter and discipine provid-
ers in their states, and both the home and other
compact states have jurisdicton to do so over
the health care professionals prowiding care
within their borders. Compacts have the ability
to expand provider networks, facilitate expedt-
ed help from out-of-state providers in the wake
of disasters, and allow states to share informa-
tion about bad actors. On the other hand, some
parties may resist compacts for fear of losing
authorty, and others are concemed about costs
for the state or providers related to implement-
ing compacts.

Licensure compacts have been created for pro-
viders such as physicians, nurses and advanced
practice registered nurses. The Federation of
State Medical Boards' (FSMB) Interstate Medi-
cal Licensure Compact for physicians was first
introduced in 2015. This compact creates an
expedited process for eligible physicians to ap-
ply for licensure in compact states. Itis intended
to allow for a less onerous and time-consuming
process for physicians seeking hicenses in mul-
tiple states. Though the compact enables full
licensure not specific to telehealth, one of the
goals was to increase access to care through
telehealth. Eleven states (Alabama, Idaho, Ii-
linois, lowa, Minnesota, Montana, Nevada,
South Dakota, Utah, West Virginia and Wyo-
ming) passed the medical licensure compact
language in 2015, all by large margins in their
legistatures—more than the minimum number






Two representatives from each state that approves
the compact sit on the Interstate Commission, which
will provide the administration and oversight, includ-
ing developing and enforcing rules.*” The commis-
sion met for the first time in October 2015.

Other providers also have interstate compacts, which
allow practice—including telehealth— across state
borders. The Nurse Licensure Compact preceded
FSMB's physician compact; it has been in existence
for about 15 years with 25 states participating. The
Nurse Compact creates a mutti-state license simi-
lar to a driver’s license, where the license is recog-
nized in the home state and other compact member
states.* This is different from the medical licensure
compact that has an expedited approval process
but still requires physicians to obtain licenses from
each state where they practice. The model language
for this compact was recently revised, and begin-
ning in 2016, existing states and those wishing to
join will need to pass the new language. Many of the
modifications to the janguage were made based on
feedback from states. The compact will go into effect
after 26 states join or by Dec. 31, 2018, whichever
oceurs first, Similar to the Nurse Licensura Compact,
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in some cases, providers can consult with each other
across state fines without running into licensure issues.
Project ECHO (Extension for Community Healthcare
Outcomes) is an example of a provider consultaton
model using telehealth. The project began in New Mexico
as a way to build capacity among primary care providers
based in rural, underserved areas. Through weekly
teleECHO (telemedicine) dlinics, primary care clinicians
receive support and advice from a specialty care team.

In addition to building primary care providers' knowledge
and efficacy in certain diseases, the model reduces the
Isolation of rural providers, increases their satisfaction,
expands patient access, and has been shown to achieve
care comparable to that delivered in a specialty clinic.
There are now 33 ECHO hubs operating in 22 states. For
exampie, during the 2015 legislative session, Missouri
appropriated funds to support ECHO clinics.

Source: University of New Mexico School of Medicine, Project ECHO







Federal Efforts

Two pieces of legislabon that would affect
licensure in Medicare and the Veterans Ad-
ministration (VA) have also been introduced
in Congress, These acts would supersede
state requirements around hcensure, laws and
regulations, and essentially create one license
(similar to the driver's license model) in the
Medicare and VA programs. The TELE-MED
Act (TELEmedicine for MED:care Act of 2015;
SB 1778 and HB 3081) would allow some
Medicare providers to offer telehealth ser-
vices to other Medicare beneficianes across
state lines. The jurisdiction would lie with the
licensing or authorizing state. The Veterans
E-Heatlth & Telemedicine Support Act of 2015
would allow a health care professional autho-
nzed to provide care through the Department
of Veterans Affairs and licensed in any state to
provide services via telehealth, regardiess of

where the provider or patient is located. can have liability implications. State policies
on liabilty also differ and can create issues
Related Issues around interstate practice. Legal issues re-
lated to liability also include policy coverage
Outside the licensure realm, several other issues for care via telehealth and for patients in other

may be of interest to legislators Some of these
issues may be contentious and, according to an
Institute of Medicine (IOM) report, "practice stan-
dards, scopes of practice and other regulatory is-
sues are increasingly polanzing stakeholders."®
In many cases, state lawmakers may wish to stay
informed about these issues, and in a handful of
cases, states are taking action in these areas. + Scope of Practice: Scope of practice de-
scribes what a health professional can and
cannot do to or for 2 pabent. A professional’s
scope of practice is often based on the edu-

states; applicable state and federal pnvacy
and security laws; and record retention pofi-
cies. Lawmakers may want to be aware of
existing legal considerations and differences
in the application of telehealth, as well as new
liabilty considerations that may arise.

+  Liability: Most providers may be covered for
telehealth under exisbng liability coverage;
however, much of this area is stil unsettled

and could be a barrier to telehealth. In fact, cation, training and experience typical for that
some of the unresolved issues (described profession. Scope of practice is defined by
later) involving patient-provider relationships, state professional regulatory boards, often

informed consent and practice standards re- with guidance from state legsslatures, and
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of practice; telehealth can be practiced with a
state's existing scope of practice for all pro-
vider types, Providers may need to be aware
of apphicable standards of care and laws on
supervision and collaboration through tele-
health. While separate from licensure, some
states may need to look at scope of practice
for some disciplines as they address out-of-
state providers, workforce shortages (espe-
cially behavioral health) and interstate com-
pacts because of differences in state laws.

* Credentialing and Privileging: Credential-
ing and privileging are undertaken by health
care facilities to venfy providers’ proficiency
and expertise through data collection.s! This
can be an issue in telehealth when a provider
needs credentialing and privileging at each
health care facility at which he or she is treat-
ing patents via telehealth. Factlites in some

cases can allow credentialing and privileging
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Consult with stakeholders, including provider
boards, providers, payers (who are responsi-
ble for creating adequate networks) and con-
sumers. Consider language in legislation to
help provide appropriate guidance to boards.

Look at current workforce or access gaps and
consider ways o faciltate coverage through
telehealth Assess opportunities for allowing
providers fo practice across state lines, includ-
ing reciprocity or joining interstate compacts.

Assess the role of licensure in existing or new
payment and delivery reforms. If applicable to
your state, examine ways to streamline licen-
sure.

When creating legisiation, consider language
thatincludes or can apply to all provider types,
including those who may provide telehealth

k services in the future.

%

facity This issue is often being handled by
facilties themselves, but some states have
gotten involved to help faciitate telehealth.
Oregon, for example, enacted legislation in
2013 requiring the Oregon Health Authority
to adopt uniform documentation requirements
for credentialing providers using telehealth.

Provider Training and Education; Many as-
sert that to improve telehealth adoption and
use, students and providers in health care
professions need to be trained in telehealth
modalties. While telehealth training may oc-
cur in pockets, some stakeholders argue that
it is not keeping up with the pace of telehealth.
Incorporating training into education could
help more students leave with the knowledge
and skills to work effectively with patents re-
motely. Providers already delivering care may
also need support to understand and imple-
ment new technologies. State policymakers
may want to consider ways to encourage
state-sponsored education that includes tele-
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may ensure of improve patient safety by provid-
ing high-quality care that is more timely, acces-
sible or appropriate. Remote patient monitoring,
for instance, may be especially beneficial for se-
niors by keeping them safe and healthy in their
homes. Live video counseling with a provider,
or even an avatar {an image that represents
another person), can help some patients with
mental health disorders feel more comfortable.
New technologies can also improve care, as in
new pil! bottles, for example, that can help re-
mind patents about taking medication and allow
providers to monitor adherence from a distance.

With excitement about the potential for tele-
health has also come concems for ensunng
that services provided remotely are as safe and
comprehensive as in-person care. Some argue
that this concem needs to be addressed without
holding telehealth to a stncter standard than tra-
ditional health care delivery. Many policymakers
are balancing the rapid acceleration of technol-
ogy and telehealth and its potential benefits with
the responsibility to ensure safe, quality care for
their constituents.

The standard of care—what another smilarly
trained and equipped provider would do in a simi-
lar situation—applies to health care providers re-
gardless of the means of service delivery. There-
fore, the standard of care and best practices for
each health care profession should similarly gov-
em safety in telehealth. In other words, because
teiehealth is simply a modality of delivering care,
the standard of care for each type of service still
applies. Some assert there is iittle or no need for
other additonal safeguards because the stan-
dard of care, as well as best practices and mal-
practice contingencies, will rein in any outliers in
telehealth. As itis further employed, the standard
of care of telehealth is likely to evolve.

Best practices and practce guidelines are also,
according to the IOM, the “key to the future of
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Association {ATA} and the Federation of State
Medical Boards—have also put forward best
practice guidelines for safe use of telehealth. For
example, the AMA developed model state legis-
lation, which provides quidance on establishing a
provider-patent relationship. The ATA has a set
of practice guidelines that cover different health
care services in telehealth. FSMB's guidelines
provide guidance for state medical boards.

Some states are also getting involved in ensur-
ing patient safety by defining which services are
appropriate to be delivered through telehealth
{as descrnbed in the rembursement section),
creating guidelines establishing a patient-pro-
vider relationship, and mandating certain in-
formed consent requirements.

Patient-Provider Relationships
and Prescribing

In telehealth, as with other modes of care, pa-
tients should trust that providers wil! offer neces-
sary information for patents to make decisions
about care. They should also expect competent
care, assurance of privacy and confidentiality,
and conbnurty of care. Providers' ethical respon-
sibilities remain the same with telehealth, but
differences in possible patient-provider interac-
tions in teleheaith have brought accountabil-
ity and the patient-provider relatonship to the
forefront in discussions about telehealth safety.
Some states are examining specific guidelines
for those relationships. In many cases, these re-
quirements seek to ensure that providers have
adequate informaton about a patient prior to
treatment. As an avenue for service delivery,
telehealth ideally would be integrated into reg-
uiar, coordinated care and services. However,
there is some concem about fragmented care
from different providers or duplication of ser-
vices. With that is concem that certain providers
could deliver care without the proper medical
history or information, which could endanger
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Kaiser Permanente Northern
Califomia implemented new

i technology and telehealth tools in
2008, including Intemet and video
] communication. Kaiser offered
secure email services and phone
appointments with providers, both
ofwhich ware rated highly by
patients—more than 80 percent of
members In surveys reported that
the communication with providers
using these technologies was very
good or excellent at meeting their
needs. Kaiser also used video
visits for some services, including
after-hours medical care. Providers
could refer patients to in-person
emargency care as needed, but
largely these visits helped avoid
more costly ER visits. Physicians
also reported that the online too!s
heiped them provide better care.
From 2008 to 2013, the number of
virtual visits grew by more than 6
million.

Source: R. Peart, "Kaiser Permanente North-
em Cal¥fomnia: Current Experiences With
internet, Mobile, And Video Technologies,”
Health Affairs 33, no. 2 (2014); 251-257.
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unease about creating higher standards for tele-
health that can inhibit access to care.

At the crux of the patient safety issue are ques-
tions about whether and how a patient-provider
relationship can be established via telehealth.
The majority of states allow a patient-provider re-
lationship to be established via telehealth. Some
states have iaws requiring an inttai “face-to-face”
visit or an exam; however statutes are not always
clear whether “face-to-face™ means inperson or

e e e e ——y s ————_———y

enacted legislation in 2015 (SB 133) that des-
ignates specific requirements for determining a
professional relationship, such as conducting a
prior in-person exam or “personally [knowing]"
the patient.* Alabama, Georgia and Texas also
require an in-person follow-up after a telehealth
visit 5! Many stakeholders are wary of requinng
in-person visits because of the additonal burden
placed on the patient to seek in-person care,
which could help recreate some of the baniers
telehealth seeks to remove.

The patent-provider relationship also comes into
play in prescribing medication. Federal law—the
Ryan Haight Act—govems controfled substance
prescribing via telehealth, State laws also gov-
em a provider's authority to prescribe, including
provider board rules and regulations that set the
standard of care for prescribing. State pharmacy
practice acts also regulate the standard of care
for pharmacists. The accepted standard of care
is for a provider to conduct a medical exam prior
to prescribing a medication. As with telehealth in
general, some states allow the exam through tele-
health. However, almost zall states specifically do
not allow an online guestonnaire alone to count
as an exam, because 1t relies solely on patents to
provide their medical history and other applicable
information for a provider, which 1s not keeping
with the standard of care.*® For example, Idaho’s
2015 legislation (HB 189) that defined profession-
al relationships included a clause that treatment
based solely on an onfine questionnaire does not
constitute an acceptable standard of care. Most
stakeholders agree that if providers can prescribe
and dispense medications via traditonal means,
they should be able to do so via telehealth as well,
provided they can establish a relationship and
gather the necessary information.

Informed Consent

Informed consent is a process by which a pa-
tient is made aware of any benefits and risks






and coordinated with primary care and other providers. On the other hand, as with services like urgent care, there are some
concems about patients accessing services and/or prescriptions online without their primary care providers’ knowledge,
which could have implications for the patients’ usual care. In either instance, questions remain about whether the responsi-
bility to share data among multiple providers rests with the provider or patient.

Connecticut (SB 467) passed legislation in 2015, for example, requiring providers to ask patients to consent to disclose
records from the telehealth interactions with their primary care provider, and if consent is granted, to do so in a timely man-
ner. Alternatively, Anthem's Live Health Online offers the patient a record from the visit that he or she can give to his or her
primary provider. Other data challenges include creating policies around data storage and retention, ensuring that data are
interoperable between platforms and providers, and managing large volumes of data created from modalities like remote

patient monitoring and wearable devices.

associated with a particular service or treat-
ment, as well as any altemnative courses of ac-
tion. Many consider this type of knowledge to
be good practice regardless of the service deliv-
ery mechanism. Informed consent also relates
to providers’ liability and legal exposure. In the
case of teleheatth, it may be particularly benefi-
cial for patients to know the potential risks and
understand that a condition or treatment may
require a provider to defer to in-person servic-
es. in terms of informed consent, some states
are creating policies specifically related to tele-
health.

Currently, 29 states have some type of informed
consent policies.® This requirement may apply
to different arenas—e g., all providers or just the
Medicaid program, or even specfic services,
depending on the origination (statute, adminis-
trative code, Medicaid policy) and intent of the
policy.s States that require informed consent
also vary in whether they require written or ver-
bal consent. Less than 10 states require some
type of written consent >

Informed consent also provides patients the op-
tion to decline a service or treatment. In Colora-
do, for example, the law requires providers using
talahaalth to niva natiants a wnttan statament nf

informed consent that includes their right to re-
fuse services delivered by telehealth at any time
without tosing or withdrawing treatment.

Related Issues

Teleheatlth considerations often bring related is-
sues such as fraud, abuse, data security and
the federal Health insurance Portability and
Accountability Act (HIPAA) to the discussion.
Some argue that privacy and secunty must be
addressed to advance telehealth and ensure
providers' and patients’ trust in telehealth.*®

Fraud and abuse of services delivered through
telehealth can be monitored in the same ways
as other health care services The risk of pro-
vider abuse or fraud in telehealth may riot nec-
essarily be higher than any other mechanism of
care. One provider who bills for a disproportion-
ate amount of telehealth services may wamant
an audit, for instance, just as it would be justi-
fied for a provider with outlying data in any ser-
vice provided through traditional care, Including
a unique identifier in the data can help stratfy
telehealth so it can be monitored separately. As
telehealth expands, the imphications of various
federal and state fraud and abuse laws could
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vacy, confidentiality and data secunty need to be
protected at all stages of a telehealth encounter,
as it would be in traditional forms of care deliv-
ery. Telehealth services need appropriate pro-
toco!ls and measures to protect patient security
and integrity of data at the patent end of the
electronic encounter, during transmission, and
among all health care professionals and other
personne! who may be supporting the technolo-
gy Audio, video and all other data transmission
should be secure through the use of encryption
that meets recognized standards Security fea-
tures such as multi-factor authentication and
the ability to remotely disable or erase personal
health information are also examples of ways to
protect mobile device use.

Some providers and others are paying particu-
lar attention to HIPAA compliance in telehealth
technologies and electronic health records
systems. However, using telehealth does not
change existing security guidelines or respon-
sibilities under HIPAA, and entities such as
providers and insurers are subject to the same
standards as in-person care ' Business asso-
ciates, such as technology services that help
deliver heatth information, are also defined un-
der HIPAA and may need to be examined un-
der teleheatth protocols and policies. Whether,
and the extent to which, state policy is needed
is still emerging. However, some stakeholders
also believe the federal law—which supersedes
state law, except in the cases of more stringent
state laws—provides enough guidance.

N\

where clarity might be needed to help guide
safe telehealth policies and practices. For ex-
ample, look at definitions of patent-provider
relationships or examnations and consult with
stakeholders about changes or considerations.

In looking at existing or new legistation, balance
the constraints being placed on telehealth with
the need to safeguard patient pnvacy, safety
and security.

Examine how data are collected on health
care services defivered by teleheatth. Data col-
lection that includes a telehealth identifier for
billing purposes (as Medicare does) helps in
evaluating programs and monitoring for fraud
and abuse.

)

CONCLUSION

Telehealthis a rapidly growing field that has the
potential to help states leverage a shrinking and
maldistributed provider workforce, increase ac-
cess to services, improve poputation health and
lower costs. State leaders are grappling with
how to capitalize on this potentral while safe-
guarding state investments in telehealth and en-
sunng patient outcomes and safety. Reimburse-
ment, licensure and patient safety will continue
to be issues for state policymakers to consider,
along with new challenges and opportunities, as
telehealth grows and develops.






OVERALL FRAMEWORK FOR
CONSIDERING TELEHEALTH

« Teleheatth is a tool for delivenng care. Help
guide policy discussions that center on tele-
health’s ability to extend existing health and
long-term care services with technology, ver-
sus describing telehealth as a new service.

»  Conduct a needs assessment to find out
where telehealth services are already being
used and where investing in telehealth may
be most effective. Identfy model programs
that may be replicable in your state {a.g.,
university, private hospital systems, ete.).
Study existing laws and best practices that
may also apply in telehealth {e.g., standard
of care).







Convene a variety of stakeholders from all
sectors and perspectives to help ensure the
best information is available when consider-
ing policy decisions. Consider all types of
health care providers (e.g. physicians, nurse
practitioners, physician's assistants, psychia-
trists, etc.), state boards, community health
centers, hospitals and payers, as well as
consumers, patients and family caregivers.

+ Telehealth is changing and growing rapidly.
Consider the level of oversight needed to
ensure that services are effective in terms

of cost and outcomes, and balance those
needs with potential unintended consequenc-
es or future hurdles as teleheatth develops
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Telehealth Services

RURAL HEALTH FACT SHEET SERIES

Please note: The information in this publication
applies only to the Medicare Fee-For-Service Program
(also known as Original Medicare).

This publication provides the following information on
calendar year (CY) 2015 Medicare telehealth services:

+» Originating sites;

+» Distant site practitioners;

¢ Telehealth services;

*¥* Billing and payment for professional services
fumished via telehealth;

*> Billing and payment for the originating site
facility fee;

** Resources; and

% Lists of helpful websites and Regional Office Rural
Health Coordinators.

When "you" is used in this publication, we are referring
to physicians or practitioners at the distant site.

Medicare pays for a limited number of Part B services
furnished by a physician or practitioner to an eligible
beneficiary via a telecommunications system, For
eligible telehealth services, the use of a
telecommunications system substitutes for an
in-person encounter.

Professionals Can Trust

ORIGINATING SITES

An originating site is the location of an eligible
Medicare beneficiary at the time the service furnished
via a telecommunications system occurs. Medicare
beneficiaries are eligible for telehealth services only if
they are presented from an originating site located in:

¢ A rural Health Professional Shortage Area (HPSA)
located either outside of a Metropolitan Statistical
Area (MSA) or in a rural census tract; or

** A county outside of a MSA.

CPT only copyright 2013 American Medical Association. All rights reserved. CPT is a registered trademark of
the American Medical Association. Applicable FARS\DFARS Restrictions Apply to Govemment Use. Fee
schedules, relative value units, conversion factors and/or related components are not assigned by the
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payment at http://www.cms.gov/Medicare/Medicare-
General-Information/Telehealth on the Centers for
Medicare & Medicaid Services (CMS) website.

Entities that participate in a Federal telemedicine
demonstration project approved by (or receiving
funding from) the Secretary of the Department of
Health and Human Services as of December 31, 2000,
qualify as originating sites regardless of geographic
location.

Each CY, the geographic eligibility of an originating
site is established based on the status of the area as
of December 31st of the prior calendar year, and such
eligibility continues for the full CY.

The originating sites authorized by law are:

* The offices of physicians or practitioners;
«» Hospitals;

«» Critical Access Hospitals (CAH);

«» Rural Health Clinics;

+* Federally Qualified Health Centers;

«* Hospital-based or CAH-based Renal Dialysis
Centers (including satellites);

< Skilled Nursing Facilities (SNF); and
& Community Mental Health Centers (CMHC).

Note: Independent Renal Dialysis Facilities are not
eligible onginating sites.

DISTANT SITE PRACTITIONERS

Practitioners at the distant site who may fumish and
receive payment for covered telehealth services
(subject to State law) are:

** Physicians;

+* Nurse practitioners (NP);

« Physician assistants (PA);

¢ Nurse-midwives;

+» Clinical nurse specialists (CNS);

+}» Certified registered nurse anesthetists:

+» Clinical psychologists (CP) and clinical social
workers (CSW). CPs and CSWs cannot bill for
psychiatric diagnostic interview examinations
with medical services or medical evaluation and
management services under Medicare. These
practitioners may not bill or receive payment for
Current Procedural Terminology (CPT) codes
90792, 90833, 90836, and 90838; and

+* Registered dietitians or nutrition professionals.

TELEHEALTH SERVICES

As a condition of payment, you must use an interactive
audio and video telecommunications system that
permits real-time communication between you, at the
distant site, and the beneficiary, at the originating

site. Asynchronous “store and forward” technology is
permitted only in Federal telemedicine demonstration
programs conducted in Alaska or Hawai.

The chart on pages 3 and 4 provides the CY 2015 list
of Medicare telehealth services.






Telehealth consultations, emergency department or initial inpatient

HCPCS codes G0425-G0427

Follow-up inpatient telehealth consultations fumished to
beneficiaries in hospitals or SNFs

HCPCS codes G0408-G0408

Office or other outpatient visits

CPT codes 9920199215

Subsequent hospital care services, with the limitation of
1 telehealth visit every 3 days

CPT codes 99231-99233

Subsequent nursing facility care services, with the limitation of
1 telehealth visit every 30 days

CPT codes 99307-99310

Individual and group kidney disease education services

HCPCS codes G0420 and G0421

Individual and group diabetes self-management training services,
with a minimum of 1 hour of in-person instruction to be fumished in
the initial year training period to ensure effective injection training

HCPCS codes G0108 and GO109

Individual and group health and behavior assessment and intervention

CPT codes 96150-96154

Individual psychotherapy

CPT codes 90832-90834 and 90836-90838

Telehealth Pharmacologic Management

HCPCS code G0459

Psychiatric diagnostic interview examination

CPT codes 90791 and 90792

End-Stage Renal Disease (ESRD)-related services included in the
monthly capitation payment

CPT codes 90951, 90952, 90954, 90955, 90957, 90958,
90960, and 90961

Individual and group medical nutntion therapy gg?ﬁf&ggﬁgﬁﬁ
Neurobehavioral status examination CPT code 96116
Smoking cessation services gg?fd‘:‘;dggs 4360433:1% agrgig? 37 and
Alcohol and/or substance (other than tobacco) abuse structured

assessment and Intervention services HCPCS codes G0396 and GO397
Annual aicohol misuse screening, 15 minutes HCPCS code G0442
Brief face-to-face behavioral counseling for alcohol misuse, 15 minutes { HCPCS code G0443
Annual depression screening, 15 minutes HCPCS code G0444
High-intensity behavioral counseling to prevent sexually

transmitted infection; face-to-face, individual, includes: education,

skills training and guidance on how to change sexual behavior; HCPCS code G0445
performed semi-annually, 30 minutes

Annual, face-to-face intensive behavioral therapy for cardiovascular

disease, individual, 15 minutes HCPCS code G0446
Face-to-face behavioral counseling for obesity, 15 minutes HCPCS code G0447
Transitional care management services with moderate medical

decision complexty (face-to-face visit within 14 days of discharge) CPT code 99495
Transitional care management services with high medical decision

complexity (face-to-face visit within 7 days of discharge) CPT code 99496
Psychoanalysis (effective for services fumished on and after

January 1, 2015) CPT codes 90845

Family psychotherapy (without the patient present) (effective for CPT code 90846

services fumished on and after January 1, 2015)







Family psychotherapy (conjoint psychotherapy) (with patient present)

(effective for services fumished on and after January 1, 2015) CPT code 50847
Prolonged service in the office or other outpatient setting requiring
direct patient contact beyond the usual service; first hour (effective | CPT code 99354
for services furnished on and after January 1, 2015)

Prolonged service in the office or other outpatient setting requiring

direct patient contact beyond the usual service; each additional 30 CPT code 99355
minutes (effective for services fumished on and after January 1, 2015)

Annual Wellness Visit, includes a personalized prevention plan of
service (PPPS) first visit (effective for services furnished on and HCPCS code G0438
after January 1, 2015)

Annual Wellness Visit, includes a personalized prevention plan of
service (PPPS) subsequent visit (effective for services furnished HCPCS code G0439
on and after January 1, 2015)

For ESRD-related services, a physician, NP, PA, or CNS must fumish at least one “hands on" visit {not telehealth)
each month to examine the vascular access site.

BILLING AND PAYMENT FOR PROFESSIONAL SERVICES FURNISHED VIA TELEHEALTH

You should submit claims for telehealth services using the appropriate CPT or HCPCS code for the professional
service along with the telehealth modifier GT, “via interactive audio and video telecommunications systems” (for
example, 99201 GT). By coding and billing the GT modifier with a covered telehealth procedure code, you are
certifying that the beneficiary was present at an eligible originating site when you fumished the telehealth service.
By coding and billing the GT modifier with a covered ESRD-related service teleheaith code, you are certifying
that you fumished one “hands on” visit per month to examine the vascular access site.

For Federal telemedicine deronstration programs conducted in Alaska or Hawaii, you should submit claims using
the appropriate CPT or HCPCS code for the professional service along with the telehealth modifier GQ if you
performed telehealth services “via an asynchronous telecommunications system” (for example, 99201 GQ). By
using the GQ modifier, you are certifying that the asynchronous medical file was collected and transmitted to you
at the distant site from a Federal telemedicine demonstration project conducted in Alaska or Hawaii.

You should bill the Medicare Administrative Contractor (MAC) for covered teleheaith services. Medicare pays you
the appropriate amount under the Medicare Physician Fee Schedule (PFS) for telehealth services. When you
are located in a CAH and have reassigned your billing rights to a CAH that has elected the Optional Payment
Method, the CAH bills the MAC for telehealth services and the payment amount is 80 percent of the Medicare
PF S for telehealth services.

BILLING AND PAYMENT FOR THE ORIGINATING SITE FACILITY FEE

Originating sites are paid an originating site facility fee for telehealth services as described by HCPCS code
Q3014. You should bill the MAC for the originating site facility fee, which is a separately billable Part B payment.

Note: When a CMHC serves as an originating site, the originating site facility fee does not count toward the
number of services used to determine payment for partial hospitalization services.






For More Information About... Resource

Telehealth Services hitp:/Amwww.cms.gov/Medicare/Medicare-General-Information/Telehealth
on the CMS website

Chapter 15 of the *Medicare Benefit Policy Manual® (Publication 100-02)
located at hitp:/Awww.cms.gov/Regulations-and-Guidance/Guidance/
Manuals/Downloads/bp102¢15 pdf on the CMS website

Chapter 12 of the *Medicare Claims Processing Manual” (Publication
100-04) located at http:/www.cms gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/clm104¢c12 pdf on the CMS website

Health Professional Shortage Areas Medicare Leaming Network® (MLN) publication titled "Health Professional
Shortage Area (HPSA) Physician Bonus, HPSA Surgical Incentive
Payment, and Primary Care Incentive Payment Programs® located at
hitp:/Amww.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downioads/HP SAfctshi pdf on the CMS webstte

All Available MLN Products *MLN Catalog® located at http:/Awww.cms gov/Qutreach- E .

and-Education/Medicare-Cearning-Network-MEN/MLN a3 K48
Products/Downioads/MLNCatalog.pdf on the CMS .
website or scan the Quick Response (QR) code on
the right

Provider-Specific Medicare Information MLN publication titled “MLN Guided Pathways: Provider Specific Medicare
Resources” located at http://www cms.gov/Outreach-and-Education/
Medicare-Learning-Network-MLN/MUNEdWebGuide/Downloads/Guided_
Pathways_Provider_Specific_Booklet.pdf on the CMS website

Medicare Information for Beneficiaries http://mwww medicare.gov on the CMS website
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hnp:lmw.cms.govlf:enterIProvider-TypelCriticaI-Access-

Mauunal nural neanmn Associanon

http:/Awww.ruralhealthweb.org

Hospitals-Center.html|

Disproportionate Share Hospital
http./Mmww.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcutelnpatientPPS/dsh.html

Federally Quaiified Health Centers Center
http:/Awww.cms.gov/Center/Provider-Type/Federally-
Qualified-Health-Centers-FQHC-Center.html

Health Resources and Services Administration
http:/Awww.hrsa.gov

Hospital Center
hitp/Avwww.cms gov/Center/Provider-Type/Hospital-Center html

Rural Assistance Center
http:/mwww.raconline.org

Rural Heaith Clinics Center
http:/Awww cms.gov/Center/Provider-Type/Rural-Health-
Clinics-Center. html

Swing Bed Providers
http://www cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/SNFPPS/SwingBed. html

Telehealth
http:/fwww cms.gov/Medicare/Medicare-General-
Information/Telehealth

U.S. Census Bureau
hitp:/Awww.census gov

Medicare Learning Network®
http://go.cms gov/MLNGenlnfo

National Association of Community Health Centers
http://www nachc.org

REGIONAL OFFICE RURAL HEALTH COORDINATORS

To find contact information for CMS Regional Office Rurai Health Coordinators who provide technical, policy, and
operational assistance on rural health issues, refer to http:/www.cms.gov/Qutreach-and-Education/Qutreach/Open
DoorForums/Downloads/CMSRuralHealthCoordinators. pdf on the CMS website.
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Professionsis Con Trest

This fact sheet was current at the time it was published or uploaded onto the web. Medicare policy changes frequently so links
to the source documents have been provided within the document for your reference.

This fact sheet was prepared as a service to the public and is not intended to grant rights or impose obligations. This fact sheet
may contain references or links to statutes, regulations, or other policy materials. The information provided is only intended
to be a general summary. It is not intended to take the place of either the wrtten law or regulations. We encourage readers
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Please send your suggestions related to MLN product topics or formats to MLN@cms.hhs.gov.

The Medicare Leaming Network® (MLN), a registered trademark of CMS, is the brand name for official information health
care professionals can trust. For additional information, visit the MLN's web page at http://go.cms gov/MLNGenlnfo on the
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Professional licensure portability and practice standards for providers using telemedicine are
some of the biggest challenges for health care providers considering telemedicine adoption.
Providers often encounter a patchwork of conflicting and disparate requirements for insurance
claims and practice standards that prohibit them from fully taking advantage of telemedicine.

The American Telemedicine Association (ATA) has captured the complex policy landscape of
50 states with 50 different telemedicine policies, and translated this information into an easy to
use format. This report extracts and compares physician practice standards for telemedicine for
every state in the U.S. ultimately assigning a grade which indicates existing policy barriers that
inhibit the use of telemedicine that would enable patient and provider choice to quality health
care services.

Our analysis indicates that decades of evidence-based research highlighting positive patient
compliance, clinical outcomes and increasing telemedicine utilization have been met with a mix
of strides and stagnation in state-based policy. Since the initial release of our September 2014
report, there has not been much variance in the composite grades given to the states. When
comparing the numerous state laws and differing medical board standards regarding
telemedicine, twenty-two states averaged the highest “composite grade” suggesting a supportive
policy landscape that accommodates telemedicine adoption and usage. Twenty-six states and
D.C. fall in the middle with room for improvement. Two states averaged the lowest composite
score suggesting many barriers for telemedicine advancement (Figure 1 and Table 1).

liigure 1

. A (22 states)

D B (26 states and DC)

D C (2 states)
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Table 1

of-State Practice

Informed | Licensure & Out-
Consent

Telepresenter

Physician-patient
Encounter

Composite
Grades

State

CA
CO
CT
DC

DE

FL
GA

HI

IL

KS
KY

ME

MD

MI

MS

MO

MT

NJ

NC







ST Grades 'Enoounrter Telepresenter Consent | of-State Practice
OH A B A A B
OK B B A F C
OR A A A A B
PA B A A A F
RI B B A B C
SC A A A A C
SD B A A A F
TN A A A A B
TX C F B F B
UT A A A A C
vT B B A B C
VA A A A A B
WA B B A F C
wv B B A B C
Wi A A A A C
wY B B A A C

When compared to the September 2014 report and broken down using the four indicators, the
state-by-state comparisons still reveal a great disparity.

Regarding physician-patient encounters, twenty-two states rank the highest, while Alabama,

Arkansas, and Texas are ranked the lowest with failing scores mainly because they create the
most stringent clinical practice rules for telemedicine providers when compared to in-person
practice. (Figure 2).

Regarding telepresenter requirements, Alaska, Hawaii, and Louisiana are ranked the lowest
with failing scores (Figure 3). An overwhelming majority of states do not require the
presence of a health professional during a telemedicine encounter. Although most of the
country does not require patient informed consent before a telemedicine encounter, sixteen
states and D.C. require physicians to obtain patient informed consent (Figure 4). This
growing trend is largely due to states adopting language developed by the Federation for
State Medical Boards (FSMB) which promotes a regulatory requirement for patient informed
consent for telemedicine providers.

According to our scale, no state achieved a top score (A) for their licensure policies. This means
that every state imposes a policy that makes practicing medicine across state lines difficult
regardless of whether or not telemedicine is used.
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A frequently asked question among people interested in telemedicine is “How does my state
compare?” To answer that question for two key areas, reimbursement and medical practice
rules, ATA has developed an easy-to-use, state-by-state report for each area.

This report on medical practice rules is especially timely with several licensing boards reviewing
the emerging and evolving telemedicine practices and telemedicine use within their state.

This report helps answer the basic questions:

¢ “How does my state’s telemedicine policies compare to others?”
e “Which states offer the best policies for physicians using telemedicine?”
e “Which states impose barriers to telemedicine access for patients and providers?”

It is important to note that this report is not a “how-to guide” for becoming a telemedicine
provider. This is a reference tool aimed to inform future policy decision making and serve asa
reference for interested parties. The results presented in this document are based on information
collected from state statutes, regulations, medical board statements, and other federal and state
policy resources. However, the report does not assess unwritten medical board policies. It is
ATA’s best effort to interpret and understand each state’s policies. Your own legal counsel
should be consulted as appropriate.

Overview

Health care providers have seen a considerable amount of state policy activity to improve
coverage and reimbursement of telemedicine-provided services by various payers. However,
despite improvements to address the payment challenges, health care providers are encountering
conflicting and sometimes confusing policies from their own colleagues.

Within the past year, over 25 states have considered proposals, with varied results, to revise
health professional standards and licensure requirements when using telemedicine. Some states
are creating new laws that impact access to care via telemedicine, while others are amending
existing policies with greater implications.

More notably a few state medical boards are adopting practice standards with higher
specifications for telemedicine than in-person care. Specifically, these boards have considered
legal guidelines requiring an initial examination be conducted in-person and a physician-patient
relationship be established in-person. Boards have also considered other telemedicine barriers
including requirements for a telepresenter, in-person follow up exam, and patient informed
consent. These decisions leave telemedicine providers no choice but to navigate the medical
practice laws in their state or risk punitive action by their board.

Licensure portability, the ability for health care providers to practice out-of-state using one
license, is a contentious issue for health care providers whether services are deployed via






patient is located. However, these state-by-state approaches prevent people from receiving
critical, often life-saving medical services that may be available to their neighbors living just
across the state line. They also create economic trade barriers, restricting access to medical
services and artificially protecting markets from competition.

Assessment Methods
Scoring

This report evaluates telemedicine policies in each state based on two categories:

e Physician practice standards
o Licensure.

These categories were measured using 4 indicators. The indicators were chosen based on the
most recent and generally accessible information assembled and published by state public
entities. Using this information, we took qualitative characteristics based on standards for the
physician-patient encounter and licensure requirements and assigned those quantitative values.
States were given a certain number of points for each indicator depending on its effectiveness.
The points were then used to rank and compare each state by indicator. We used a four-graded
system to rank and compare each state. This is based off of the scores given to each state by
indicator.

Each indicator was given a maximum number of points ranging from 1 to 9. The aggregate score
for each indicator was ranked on a scale of A through F based on the maximum number of
points.

The report also includes a category to capture the existence of a state policy or statement on
internet prescribing in each state. We have included a matrix with hyperlinks to the policy or
board statement language highlighting the position on internet prescribing.

Limitations

Physician licensure and medical practice policies vary in each state. Although groups such as the
FSMB offer a uniform application for physician state licensure and guideline recommendations
on practice standards, each state medical board has their own unique requirements and process
for authorizing and permitting medical practice standards.

We analyzed statutes, regulations, and medical board statements/positions regarding the clinical
permissibility of telemedicine. As such, the information in this report is a snapshot of
information gathered through April 2015. This report does not assess unwritten medical board
policies. The analysis and scores are reflective of the written medical policies regarding
telemedicine.






Physician Practice Standards
A. Physician-patient Encounter

Telemedicine is the use of telecommunications to facilitate health care delivery. As such,
telemedicine is seen as a tool to augment, and not replace, the clinical practice, judgment, and
expertise of a health care provider.

Each state was assessed based on policies pertaining to the use of telemedicine before, during,
and after a patient encounter. Some states institute more stringent standards for physicians when
using telemedicine, and may require an in-person visit in addition to any clinical examination
performed via telemedicine. Unlike similar policies related to conditions of payment, these
policies affect a provider’s licensure status and permissibility to practice medicine.

We measured components of state policies that permit or obstruct the professional use of
telemedicine before, during, or after the physician-patient encounter.

Scale - Physician-patient
Encounter
A | 9 points
B | 7-8 points
C | 5-6 points
F | <4 point
Figure 2
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Physician-Patient Encounter

. Highest Grades (22 states)

D Other Grades (28 states and DC)







Twenty-two states rank the highest, while Alabama, Arkansas, and Texas are ranked the lowest
with failing (F) scores mainly because they create the most stringent clinical practice rules for
telemedicine providers when compared to in-person practice (Figure 2). When compared to the
September 2014 report, some states are ranking lower because they are developing separate and
distinct clinical practice standards for telemedicine when compared to in-person care delivery.
Alabama and Texas Medical boards find telemedicine as an acceptable mode of delivering care
only when the patient is at an established medical site. Arkansas is the only state that requires an
in-person visit before most telemedicine encounters. Alabama, Georgia, and Texas are the only
states that require an in-person follow-up after a telemedicine encounter.

B. Telepresenter

For this report, we measured components of state Medical board policies and private insurance
parity laws that apply more stringent requirements for telemedicine as opposed to in-person
services. States were evaluated based on requirements for a telepresenter or health care provider
on the premises during a telemedicine encounter.

Scale — Telepresenter
A | 3 points

B | 2 points

C | 1 point

F | 0 points

Tel enter Requirements

. Highest Grades (45 states and DC)

4
D Other Grades (S states) \-(

Alabama and Texas only require a health care provider to be on the premises and not physically
with the patient during a telemedicine encounter. Alaska. Hawaii. and Louisiana are ranked the






initiating provider to obtain a patient’s informed consent verbally which no longer requires a
telepresenter at the patient site.

C. Informed Consent

We measured components of state Medical board and private insurance parity policies that apply
more stringent requirements for telemedicine as opposed to in-person services. States were
evaluated based on requirements for written or verbal informed consent, or unspecified methods
of informed consent before a telemedicine encounter can be performed.

Scale —- Informed Consent
A | 4 points

B | 3 points

C | 2 points

F | <1 point

Most of the country does not require patient informed consent before a telemedicine encounter
(Figure 4). Sixteen states and D.C. have informed consent requirements with Alabama, Indiana,
Oklahoma, Texas, and Washington requiring written acknowledgement from the patient. Rhode
Island’s medical board requires informed consent when using e-mails and text based
communications.

Figure 4

nformed Consent Regquiremen

. Highest Grades (34 states)

D Other Grades (16 states and DC)







D. Licensure and Out-of-State Practice

Licensure portability is an often debated topic. “Where should a health care provider be
licensed”? “Which states allow health care providers to consult with one another across state
lines”? “Which states inhibit patient choice by limiting the types of providers that can treat
them™?

As the use of telecommunication to complement health care service delivery becomes readily
available, some states have responded with policies that accommodate patient choice, peer
consultation, and health provider shortages. For this report, we measured components of state
Medical board licensure requirements for out-of-state telemedicine providers including
reciprocity for bordering states, physician-to-physician (P2P) consultation exemptions, and
conditional/telemedicine licenses.

Scale — Licensure and Qut-of-
State Practice

A | 9 points

B | 6-8 points

C | 3-5 points

F | <2 points

According to our scale, no state achieved a top score (A) for this indicator. This means that
every state imposes a policy that makes practicing medicine across state lines difficult regardless
of whether or not telemedicine is used. Michigan, North Dakota, Pennsylvania, and South
Dakota are the only states that do not allow some type of licensure exemption for physician-to-
physician out-of-state consultation. The Massachusetts Board of Registration in Medicine
confirms that telemedicine is allowed to facilitate a peer-to-peer out-of-state consultation.
Further, D.C., Maryland, New York, and Virginia, are the only states that allow licensure
reciprocity from bordering states.

Alabama, Louisiana, Minnesota, Nevada, New Mexico, Ohio, Oregon, Tennessee, and Texas are
the only states that extend a conditional or telemedicine license to out-of-state physicians.
Montana enacted a law this year to repeal their telemedicine license in favor of a full unrestricted
license requirement for out-of-state physicians.

Internet Prescribing

This report also includes a category to capture the existence of a medical and/or pharmacy board
policy or statement on internet prescribing in each state. We have included a matrix with
hyperlinks to the policy or board statement language highlighting the position on internet
prescribing.






State Report Cards






elemeadicine In

Alabama

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | F Last policy revision: January 2014.

Telepresenter B Board may exempt requirements to the

Informed Consent F prescribed if request is submitted in

Licensure & Out-of-State B writing.

Practice e Separate rules for telemedicine
MEDICAL BOARD v provided at a medical site vs non-
POLICY OR medical site.

STATEMENT ON e Allows telemedicine in lieu of an in-
INTERNET person examination and to establish the
PRESCRIBING: patient-physician relationship.

e Telepresenter on premises required for
new conditions with the exception of
mental health services.

e Written patient informed consent
required for telemedicine and use of
“interactive electronic text messaging
system” to communicate with the

gmcg BOARD v patient.

STATEMENT ON o Qualifg.(ing out-of-s.tate physician. has

INTERNET the option of applymg for a full llcepse

PRESCRIBING: or ;ipecxal purpose license to practice
in AL.

e Allows P2P exemption.







ICIne In

Alaska

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B Last policy revision: December 2014.

Telepresenter C The Board issued guidance to revise

Informed Consent A their practice standards for telemedicine

Licensure & Out-of-State C providers.

Practice e In-person and physician-patient
MEDICAL BOARD v relationships are required. However,
POLICY OR telemedicine may be used to satisfy
STATEMENT ON both requirements if a licensed
INTERNET healthcare provider is present with the
PRESCRIBING: patient.

PHARMACY BOARD e A physician is exempt from the
POLICY OR telepresenter requirements if they are
STATEMENT ON providing services in a community
INTERNET where no physician, physician assistant,
PRESCRIBING: nurse practitioner, nurse, or community

health aid is available to conduct an
examination.

Radiologists, pathologists, and
physicians providing on-call or cross-
coverage emergency care are exempt
from the previously stated
requirements.

Requires full license and allows P2P
exemption.

Effective November 2014, physicians
physically located in AK may remotely
prescribe non-controlled medications
without conducting a physical exam in
certain cases.







elemedicine In

Arizona

PHYSICIAN PRACTICE

STANDARDS & LICENSURE

.

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

| alwl»|w

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: April 2014.
Allows telemedicine in lieu of an in-
person examination and to establish the
patient-physician relationship.

Requires written or verbal patient
informed consent with some
exceptions.

Requires full license and allows P2P
exemption.

2014 law enacted that codifies the
allowance of telemedicine to be used in
lieu of a physical exam and to establish
the patient-physician relationship for
the purposes of internet prescribing.'







elemedicine In

Arkansas

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter | F Last policy revision: April 2015.
Telepresenter A Act 887 requires a pre-existing
Informed Consent A physician-patient relationship before a
Licensure & Out-of-State C telemedicine encounter. The
Practice relationship may be established via an
MEDCIAL BOARD v in-person exam, personally knowing
POLICY OR l the patient and their health status, in
STATEMENT ON consultation with or referral by another
INTERNET health care provider who has a
PRESCRIBING: relationship with the patient or through
PHARMACY BOARD v an on-call or cross-coverage
POLICY OR arrangement with the patient’s regular
STATEMENT ON treating provider.’
INTERNET e The patient must be located in a
PRESCRIBING: healthcare facility or office, or the
home only if they are receiving
treatment for end-stage renal disease.
e Store-and-forward technology is not
considered telemedicine and the law
does not restrict the use of store-and-
forward.
e Requires full license and allows P2P
exemption.







Telemedicine In

California

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter
Telepresenter
Informed Consent
Licensure & Out-of-State

Last policy revision: September 2014.
o Allows telemedicine to establish the
patient-physician relationship.
e Chapter 404 allows physicians the
Practice option to obtain written or verbal
MEDCIAL BOARD patient informed consent.?
POLICY OR e Requires full license and allows P2P
STATEMENT ON exemption.
INTERNET
PRESCRIBING:
PHARMACY BOARD v
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

QN Qlmi»> =







PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

al>|»>|»>

MEDCIAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

<

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: July 2010
Requirements for telemedicine are on
par with requirements for in-person
services, not including remote
prescribing. No unique practice
standard requirements for telemedicine.
Requires full license and allows P2P
exemption.







PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter [ A
Telepresenter A
Informed Consent A
Licensure & Out-of-State C

Practice

MEDCIAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.







Telemedicine in

Delaware

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter
Telepresenter

o Requirements for telemedicine are on
par with requirements for in-person
Informed Consent services, not including prescribing. No
Licensure & Out-of-State unique practice standard requirements
Practice for telemedicine.
MEDCIAL BOARD Requires full license and allows P2P
POLICY OR exemption.
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD "4
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

o> >

S







PHYSICIAN PRACTICE

Practice

MEDCIAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

STANDARDS & LICENSURE:
Physician-patient encounter | B Last policy revision: November 2014
Telepresenter A Revised guidelines require a physician
Informed Consent B to establish a relationship and perform a
Licensure & Out-of-State B patient evaluation. The relationship

may be established via real-time
auditory or real-time visual and
auditory communications, or from a
patient evaluation performed by another
DC licensed physician

Requires the physician to obtain and
document patient informed consent
except when providing interpretive
services

Requires full license, and allows P2P
exemption.

Extends licensure reciprocity to
bordering states.







Telemedicine in

Florida

PRESCRIBING:

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B Last policy revision: June 2014.

Telepresenter A Allows telemedicine to establish the

Informed Consent A patient-physician relationship and

Licensure & Out-of-State C conduct examination.

Practice Rules do not apply to emergency
MEDCIAL BOARD v medical conditions or emergency
POLICY OR medical services provided by
STATEMENT ON emergency physicians, emergency
INTERNET medical technicians, paramedics, and
PRESCRIBING: emergency dispatchers.
PHARMACY BOARD Phone, e-mail, text messages, and fax
POLICY OR do not constitute telemedicine.
STATEMENT ON Requires full license and allows P2P
INTERNET exemption.







Telemedicine in

Georgia

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

L Yol Y Yo

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: April 2014,
Allows telemedicine in lieu of an in-
person examination in certain instances,
Requires an in-person follow-up
annually.

Medical records must be kept by distant
site and referring providers.

Rule does not apply to telephonic
consultations in an established
physician-patient relationship.

Requires full license and allows P2P
exemption.







Telemedicine In

Hawalii

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B | e Last policy revision: June 2014.

Telepresenter C__| e Allows telemedicine in lieu of an in-

Informed Consent A person examination and to establish the

Licensure & Out-of-State C patient-physician relationship.

Practice ] __| e Private insurance parity law requires a
MEDICAL BOARD v telepresenter except for cases involving
POLICY OR behavioral health services.
STATEMENT ON ¢ Requires full license and allows P2P
INTERNET exemption.

PRESCRIBING:

PHARMACY BOARD v
POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

ldaho

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | B Latest policy revision: July 2015
Telepresenter A In March 2015, Chapter 121 was
Informed Consent B enacted to create clinical practice
Licensure & Out-of-State C standards for telehealth providers. A
Practice provider may use two-way audio-video

MEDICAL BOARD v interaction to establish a provider-

POLICY OR patient relationship.’

STATEMENT ON ¢ Requires full license and allows P2P

INTERNET - exemption.

PRESCRIBING:

PHARMACY BOARD v

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine In

lllinois

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | A Last policy revision: January 1998.
Telepresenter A | e Requirements for telemedicine are on
Informed Consent A par with requirements for in-person
Licensure & Out-of-State C services, not including prescribing. No
Practice unique practice standard requirements

MEDICAL BOARD for telemedicine.

POLICY OR e Requires full license and allows P2P

STATEMENT ON exemption,

INTERNET e Telemedicine rules scheduled to be

PRESCRIBING: repealed on December 31, 2015.

PHARMACY BOARD v

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

Indiana

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B | e  Last policy revision: January 2015.

Telepresenter A | e Allows telemedicine in lieu of an in-

Informed Consent F person examination and to establish

Licensure & Out-of-State C physician-patient relationship.

Practice e The board is accepting proposals for its
MEDICAL BOARD "4 Telehealth Services Pilot Program. The
POLICY OR pilot will allow IN licensed physicians,
STATEMENT ON who have an established practice in the
INTERNET state, to provide primary, urgent, and
PRESCRIBING: nonemergent care via real-time video,
PHARMACY BOARD secure chat/e-mail, or integrated
POLICY OR telephony without establishing an in-
STATEMENT ON person physician-patient relationship.®
INTERNET e Requires written patient informed
PRESCRIBING: consent for patient-physician e-mail

: ) communication.

* Requires full license and allows P2P
exemption.







Telemedicine In

lowa

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Qut-of-State
Practice

Q9 (>

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

A

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Latest policy revision: June 2015
The board voted to approve new
regulations concerning the medical
practice via telemedicine. The rules
will be published April 29™ and go into
effect June 3%,

The rules will require a physician to
have a valid physician-patient
relationship and physical exam that
may be satisfied using telemedicine.
Requires unspecified method of
obtaining patient’s informed consent.
The new regulations also outline
special circumstances where the
standard of care may not require a
licensed provider to examine the
patient.

Requires full license and allows P2P
exemption.







Telemedicine In

Kansas

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter
Telepresenter
Informed Consent
Licensure & Out-of-State
Practice for telemedicine.
MEDICAL BOARD e Requires full license and allows P2P
POLICY OR exemption.
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD v
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

e Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements

<l alxl>







Telemedicine in

Kentucky

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | A Last policy revision: July 2002.
Telepresenter A Requirements for telemedicine are on
Informed Consent B par with requirements for in-person
Licensure & Out-of-State C services, not including prescribing.
Practice _ e Requires unspecified method of

MEDICAL BOARD v obtaining patient’s informed consent.

POLICY OR ¢ Requires full license and allows P2P

STATEMENT ON exemption.

INTERNET

PRESCRIBING: -

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







elemedicine In

Louisiana

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B Last policy revision: March 2014.

Telepresenter C Online, electronic or written mail

Informed Consent B message, or telephonic evaluation does

Licensure & Out-of-State B not constitute telemedicine.

Practice e Allows telemedicine in lieu of an in-
MEDICAL BOARD v person examination and to establish the
POLICY OR patient-physician relationship.
STATEMENT ON e Telepresenter required at all times.
INTERNET e Requires unspecified method of
PRESCRIBING: obtaining patient’s informed consent.

‘ | o No physician may use telemedicine to
treat non-cancer related chronic
pain/intractable pain, obesity, or
prescribe/dispense/administer
amphetamines or narcotics unless board

_ certified (with some exceptions).
PHARMACY BOARD v 1° Qualifying out—of-s.tate physician has
POLICY OR the option of applying for a full license
STATEMENT ON E&L a telemedicine permit to practice in
IIERIE‘:%%WREWG: e Act No. 442 amends telemedicine
practice guidelines for LA licensed
health care providers. The board has
issued but not finalized their draft
regulations.®







Telemedicine in

Maine

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | A | e Last policy revision: December 2008.
Telepresenter A | e Requirements for telemedicine are on
Informed Consent A par with requirements for in-person
Licensure & Out-of-State C services, not including prescribing. No
Practice unique practice standard requirements

MEDICAL BOARD v for telemedicine.

POLICY OR e Requires full license and allows P2P

STATEMENT ON exemption.

INTERNET

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine In

Maryland

PHYSICIAN PRACTICE

STANDARDS & LICENSURE: .
Physician-patient encounter | B | e Last policy revision: December 2013.
Telepresenter A Allows telemedicine in lieu of an in-
Informed Consent A person examination and to establish the
Licensure & Out-of-State B patient-physician relationship.
Practice e Requires full license and allows P2P

MEDICAL BOARD v exemption,

POLICY OR o Extends licensure reciprocity to

STATEMENT ON bordering states.

INTERNET

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

Massachusetts

PHYSICIAN PRACTICE
STANDARDS & LICENSURE

Physician-patient encounter
Telepresenter
Informed Consent
Licensure & Out-of-State
Practice for telemedicine.
MEDICAL BOARD e Requires full license and allows P2P
POLICY OR exemption.
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

e Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements

R Al (>







Telemedicine in

Michigan

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patientencounter | A | e Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State F unique practice standard requirements
Practice for telemedicine.

MEDICAL BOARD v | e Does notallow licensure exemption for

POLICY OR physician-to-physician out-of-state

STATEMENT ON consultation.

INTERNET

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

Minnesota

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | A | e Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State B unique practice standard requirements
Practice for telemedicine.

MEDICAL BOARD v |+ Qualifying out-of-state physician has

POLICY OR the option of applying for a full license

STATEMENT ON or a telemedicine permit to practice in

INTERNET MN.

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine In

Mississippi

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Q| ol=E|»>|w

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: May 2010.
Allows telemedicine in lieu of an in-
person examination and to establish the
patient-physician relationship.

MS Medical Board requires unspecified
method of obtaining patient’s informed
consent,

Requires full license and allows P2P
exemption.

In April 2015, the board issued a
hearing notice concerning a draft
regulatory proposal to revise physician
practice standards.







Telemedicine In

Missouri

PHYSICIAN PRACTICE -
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Qut-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

R a>lr|w

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: August 2013.
Allows telemedicine in-lieu of an in-
person exam and to establish physician-
patient relationship.

Requires full license and allows P2P
exemption.







Telemedicine in

Montana

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & OQut-of-State
Practice

Qe |»> >

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.

Chapter 154 removed the state’s
telemedicine license.'®







Telemedicine In

Nebraska

PHYSICIAN PRACTICE
STANDARDS & LICENSURE
Physician-patient encounter
Telepresenter
Informed Consent
Licensure & Out-of-State
Practice
MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: December 2013.
Allows telemedicine in-lieu of an in-
person exam and to establish physician-
patient relationship.

e Requires full license and allows P2P
exemption.

Q| aEi»(=







Telemedicine In

Nevada

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B | e Last policy revision: 2013.

Telepresenter A Allows telemedicine in lieu of an in-

Informed Consent B person examination and to establish the

Licensure & Qut-of-State B patient-physician relationship.

Practice e Requires unspecified method of
MEDICAL BOARD v obtaining patient’s informed consent.
POLICY OR ¢ Qualifying out-of-state physician has
STATEMENT ON the option of applying for a full license
INTERNET . or a telemedicine permit to practice in
PRESCRIBING: NV.

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:







Telemedicine in

New Hampshire

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Q| o>

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.

If enacted, SB 84 would allow a
physician-patient relationship to be
established via telemedicine for the
purpose of prescribing."







Telemedicine In

New Jersey

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Q| aP»»

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.







elemedicine Iin

New Mexico

PRESCRIBING:

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter [ A Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State B unique practice standard requirements
Practice for telemedicine.

MEDICAL BOARD v Qualifying out-of-state physician has

POLICY OR the option of applying for a full license

STATEMENT ON or a telemedicine permit to practice in

INTERNET NM.

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET







elemedicine In

New York

PHYSICIAN PRACTICE

STANDARDS & LICENSURE
Physician-patient encounter
Telepresenter

e Last policy revision: January 2009.
o Allows telemedicine to establish the
Informed Consent patient-physician relationship.
Licensure & Out-of-State e Requires full license and allows P2P
Practice exemption.
MEDICAL BOARD e Extends licensure reciprocity to
POLICY OR bordering tri-states.
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

w>>wcc







elemedicine in

North Carolina

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Qut-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Q| oplrlw

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: November 2014
Allows telemedicine in lieu of an in-
person examination and to establish a
physician-patient relationship.
Requires full license and allows P2P
exemption.







Telemedicine in

North Dakota

PRESCRIBING:

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter | B Last policy revision: March 2014

Telepresenter A Allows telemedicine in lieu of an in-

Informed Consent A person examination and to establish a

Licensure & Out-of-State F physician-patient relationship.

Practice _ Does not allow licensure exemption for
MEDICAL BOARD v physician-to-physician out-of-state
POLICY OR consultation.

STATEMENT ON The board has released a draft proposal
INTERNET to solicit comments for future
PRESCRIBING: rulemaking.!?

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET







Telemedicine in

PHYSICIAN PRACTICE

STANDARDS & LICENSURE

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

‘ w>>w-o

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Allows telemedicine in lieu of an in-
person examination.

Qualifying out-of-state physician has
the option of applying for a full license
or a telemedicine permit to practice in
OH.

OH Medical Board issued draft
regulations for public comment
concerning prescriptions to persons the
physician has not personally
examined."







Telemedicine in

Oklahoma

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | B Last policy revision: 2014.
Telepresenter A Allows telemedicine in lieu of an in-
Informed Consent F person examination and to establish the
Licensure & Out-of-State C patient-physician relationship.
Practice e Requires written patient informed

MEDICAL BOARD v consent.

POLICY OR e Requires full license and allows P2P

STATEMENT ON exemption.

INTERNET

PRESCRIBING:

PHARMACY BOARD

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

Oregon

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:
Physician-patient encounter | A | e Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State B unique practice standard requirements
Practice for telemedicine.

MEDICAL BOARD ' | e Qualifying out-of-state physician has

POLICY OR the option of applying for a full license

STATEMENT ON or a telemedicine permit to practice in

INTERNET OR.

PRESCRIBING:

PHARMACY BOARD v

POLICY OR

STATEMENT ON

INTERNET

PRESCRIBING:







Telemedicine in

Pennsylvania

Licensure & QOut-of-State
Practice

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter | A
Telepresenter A
Informed Consent A
F

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Does not allow licensure exemption for
physician-to-physician out-of-state
consultation.







Telemedicine in

Rhode Island

PHYSICIAN PRACTICE
STANDARDS & LICENSURE
Physician-patient encounter
Telepresenter
Informed Consent
Licensure & Out-of-State
Practice
MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: June 2014.
Allows telemedicine to establish the
patient-physician relationship.
Requires patient-informed consent.
Requires full license and allows P2P
exemption.

Q| ow>|w=]”







Telemedicine in

South Carolina

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Q| ol

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.







Telemedicine In

South Dakota

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Qut-of-State
Practice

> (> >

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

PHARMACY BOARD
POLICY OR )
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Does not allow licensure exemption for
physician-to-physician out-of-state
consultation.







Telemedicine In y

Tennessee

PRESCRIBING:

PHYSICIAN PRACTICE _
STANDARDS & LICENSURE:
Physician-patient encounter | A Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State B unique practice standard requirements
Practice for telemedicine.
MEDICAL BOARD v Qualifying out-of-state physician has
POLICY OR the option of applying for a full license
STATEMENT ON or a telemedicine permit to practice in
INTERNET TN.
PRESCRIBING: Proposed medical board regulations are
pending.'* HB 699 was also enacted to
PHARMACY BOARD prevent the board from adopting stricter
POLICY OR stand!i for telemedicine than in-person
STATEMENT ON care.
INTERNET







Telemedicine In

Texas

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter | F Latest policy revision: June 2015.'°
Telepresenter B Allows face-to-face telemedicine in lieu
Informed Consent F of an in-person examination and to
Licensure & Out-of-State B establish the patient-physician
Practice relationship only when patient is
MEDICAL BOARD v located at established medical site. The
POLICY OR home or patient’s residence is
STATEMENT ON considered an established medical site
INTERNET for purposes of mental health services.
PRESCRIBING: e A physician-patient relationship may
not be established through an online
questionnaire or questions and answers
exchanged through e-mail, text, chat, or
PHARMACY BOARD telephonic evaluation or consultation
POLICY OR e Requires an in-person follow-up at least
STATEMENT ON once a year.
INTERNET e Telepresenter on premises required for
PRESCRIBING: new conditions with the exception of

mental health services.

o Requires written patient informed
consent.

e Qualifying out-of-state physician has
the option of applying for a full license
or a telemedicine permit to practice in
TX.







Telemedicine In

Utah

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter
Telepresenter
Informed Consent
Licensure & QOut-of-State
Practice for telemedicine.
MEDICAL BOARD o Requires full license and allows P2P
POLICY OR exemption.
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

e Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements

| alx>>







Telemedicine In

Vermont

PHYSICIAN PRACTICE

STANDARDS & LICENSURE

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & QOut-of-State
Practice

O (> |w

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

S

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: May 2012.
Allows telemedicine in lieu of an in-
person examination,

Requires informed consent for
teledermatology and
teleophthalmology.

Requires full license and allows P2P
exemption.







Telemedicine in

Virginia

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter | A Requirements for telemedicine are on
Telepresenter A par with requirements for in-person
Informed Consent A services, not including prescribing. No
Licensure & Out-of-State B unique practice standard requirements
Practice for telemedicine.
MEDICAL BOARD v Requires full license and allows P2P
POLICY OR exemption.
STATEMENT ON Extends licensure reciprocity to
INTERNET bordering states.
PRESCRIBING: Revised board guidelines are pending.
PHARMACY BOARD v Enacted in March 2015, Chapter 115
POLICY OR permits the use of telemedicine to
STATEMENT ON remotely prescribe Schedule VI
INTERNET controlled substance under certain
PRESCRIBING: conditions.!”







Telemedicine In

Washington

PHYSICIAN PRACTICE

STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Qut-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

] OlH[»lw

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: October 2014.
Allows telemedicine in lieu of an in-
person examination and to establish the
patient-physician relationship.
Requires written patient informed
consent.

Requires full license and allows P2P
exemption.







Telemedicine in

West Virginia

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:

Physician-patient encounter

Telepresenter

Informed Consent

Licensure & Out-of-State
Practice

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING: -

R alEh|w

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Last policy revision: November 2014
Allows telemedicine in lieu of an in-
person examination and to establish the
patient-physician relationship.
Requires unspecified method of
obtaining patient’s informed consent.
Requires full license and allows P2P
exemption.







Telemedicine In

Wisconsin

Licensure & QOut-of-State
Practice

PHYSICIAN PRACTICE
STANDARDS & LICENSURE:
Physician-patient encounter | A
Telepresenter A
Informed Consent A
C

MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET '
PRESCRIBING:

PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

Requirements for telemedicine are on
par with requirements for in-person
services, not including prescribing. No
unique practice standard requirements
for telemedicine.

Requires full license and allows P2P
exemption.







Telemedicine in

Wyoming

PHYSICIAN PRACTICE
STANDARDS & LICENSURE

Physician-patient encounter
Telepresenter

Last policy revision: August 2009.
Allows telemedicine to establish the
Informed Consent patient-physician relationship.
Licensure & Out-of-State e Requires full license and allows P2P
Practice . exemption.
MEDICAL BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:
PHARMACY BOARD
POLICY OR
STATEMENT ON
INTERNET
PRESCRIBING:

O:b:bDZl"
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50 State Telemedicine Gaps Analysis: Physician Practice Standards & Licens!

State Ratings — Physician-Patient Encounter via Telemedicine

. A (22 states)

B (24 states and DC)

C (1 state)

F (3 states)

Page | 63
American Telemedicine Association
2015






50 State Telemedicine Gaps Analysis: Physician Practice Standards & Licens

State Ratings — Telepresenter Requirements

. A (45 states and DC)

B (2 states)

C (3 states)

Page | 64
American Telemedicine Association
2015






50 State Telemedicine Gaps Analysis: Physician Practice Standards & Licens

State Ratings — Informed Consent Requirements

. A (34 states)

B (11 states and DC)

] F (5 states)

Page | 65
American Telemedicine Association
2015






50 State Telemedicine Gaps Analysis: Physician Practice Standards & Licens

State Ratings — Licensure and Out-of-State Practice

)

:t:'ﬁp

g

B {12 states and DC)

| C (34 states)

F (4 states)

Page | 66
American Telemedicine Association
2015
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Matrix - Physician State Practice Standards for Telemadicine {as of April 2015)
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{2) Exemptions. Exemp ta the p of mediclow or pathy across stete lines sre defined as follows:

(=) A physician who sngages in the practice of medicine across state lnes in » medical gency, as definad in
thase rules, is not subject t the provisions of 97-166 Als, Acts;
(b) A phy whe engages inthe p of medicine or

hy across state lines on an ireguiar of infrequent]

v basis, as defined in thase rules, is not subject to the p of 97-166 Aln_Acta. Jabama Admin 40 X
This chapter doas not apply te & physician or h, who is not & resident of this state, who Is asked by s
[ physician or h 1Icen:ed in 1hls state to help in the diagnosis or tvutmem of 8 case, AS 08 64 370
A doctor of medici g in Jur whe is suth disF dicine In thet jurisd if the
doctor engages in actuai single or Infrequent consultation with s doctor d medicing licansed in this state and if the
v consultation regards a specific patient or patients. Arizona Rev Stat Ann 142118
This saction does nat apply to.
{1) The acts of a medical specialist h din her jurisdiction who provides only d Lt services,
{2) The acts of a physician k din her Jurisd who is providing itation services to & medical school,
{3) Decisions regarding the denial or npproval of covarage under any i of haalth g
plan;
{4) A service 1o be performed which is not avaiiable In the state;
(5) A physician physicaily seeing a petient in person In snathar jurisdiction; or
v {6] Other acts pted by the board by regulation AR Statut
Cal Bus & Prof Code § 2076 an. 76 5

v Exemption epphes only 1o sporting events
(3) A person may engage in, and shall not be required to obtain 8 licenss or a physiclan trsining ficense undar this

article with respect to, sny of the following acts

() The gratuitous rendaring of services in cases of smargency,

(b) The dering of services inthis state by s physicisn ¥ the physician:

(i) {s ticensed and lawfully practicing medicing in anather state or territory of the United States without restrictions
lor conditions on tha physician's licanse,

RoARlzIGlOBNONE)

{li) Doss not have any established of reguiarly used medical staff bership or clinical privileges in this state;
{1il) is not party to any X, eg t, or ding to provide services in this state on a regular or routina
basis;
(1V) Does not maintain an office or othet place for the rlnd.rin.of lu:hurvhl,
(V) Has madical liability insurance age in the q p to section 13-64-30Z CR.S,, for the
sarvices rendered In this stets, and

v (Vi) Limits the services provided In this state t& Bn occeslonal case or U
(3} Any person who furnishes { or surglcal in cases of sudden amergency;
(4) Any person residing out of this state who Is emplioyed to come into this ut-u to render temporary assistance to
or consuit with any physicisn of surgeon who has bean i d in conf y with the provisions of this chapter;

{5) Any physician or surgeon rasiding out of this state whe holds a current [ikanse in good standing in another stats
and who it employed to come Inta this state te treat, operats or prascribe for any Injury, deformity, silment or
disease from which the person wha ampioyed such physician, or th- person on behaif of whom such physician ks
umphyud, Is suffering at the time when such i ¥ of wurgean is 30 foyed dded such

proyed, pi

Statute Chapter 370 Sec 209

phy OF SUrgeon may B lnmhsuuwuhwuComctlwtllunufonp-rlodnﬂuommm
v stive days,
Consultation may be dona telept ly, ek ically or in person. C ltation shall ordinarily consist of » history
and physical review of ds and imaging p logy or simiiar studies. Consultation includes
providing opinions and dath An active Dek cartificate Is requived of any aut of state physician
'who comes Into Del to performa Itation more than twetva {12} times per year. A physican who
into Del: te perf Itations bess than once 8 quartar must be actively licensad in anether State
of country on a full and ricted basls, Any Ha done for teaching and/or training purposes may
{ude sctive particip Inp di and tr hath gical or otharwlise, provided » Delaware
i d physici P as the phy of recerd, and providad the petiant is not charged » fee by
v tha e

700 Del Code Regs § 6
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To an Individual, I d, registerad, o cartiflad to practios 8 heaith accupation in a state, who Is providing csre to

an Individual or group lor a limited period of time, or who Is called from a state in professional consuttation by or on
behalf of a specific patient o client to visit, axamina, treat, or sdvise the specific patient or client in the District, or 1o

give 3 d of a procedure of ciink in the District, provided, that the indwidual engages in the provision of
care, ttation, di or tlinic in affillation with a bie health professionai | d, reg d,
oramﬂodpwmlolhhduptlr;

Ta a health professional wha Is auth d to practice a health occupation in any stata adjoining the District who

traats patients in the District if- (A} The heaith professional doer not have an office or other regularly appointed
placa in the District to mest patients, {B) The health professionai regi: with the approp board and pays the
|registration fee prascribed by the board prior to practicing in the District; and {C) The state in which the individual i
licansed allows individuals Hcensed by the District in that particular health profession to practica In that state undor
the conditions set forth in this section.

Statute § 3 1205 02

-memdmschlmlrshalihwlm PP to any phy lawthully din h
nfnreincwn\ry when g duly H d phy of thiz state in consultlt\‘on
v g ———ar————y

state of territory or

Fla_St 458 303

ﬂn:!udlng |locuronlc. radlogrephic, or other maans of telecommunication, through which medical Wmﬂon o data
ara transmitted, parforms an act that is part of e patient care sarvice located in this stats, including but not imited
to the initiation of imaging p d of tha prep of pathologicai material for examination, end that would
affect the diagnasis or treatment of the patient is ged in the practics of medicina In this state Any parsonwhoe
performs such acts through such means shaii be required to have a iicanse to practice medicine [n this state and
shall be subject to regulation by the board Any such out-of-stats or foraign practitionar shall not have uitimate
authority over the care or primary disgnosis of a patient who It located in this state

Thie Code section shall not apply to: (1} The acts af a doctor of medicine or doctor of osteopathic medicine
& din hor state or foreig y who: {A) Provid itation services at the raquast of « physiclan
Hcunsed in this state; and (8) Provides such sevvices on an occaslonat rather than on & regularor routing basis, (1)

The acts of 8 physician or osteopathic physician k d in another state or foreign country who:
[A) Pravides consultation sarvicas in the case of aa gency; (8] Provid itation tervices without
n, of gther axp tiow th f; or (C) Provid, Itation services to a medical

sdnulwhldlblouudvdthln!hhsmwwwmohﬂammmd-pwsmmumm
hysician | d in her stats or foreign country when invited as # guest of any medical school or

thic medical school app d by the board or a state medical soclety or component thereof, for the sole
purpose af angaging in professional sducation through lectures, dinics, or demonstrations, provided that such
physician or osteopathic physician Is Ik d to practice medicine or osteopathic medicine in tha stats or foreign
{cauntry in which he or she Is located.

GA Code Ann 8413 34.31

rnins
American Telemedicine Amecistion
018
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Excaption: Any practitioner of medicine and surgery from another state when in actual consultation, inciuding in-
person, mail, alectronic, telephonic, fiber-optic, or other telemedicine iation with a i d physician or

astaopathic physiclan of this State, if the physician oc hic physician from another state st the time of
mmuhtbnhuconudupnakclnlhmulnwhkhm hysician or osteopathic physiclan resides, provided that

(A) The physician or hic physician from ther state shall not open an office, or appoint s place to
meet paihnu lnthis State, of nuln calls within the limits of the State for the provision of care for a patient who is
located in this State;

{8) The licensad phy or thic physician of this State ratains control and remalins responsible for the
provision of care for the petient who s Iocnt-d in this State, and
{Q The iaws and rules g to gious di are not violstad,

Provision of amergency medical nrvlus by physician, or my physician assistant When the sarvices are renderad
under the direction end control of u p. ian or P hysiclan t d in this State except for final
refraction resulting in » prescription Iofspnmcm. contact hnul. or visua! tralning as performad by an ocullst or
optometrist duly licensad by the State. The direction and control shall not be construed [n every case to require the

|personal prasence of thae suparvising and controlling physician or hic physiclan, Any physkian or

hic physiclan who employs or directs a personcenlﬂldmd-rponllufmhchamorupmd"mmcnq
dica | sarvices, or a phy [ shall retain full professional snd i bility for any act that

constitutes the practice of medicine when performad by the cartified person or physiclan assistent

HAW REY STAT §453 2

b} A parson residing In enother state or country and authorized to practica medicine there, whe i cailed in
consultation by a parson licensed in this state ta practice medkine, or wha for the purpose of furtharing medical

ad ucation is invited Into this stat® to conduct a lecture, clink, oc d lon, whila ged in activites in

¢ lon with the ltation, lecture, clink, or demenstration, so iong as he does not open an cffice or appoint a
piacs to meet patients or receive calis in this state,

{c} A parson sutharized to practi dicine in het state or country while rendaring medical care In a time of
disaster or while caring for an llf o¢ injured parson &t the scene of an gency and whils inuing to care for
such person;

eraho Statutes 54-1804

6 parsofi shall pracUce medicine, of iy o renchas, of Teat human ailments wi Use of drugs &
without aperative surgery, without & valid, existing ficensa to do 50, except that a physician who holds sn active
licensa in another stata or a second year resid lied in & residency program accredited by the Liaison

Committes on Greduate Medical Education or the Bureay of Professional Education of the American O th

Assoclatien may provid dical sarvices to patients in Hlinols during a bonafid goncy in diate
preparation for or during interstate transit.

"Tel d ™ does not inciude tha folk g {1)p di H b » parson licensad undar this Act
and » person outside the State of lliinois, (2] a second opinion provided to a parson licensed undar this Act; and (3)
i i3 or services provided to a

patient in illlncls following care or traat orlginaily provided to the patient in tha state in which the provider is
licensed to ! dick

225 ILL_COMP. STAT ANN $0{3and E‘QQ Sicy

phy who Is located outsids [ndiana does not p dicine of pathy inIndiana by
prwldln‘a second op toall or di lc or t services to a patiant In indlana lollowing medicai
care originally provided to the patient whila ouuldl Indiana,

An individual wha is not 8 licanses who resides in another state or country and is autherized to p dicine of
osteopathic medicine there, who is called in for consultation by an individual licansed to practice medicing of

ostecpatt dlcine in tndi ic 25 2 -
Physicians and surgeons of osteopathic physiclans and surgeons of the United States army, navy, air forca, marinos,
public heeith service, of other uniformed service whan acting in tha iine of duty in this state, and holding » current,
active parmanent Hcanse in good standing in another state, district, of territory of the United States, of physicians
and surgeons or pathic physi and surg i d in ancthar state, when incldentally called o this
state in ltation with a physiclan and surgeon or M physician and surgeon i d in this stata 1A Code £148
Pagei e
Amaricen Talsmedicing Asocixtion
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Practitionars of the healing arts licensed in anather state when and whia incidentally calied into this state in
consulitation with practitioners lice nsad in this state.

Practitioners of the heaiing arts duly lice nsed under the laws of another stata who do not open an office or maintain
or appoint a place to regularly meet patients or to receive caiis within this stata, but whe order services which are
performed In this state in sccordance with rules and regulations of the board The board shail adopt rules and

order by & p

1l identifying ct

In which p
of the hesiing arts licensed under the isws of another state

i services may be performed in this state based upon an

K3 Statute: 2

TPersons wha, baing
states of actuai residence, infrequantly angage in the practice of medicing or ostecpathy within this state, when
calizd to sew or sttend particylar

o)

T

of

ky end | d top i pathy in their

In lation and iat iclan licensed to this

with a pk

Ky R tat An

A true |

fentl

or second opinlon, provided by an individual ikensed to practice

eg.an

medicine in » state other than Loul

|reaponaibie to the patient for tha primary disgnosis and any teating and treatment provided

, pravided that the Louisiana physiclan recelving the opinlon is ih

Lp Admin Code tit 46, §7515

. (oot

shail be

consultant must be fuily licensed in

he/1he

I
onani

d to occur whan ﬂmk.lmnollkmud In the State of Maine reviews records or
[interviews or examines & patient in any way, and provides s p
iicensad in the State of Maine whe is the physiclan of record fol the paﬂlnt being disgnosed or treated svch

1 i el

or datl

ta 0 p

m A non-resid bry doss not newd & iicanse In this State if

batis with s p i i

d In this State

lm o the rules, regulations, and orders of lﬁo Boavd, l.hoTﬂkmm; indnnduals may prectice medicine without s

license

I

1

a phy

state,

d by and

in this State, ¢ physician whe resides in end Is
whase practice axtends Into this Stats, if the physician does not have en office or other regularly sppointed piace in
this State to meeat patients, end the sama privileg:

e i1 e ket
U

while nmglng in consultation with a physiclsn Hicensed
hotized to pi d by any state edjcining this Stata snd

ted to ik

are of this Stata by the edjoining

Adjoining states

An dgnd, H

514 3202

They shaii not apply to 8 physician suthorized to p dici
physician to ettend & parson temporarily abiding in the
maedicine in another state or country, when ha is providing medicai services only to athletes or team personnel

attending 8 sporting event ip d by the US Olympic G ¥

state, uhonhohulledu!hofamllv
husiel 410 pract

in h
ith,to s p

or 8 World Cup Org g Committes

"

Turlandl

A physiclan whe is not licansed ta practice medicine in this mle, but whe heids ¢ velld iicense to practics medicine
lnd whe provides k di

in

state or jur
not subject to the

sarvicas to ¢ petient located in this statae is

PRTTRETN

Fi 8, or serious dysh

nreq

(2] the services are
servicas on an lrregular or infrequent basis if the person provides the services less than once ¢ month or provides the|
services to fawer then tln pathnu -rmuailr or

(1) the services ere provided in rasponse to an amargancy medical condition, For the purposes of this saction, an
energency medical condition meens & condition, including smergency labor and deilvery, thet manlfuu sel by
acute symptoms of sufficlent severity, including severe pain, that the gbsence of di
[reasonably be sxpected 1o result in placing the patient's heaith In sarlous jeopardy, sarious impairment to bodily
ion of lnv body orpn or part;

of 1, paragraph (a), clause (4], if:

coukd

d on an i

guiar or q

basis For the purposes of this section, § person provides

services in this state i din

(3) the physici

P

this state and tha Minnesota physician retaing ultimate suthority over the diagnosts and care of the patient.

itation with e physiclan i

Minn Stat § 187 032
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Howaever, a valid
'Mlsslsslppl licanse is not required where the evaiuation, and/or med| given to be rendered by 8
oy ide of Ippiis req 4 by a physician duly I d to practs dicine in Mississippl, end
the phy whe has d such eval .' and/or medicai opinion has siready astablished a
v {doctor/patient reiationship with the patient to be eval d and/or treated Code Miss R 30-5 263

A physkian located outside of ihu state shall nol b required o obtain a license whan.

(1}in Itation with & physician d to precti dicine in this state, and

(2) The physician licensed in this state retains ltimate authority and responsibility for the diagnosis sr diagnoses and

treatmaent in the care of the patient locatad within this state, or

(3 Euluatln( a patient or rendering an oral, written or otherwise di ted medical opinion, of when providing
yor ds for the purpose of eny civil of criminai action before eny judicial or ndmlni.ulrﬂhn procesding

of this :mo or othar forum in this state, or

[d {4} Perticipating in a ut review p to section 376 1350 MQ Revised Statute 40

This chapter does not prohibit of req ire a licansa with rexpact to sny of the lollowing acts

(a) the gratuitous randering of sarvices in cases of emergency e catastrophe;

{b) the rendering of services In this state by & physiclan lawfuily practicing medicine in another state er territory,
Nowm.lnhophyslcimdonnmnmntMuMcclwonnmmIauerlﬂn hysiclan has eny blished or
regularly used hospitai connections in this state or meintains or is provided with, for the phy 's reguler use, en
office or other place for rendering the services, the physician must ¢ a licanse to practi dicing in this

v state ode Ann. 37 3 103

™ WENCH | ¥ 7 no W

incidentally called inta this state or d vie of or other fum for itation with & ph

licwnsed in this state For purposes of this subdivish ltation means evaluating the medical deta of the patiant

a3 provided by the treating physician and rendaring a dation to such treating physician as to the methed

of trestment o analysis of the data The interpratation of a radiclogical image by a physiclan who specilizes in

radiclogy Is not 8 consultation,

(7) Physicians who are Heansed in good standing to practi dicine In her stata but whe, from such other

1tate, order diagnostic or therepautic services an an irregular or | basis, to be provided to an individusi |

this stata, If such physiclsns do nat melntain and are not furnished for regular use within this state any office or

other place for the tendating of professional sarvices or thc nuip( ofcalis,

(8) Physi whe are I d In good standing to p In enather staty and who, on an irregular snd
b basis, are g d y hospltat privileges to practi dicine and surgery at a hospitsl or other

madical faciilty licansed In this mtl,

v 19} Persons ptoviding or instructing as to use of braces, NESTAT 38 202%

1. Any physician licansed in this State shall noufy the Board if any unlicansed physician comes inte this State for

h: with or assl to the physician | d in this State and specify the date of the consultation or
st hether the ynik d physician has provided such consultation sr assistancs, or both, to the licensed
|physician in the past, and the date of that mulutwn and assistance,
2, Aphysician I d in this Stats who ita with or b i from a phy licansed in
thar stata p ta subsaction 1 shall comply with the prwmuns of chapter 629 of NRS ;mmln. the
prep: lon or di I ohnvhnl‘thunmord g from the Itation o7
v between tho physician licensed in this Stete and the ph i dn her state INAC £30225
A physician located outside of this state shall not bo r-qulnd to obtain s iicense when. 1] in consultation with »
physician licsnsed to practh dicine in this state who has s bona fide doctor-patient reiationship with the patient,
AND 2} the physician licansed In this state retains the ukimate authority and resg billty for the diag and
rire v |treatment In ﬂ\e care of the patient located within this state ard Stat
Ex A or of state of the Unrted Stetes and duly authorized undat the laws thereof
to practice medicing onurxuy therwin, if such peactitioner does not open an office or place for the practice of his
profession In this State NI STAT ANN 845 9-21
Physician licensed to practice under the lws of ancthar state whe acts as ¢ consultant to # NM physican cnan

MSA §61617

irregutar or infrequent basis

Fage | 7R
Amarican talemadicing Amociation
ms
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such consultation

The toliowing persons undar the following iimitations may practics medicine w)thin the state without a license. 1.

Any physiclan whe is licensed In a bordering state snd who resides nesr 8 border of this state, provided such practice
I8 imited in this state to the vicinity of such border and p
1o meet patients o receive calis within this state, 3 Any physician who l| iicansed In another state or country and
who s meeting a physiclan licsnsed n this state, for p

TN s bt * M “
. . . . RN A R N et j . .
L I . by P SN Clert o e oo 3 g
‘ ) } Rl r ~ oo - s LT -t N
o . IR/ N SR ~ A

ided such physician does not mai

in an office or place

such practice is limited to

poses of P
Bordering state

NY EDN LAW § 6526 NY Code_ Saction 6526

lina

The practice of medicine onurglry by
wither humnor by use of any e}

4 aabl

anyr L P phy or surgaon who comas into this State,
ic or other medi on an rregular basls, to consult with s residant

lan or to it with

1

m_rovin shall not apply to physicisns resident in 8 nefghboaring stats snd regularly precticing in this State

| ot o medicai school about educationsi or medical training. This

NC Medical Board fosition July 201

(3) A physician or

Exempy
Lnr-ln whaen providing consultation to an individuai holding & certificate to practics issued under this chapter whols

n hat state of territory who is & legal practitioner of medicine or surgery

bla for the n, diag]
[one of the following spplies:

(s) The physiclan or

is, and tr of the patient whe s the subject of the consultation, ¥

rgeon does not g
(b) The phy or des the itati

in this stata on s regular or frequent basis.

L ¥

{c) The consultatian is part of the ©

without compensation of any kind, direct or indirect, for the

lum of & medicai school or hi dical school of this state or »

(4} A ph or in

condition;
(51 A phy or
practice medich

md surgery th

program describad In dvision [A){2) of section 4731.291 of the Ravised Code.

har state of teTTitory who Is & legal practitioner of medicine or surgary theren and
provldod sarvices to l patiant in that state or territory, when providing, not later than one year after the last date
services were provided in snother stats or territory, follow-up services in person of through the use of any
‘communication, including oral, written, or siectronic communication, In this stat to the petient for the sams

cmtho border of & contig

rnpi;

state and d under tha laws thareof to

n, whiase practi ds within the limits of this state Such prectitioner shail

not either in persan or through tha use ef any communication, including orel, written, or slectronic communication,

or recelve calls within the iimits of this state

open an oLﬂ'c'o_gr_lgpodnl apiace tosee p

OM_REY CODE §4731 36

Any person e p I
the United States who rend:

snd surgery in another state or tarrnitory of
or briefly provides critical

that fuli

{medical service et tha specific hwful dlm:tbn of & medical Institution or federal agency

bility for that t

nt or sarvice and is approved by the Board,

8. Any person who is i d to practi

territory of the United States whose sole purpose and ectivity is iimited to brief actual

dicine and surgery in anothar state of

consultation with a specific physicl

who ls | dto p d und surgery by
the Board, other thin a person with a speciai or restricted licanse

Okis_Stat tit 59 & 492(D)

{1} Alicanse to practice across stata lines is not required ol @ physician
{a) Engaging in tha practice of medicing across stata fines ln anemergency (ORS 677.060 {3)), or

{b] Located outside this stats who
whe does not undertake the primery

Its with her phy I’ d to prectice medicine in this stata, and

stats,

(<} Located outside the state and has en phy
te mporarity and who requires the direct medical t

ibiiity for diagnosing of renderi it to & patient within this

- 3

hiehad ok

patisnt relationshj
by that physictan

with 8 person who ls In Oregon

OR Admin_Rule 02500 o)

A physician who Is i d to practice

dicing in her state of states, but not In this state, and who is in good

stending In such stats or states, Mey axarcise the privilege to practics medicine for 8 pstient located In this state
undar the following tircumstances only:
The physician, whethar or not physicaily prasant in this state, is being

Ited on a singular ion by a phy

i " dieal

licansad in this state, or ks providing t

days Under no cir:ummnu may a phyaldln who I8 not present in this mu provide consultation to s patient in this
state who does not have 8 physician patiant reiationship with that physiclan unless that patient is in the physical
presance of a physician licensed in this state

ins fonp.ﬂodmnnnmeﬂuvenm

taw Signed by Gov 6/30/14
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a trom p g in sctual itation with & pt ! d In this State concerning an
oplnlun for the South Caroilne P‘m‘ﬁinn s consideration in mm;lnl the care of treatment of a patient in this State,

(B}1j A physician ilcensed In another stata, territory, of other jurisdiction of the United States or of any other nation
or foreign jurisd) is Pt from the req ts of licensurs in this Stata, if the physiclan:

(a) helds an active licensa to practice in the other jurisdiction;

(b) angages in the active practice of madicine in the other jurisdiction; and

{c) Is amployed or designated as the team phyticlan by an athletic taam visiting the State for a specific sporting
event

SC Code Ann §40-47 2%

(a) A physician wha pract) dicine across state jines in #n emergancy; or
(b) A physiclan who engages in the practice of medicine across state Nnas that occursiass than once 8 month or
invotves fwnr then ten patilnts on an annuai basis, or comprises less than one percent (1X) of the physician's
di or th . or

[c} Physicians whe nmn irl the practice of medicine across state iines without comp oF eXp lon of
[compansation unless the practice exceeds the imits astabiished by plulrlph (6}{b). or

(d) The inf: i p of med In the form of P dless of their freq

of othar states when cailed in comultltlon bya 'I’cnmmo

Tenn Comp & & Regs 0880 02-

licenss and this chaptar:
(1) episodi dtation by a medica! spaciailst k din bhet jurisdiction who provides such it
servicas on requast to & parson licensed in this state;

(2) lation services provided by a physiclan k din her jurisdiction to a medicai school as defined in the
Educstion Code, §51.501;

(3 Itation services provided by a physiclan located bn another jurisdi
Subchap C.Chlptlrﬂ.nfSubduphrK,O\wmﬂofthnEdmdonCadc.
[8) inf i purf d by s phys! Ide the aof a i rek nip and on an
irregular or infrequant bas!s without the exp ion of exch of diract or indi K

(8} furnishing of medical by a phy huudlnnmmmyofdlmwlmdnruilmldtfonhn
madical assistence, and

(6) ordering home health of hospice services for a resident of this stete to be deilvared by a homlndummkv
{support services agency iicensed by this state, by the residant's treating ph wheis din

to an institution defined in either

urisd of a state having borders cantig: with tha borders of this stnu

2L TAC 68172 12

(7} an individuai angaging in the practica of medicine when:

() the individusi Is i d in goad ding a1 & physician in her stata with no Hcensing sction pending
wnd no lass than tan years of profassions! experience;

(b) the services are rendered as a public service snd for & noncommarchal purpose,
tc)mfnuaumcansmnuondniuhmmed, ved, sxpacted, or lated for the services
rendered b d an y to cover the praportionate cost of malpractice insurance, and

{d] the individuai does not otherwise engage In uniawful or unprotessionai conduct;

ah Code Ann § 58 67 30

» ident physician g into this stata 1o consult of using telecommunications 1o consult with a duly licansed
practitioner herein

EVIA G133

Any legaily qualified out-of-stata or foreign p from in itation with legally licensed
practitionars in this Commonwealth; Tha rendering of medical advice of Inf through telecommunications
from a physiclan i dtop dicing in Virginia of an adjoining state, or from 8 ficensed nurse practitioner,
to emargency medical persannel acting in an L

a Code Ann § 54 1 2901

Adjoining states

The practice of medicine by any p I ‘T har state of territory in which he or she resides,
providad that such practitioner shall not open an office or appoint & place of ing or iving cails
within this state, The practice of medicing, in sny part of this state which shares a common border with Canada and
which is surrounded on thres sides by water, by & physician ik dtop dicine and surgery in Canada or
any province or territory thereof

|Canadian priviledges

IRCW 18 71 030

Pagejra
Americn Telemedicine Assoclation
ams
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30 Stata Tolernedicing Gaps Analysis: Physician Practica St

examption ls spplicabie on 8 ona-time only basls,

fatrists duly Ik d in this stata for & period of not mare than three month. Provided, That this

An individual physician or podiatrist, or physicin or podiatrist groupl. or physiclans or podiatrists at 8 tertiary care or|

unhnnlty hospital outsida this state and engaged In the practice of dicine who tonsult or render second
pink g diagnosis or of pati within thiy state (i) In an emergency or without
of axp ion of ion, of (il) on an rregular of infreq basis which occurs less than once
v & month or less than twelve times in & caiendar year; C 3
Actual itation of d by licensed physicians or perfi of cartified resp ycare
practitioners of other states or couniries with iicansad physicians of perfusionists or certified raspiratory care
v ractitioners of this state Wi Statute 44803
Any individuai residing i and [ d in good ding to ¢ dicine in ancth muwwmtrybrougm Imo
this stata for itation by a physiclan K d to pract d in this state, pravided tha ph
this state notifias the board of th' itation tn compik with reguiati dopted by the board
| This requirement :h.llnonpplvuun out-of-state physician whe ity by teieph ! or any other
with an di ik wuﬂsboordmtolnm-d-nutl physkianwhe is ficaily
v lhom 2 p lo WS 33.26-103 W3 3326103 Wy Board Rules Chapter ] Sec,
o (79
Amaricen Telemedicine Astociation






fAiabama

Addibonal exemphons for teaching physicians,
residents, and physicians at state penal and mental
institutions, special purpose licensees may not use
|teiehealth to supervise PAs, CRNPs or Certrfied
Midwives,

Alabama Admin Coder S40-X-15

[Alaska

Anzona

Arkansas

Calforna

Colorado

E_onnedlcut

Oelaware

DC

Florida

|Gecrgia

Hawan

daho

illinois

Indiana

owa

|Kansas

Kentucky

[Louisiana

iProposed regulations pending

RS 371271and 12761

Maryland

Massachysetts

Michigan

Minnesata

Minn Stat. § 147 032

Missssippe

Miss Code Ann, § 73-25-34

|Missourt

Montana

M 2015 Regular Session Act 154

[Nebraska

|Nevada

NRS 630 261

New Hampshire

New Jersey

New Mexxo

NMAC 16 10 2 B; NM5A 61-6-111

New York

North Carglina

North Oakota

Oho

Ohio Admin Code 4731 296

Oklahoma

Oregon

OR Rev Stat. Ann § 677 139

|Pennsytvamia

Rhode isfand

South Carolina

South Dakota

Tennessee

Proposed regulations pending

Tenn. Comp. R. & Regs 0880-02- 16

Texas

YA

22 TAC172.12

Utah

{vermont

Vrginia

Washington

West Virginta

Wisconsin

Wyoming

SIS SIS SIS IR SIS SRS S SRS (SR IS[S]R [ R[R] S [RfR]RR[[R S [R]R] R [fR{[R IR R ]R[R[ R [% ]
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NO TeMOTE prascribing/dipensing sbortion inducing]

[Alabama v medication |Alabama Admin Code ¢ 540-%-§ 1
2014 (agisiation enacted to allow prescribing,
dispensing, or administaring a pruscription drugtoa
P ith d ¢ » physical h
Alasks v under certain conditions. Alacka Admin Code ti 40
1!
{No remote prescriving/dispensing abortion inducing [Ackhany Rev, Stat, Ann, § 32-140113s), Arizgog Rey,,
Arizons v maedication Stat Ann § 32-1 rd Position Statemert  |8ili Number=$813
Ark. Code Ane. § 17-92-1003, Ark. Admin. Code
No rernocte prescribing/dispensing abortion inducing 070 00 7-07-00-0009, Arkansas State Medical Board
{arkansas ficath Regulation 28 Ark Code Ann § 17-92-1004
Cal. Bus, & Prof Code § 2242 1(a), Cal Bug, & Prof.
Californin Code § 4607
3 CO Code of Raguistion 719-1., CO Medical Board
Policy 40-09; 00 Madical Board Policy 40-09 - Last
Colorado v revised 7/1/10
No specific refy for prescribing found
[Connacticut _ in stata polici
Delaware [ Title 16 4744
DC v 22 DCCode §1300 8
Defines telemedicine to include, but is not limited
ta, prascribing lagend drugs to patients through the https./fwww firyles,
following modes of communication: laN
(a) Internet; o PRA
(b} Telaphone, and Ft. m 4 A5S 0 REQUIR
Florids v {e) Facsimile Fla_Admin Code r 64815-14 D08 D=64815-14 OOOL
Georga v Gs 4 Regs 360-3-
Huywall v Haw Rev Stat §453-13, Haw Rev Stat §329-1
No remote prescnbing/dispensing abortion inducing|
Idaho v medication ildaho Statute $4.1733
R N i .|Ne,, i for p bing found
linots . in state polici
No remote prexnbmy/dispensng 3bortion nducing|844 ind Admin Adm
Indlane [ 4 {medication 3-3 844 ind Admin Coda 5-4-
|A Admin, Code, £57 8 19{124,126,1554)
Pharmaclsts are prohibited from dispensing
|prescription drugs if the pharmacist knows or should
have known that the prescription was Issued solaly
on the basis of an internet-based quastionnaire, an
(nternet-based consult, or a telephone consult, and
No remote prescribing/d g abortion indueing letad without a pre-existing patient-
lowa v medication
NoO remats prescribing/dispensing abartion indueing|
Ihnm v | madlication
Kentucky v
No remats prescribing/dispensing abarbon mducing |La Admin. Code tit, 46, § 2515, La Admin, Cods tit,
Loulsiana v madication 46, § 7513
Malne v
Muryland v
M, hupetts v
No remate prescnbing/dispensing abortion inducing|
|Michigan |madication
Minnesote v
No remots prescribing/dispansing abortion inducing
M |medicati Miss Code Ann § 41-127-1
Ne remots prescribing/ dispensing a bortion inducing|
Missourt di
prescnibing found
(Montans
No remote prescribing/dispensing abertion inducing;
Nebrasks v di 38 Neb Admin Code ® § 010
NV Revised Statutes Annctated Sec, 633 165,
d. v Revised Statutes Chapter AS3 3611453 3648
NH R tat Ann H. Rey Stgt Arn ity neourt |t ncourt
Naw Hampshire v 318 37 Board & Apri| 2004 state nh us/rsa Mt | state nb ut/rsa
Naw Jarsay v NJ Administrative Code § 13 35-7 1A
New Mexca v
- No specific raf for prescribing found
New York masn snbla







ND Centennial Code Sec 1902 3-15 1

North Dakota [ 4
Ohio v Admin 4731 1109
Ne remote prascribing/di % abortion ing JOk drmin,
|Okiahoma et 1.4 Revised Sratutes §59-52;
T JOR.Admin. R B55-019-0210. Pharmacists sre
prohibited from dispensing prescription drugs If the
pharmacist knows or should have known that the
prescription was lssued without a valid physician-
Oregon Y patient miationship
- Na specific reference for intarnet prescribing found
Pennsyivenis _ _ in state £
Ahode [sland v ll tcal Board Poll 7
wore eh
L\o‘m Carolina [
South Dakots
Ng remote prascnbing/dispensing shortion inducing
Tennesiee [ 4 |medication wnn_C R & Reps 0830-03- 14
No remote prascribing/dispensing abortion inducing [ TX Admin. Coda, Title 22, Sec, 174.8, TX Medical
Taxss v medication Board Rules (1999'
htt h. {3
h - L] Ann
Litah v 23 030800 htm
Varmont [ 26V SA § 1354{2}33] 1BV.S A §9361
Virginia v Va Ann -330
WA 1) I 18sion Pol
Washington 4 Oetober 200!
A face-to-face physical o to
blish the redical compiaint has been
ek d by the p ibing practitioner or in the it 5. stat
I of talerned| through telermed,
proved by the practitioner  [Code of State R . 2cha
‘West Virginia v hosrd 4
Wisconsin Wis Stat Anna § 332640
|Wyoming v WY Board Rutes Cha 4 Sec

o = Existing Poficy






! Arizona SB 1339; http//www.azleg gov/DocumentsForBill.asp?Session ID=]12&Bill Number=SB1339

2 Arkansas 2015 Regular Session Act 887, http://www.arkleg state ar.us/assembly/2015/2015R/Acts/Act887. pdf
* California Code Chapter 404; http://www .leginfo ca gov/egi-
bin/waisgate?WAISdocD=15075025205+5+0+0& WAISaction=retrieve

* Hawaii SB 2469 — 27" Legislature;

http://www.capitoLhawaii gov/measure_indiv.aspx?billtype=SB&billnumber=2469& vear=2014
% Idaho Session Law Chapter 121; http://www legislature.idaho gov/legislation/2015/H0189 pdf
® Indiana 884 IAC 5-8; http://www in gov/legislative/iac/20141231-1R-844]40442PRA xm! pdf
7 ARC 1769C —~ Amend IAC 653 — Chapter 13;

http://www.medicalboard.iowa gov/iowa code/proposed%20rules/pdffARC%201769C%20-
%20February%206%202015%20(2) pdf

¥ Louisiana Act No. 442; http://www.legis.la gov/legis/ViewDocument.aspx?d=913612

® Mississippi Medical Board Hearing Notice; http://www.sos ms.gov/ACProposed/00021186a.pdf

'° Montana 2015 Regular Session Act 154; http/leg.mt gov/bills/201 S/sesslaws/ch0154 pdf

! New Hampshire 2015 Session SB 84; http://www.gencourt state nh.us/legislation/2015/SB0084.htm|

'2 North Dakota Board of Medical Examiners; Telemedicine Policy;

https//www ndbomex.org/news/current_topics.asp?id=125

"7 Ohio Medical Board Proposed Rule 4731-11-09

" Tennessee Board of Medical Examiner Proposed Rule 0880-02; http://state tn.us/sos/rules_filings/01-09-15.pdf

' Tennessee 2015 Regular Session SB 1223;

http://cqstatetrack.com/texis/redir?id=54ddb7424& rtype=text&original=y

' Texas Medical Board Press Release; http:/www.tmb state tx.us/d/DAD89645-F81F-CF51-6FF8-DOE20891625A
' Virginia Chapter 115; http://lis virginia.gov/cgi-bin/legp604 exe?151+ful+CHAPO115
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