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The coronavirus disease-2019 (COVID-19)
pandemic led to temporary relaxations for
telehealth with respect to physician licensure,
geographic location, and eligible sites for
reimbursement. Earlier policies had impacted
the rate of adoption of telehealth services and
hindered the ability to derive full benefits related
to cost, access to care, and quality of care. This
aspect is analyzed using 2018 Medicare fee-for-
service codes and rates for 10 telemedicine
services. Based on the data analysis, additional
research, and a literature review, this report
describes how interstate practices can be better
leveraged to achieve maximum potential for
direct and indirect savings from pragmatic
approaches for certain services. The interstate
collaborations proposed in this report provide
examples of broader telehealth policies that
could foster increasing access to quality
healthcare for Medicare beneficiaries and can

potentially be used as insight to assist federal
and state agencies as they review the
continuation, cessation, or modifications of
relaxations granted due to the COVID-19
pandemic.

POLICY POINTS

* Multiple barriers related to physician
licensure, geographic location, and eligible
sites for Medicare coverage of interstate
practice of telemedicine were temporarily
lifted to address the COVID-19 pandemic.
These reimbursement and other issues are
analyzed in the context of potentially
extending the relaxations, ending the
temporary relaxations, or taking a hybrid or
other approaches.

» This report argues that the Medicare coverage
of interstate telehealth during the COVID-19
pandemic should be extended, in conjunction
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with incorporating adequate safeguards to
ensure confidentiality of patient health
information, patient safety, and physician
accountability, with special provisions
restricting involvement in Medicare-funded
telemedicine practice by doctors and other
medical personnel disbarred or disciplined
in one or more states.

» The analyses within this report highlight
an example of cost comparison of
procedural codes between different states
for telemedicine services.

he wider adoption of telemedicine could
I potentially help address the paradox of

the United States spending the largest
amount of money per capita on health care versus
its healthcare system being ranked in the bottom
half of all developed countries.!> The Center for
Information Technology Leadership has
estimated that the increased adoption and use of
telemedicine could lead to an annual savings of
$4.28 billion in the US healthcare system.?
Another study estimated that synchronous
audio—video on-demand telemedicine could
result in a net cost savings of $19-121 per visit.*
Telemedicine in US hospitals increased from
42% in 2012 to 76% in 2017, and significantly
more as a result of the coronavirus disease-2019
(COVID-19) pandemic and the Coronavirus Aid,
Relief, and Economic Security (CARES) Act.>¢
The barriers to a widespread adoption of
telemedicine include reimbursement rates for
providers, medical licensure laws, patient
privacy, and geographic restrictions.

While virtual health care offers the potential for
doctors to practice across state lines, traditional
laws have deemed interstate medical practice to be
illegal without obtaining a license from each state
in which the physician’s patients are located.”
Previous research studies on interstate practice of

telemedicine concluded that these barriers to the
interstate practice of telemedicine were likely
unconstitutional as they violated the interstate
commerce clause of the United States Constitution.®
In 2018, 7 years after the aforementioned research
was published, the US Department of Veterans
Affairs (VA) launched a nationwide campaign to
market and implement the notion of ‘anywhere to
anywhere’ practice of telemedicine within the US,
enabling streamlined interstate and in-home
telemedicine services for US veterans.’

As part of the larger objective to study the
implications of adopting a similar interstate
telemedicine strategy for the civilian sector, this
report begins with a cost comparison of procedural
codes (Current Procedural Terminology [CPT] and
Healthcare Common Procedure Coding System
[HCPCS)]) and uses publicly available data
compiled from Medicare’s 2018 telemedicine
fee-for-service codes to estimate the potential cost
savings through potential interstate telemedicine
practices, fewer geographic restrictions, and
streamlined licensing regulations.

DATA AND METHODS

Rates were analyzed using the Centers for
Medicare & Medicaid Services (CMS) Physician
Fee Schedule Lookup Tool, available online at the
Center for Medicare & Medicaid Services website
(cms.gov).!? The analysis was conducted across all
50 states and the District of Columbia using the
following parameters within the CMS Lookup Tool:

Year: 2018

Type of Information: Pricing Information
Select Health Care Common Procedure
Coding System (HCPCS) Criteria:
Single HCPCS Codes

Select Medicare Administrative
Contractor (MAC) Option: All MACs
Modifier: All Modifiers
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From this list, 10 codes were chosen for further
analysis. These codes covered a range of
telemedicine-only procedures, as well as
procedures that can be done with or without
telemedicine. In accordance with CMS’s rules on
telemedicine, these services involved ‘interactive
audio and video telecommunications systems that
permit real-time communication’ between the
healthcare professional and the beneficiary.!! The
codes were processed through the Lookup Tool,
which generated 113 groupings of reimbursement
rates based on the 113 different MACs in 2018.

For each of the 10 codes studied, the average,
maximum, and minimum rates were recorded
from the CMS Lookup Tool for all MACs, both
facility and non-facility. Traditionally, Medicare
reimbursed for telemedicine services only if they
are rendered at specific originating site locations,
defined as ‘the location of an eligible Medicare
beneficiary at the time the service furnished via a
telecommunications system occurs’.'” The
Medicare Final Rule from 2018 limited the
geographic qualifications for an originating site
to those within rural Health Professional
Shortage Areas (HPSAs) or in a county that was
not included in a Metropolitan Statistical Area
(MSA).!3 These restrictions mandated that
telemedicine services were reimbursable only if
the patient was located in a rural HPSA or
non-MSA.

The Medicare Physician Fee Schedule includes
both facility and non-facility fees. Facilities
include hospitals, nursing homes, and other sites,
while non-facility sites include places such as a
physician’s office.!* Under CMS’s rules for
telemedicine, a valid originating site can include
a variety of both facility and non-facility
locations.!3 Regardless of whether the patient is
at a facility or non-facility originating site, the
added originating site fee remained the same at a

flat rate of $25.76 in 2018."5 For the purpose of
this study, the originating site charge of $25.76
was not included in the values examined, as it
remains the same for all codes and does not
impact the overall cost-difference analyses.

STUDY RESULTS

The rates for each procedural code varied by
state and region within the state. The minimum
fees across all states for facility and non-facility
consistently corresponded to the state of
Mississippi for the services specified in Table 1.
The maximum facility and non-facility fees
corresponded to the state of Alaska. Using these
two extremes, the following table exhibits the
opportunity for cost savings if an interstate
telehealth system were to be implemented
between Alaska and Mississippi. Table 1
summarizes the potential cost savings for
facility and non-facility fees if Alaskan residents
were to utilize telehealth services provided by
practitioners in Mississippi rather than in
Alaska. The percentage difference (% Diff)

has been defined as the absolute value of

the difference in the two fees divided by the
average of these two fees.

The average cost savings in each scenario range
from $28.07 to $41.02, with a percent difference
0f 26.9-46.2%. The highest average cost savings
occurs when an Alaskan patient switches from a
physician at an Alaskan non-facility to a
physician at a Mississippi facility. This scenario
also has the highest relative cost saving for a
single procedure, with a 76.9% difference in cost
for New Office or Outpatient Visits (99201)
between Alaska and Mississippi. Out of all the
scenarios, costs increase only for one procedure —
Office or Outpatient Visit, New (99201) — when
physicians in a Mississippi non-facility location
are used instead of physicians in Alaskan
facilities. Figure 1 presents the maximum cost
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Table 1. Cost savings per procedure for Alaskan residents utilizing telehealth services from practitioners
based in Mississippi

Switch from Alaskan Facility Facility Non-facility Non-facility
Physician in:

To Mississippi Facility Non-facility Facility Non-facility

=)
1
o
]
=
5]
[P
99]

Physician in:
$ Diff % Diff $ Diff % Diff $ Diff % Diff $ Diff % Diff

Psychoanalysis —
90845

Individual
psychotherapy — $30.34 385  $28.15 352  $33.16 413  $3097 38.1
90833

Prolonged direct

patient service — $52.42 368 $4491 308 $62.07 422  §5456 36.2
99354

Medical nutrition
therapy — 97802
Office or outpatient
visit new — 99201
Psychiatric
diagnostic
evaluation — 90791
Subsequent hospital
care — 99233
Telehealth
consultations — $43.02  37.0 $43.02 37.0 $43.02 37.0 $43.02 37.0
G0425

Office or outpatient
visit — 99213
Telehealth
pharmacologic $19.09 385  $19.09 385  $19.09
management — G0459

Maximum -38.7 §52.14 385 $68.59 76.9 $61.39 385

Minimum $11.29 349% —-$437 -11.3  $1549 36.9 $13.61 323

$41.97 385 $38.84 352 $46.00 415 $42.87 381

$13.08 349  §$11.20 292  $1549 40.1  §$13.61 344

Procedure

$4491 369 $4491 369 $4491 369 $4491 369

$21.96  36.8 $2.85 4.1 $46.49 646  $27.38  33.6

$19.09

Median $36.16 36.9 $33.50 342 $43.97 414 $36.92  36.9

Summary statistics

Average cost savings $33.74 373 $28.07 26.9 $41.02 46.2 $35.35 363

Source: Authors’ analysis of data from the CMS Physician Fee Schedule.
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saving scenario observed from Table 1, when a
patient receives care from a Mississippi
physician within a facility via telehealth, rather
than from an Alaskan physician within a non-
facility location.

Another high-cost MAC, Queens, New York,
shows a similar potential benefit for an interstate
system. The average cost savings when a Queens
patient utilizes Mississippi physicians range from
$8.53 to $22.02, corresponding to a percentage

highest absolute cost saving for a single
procedure, with $37.45 saved for office or
outpatient visit (99213). In addition, it has the
highest relative cost saving for a single
procedure, with a 72.1% difference in cost for
New Office or Outpatient Visit (99201). Of all
the scenarios, costs increase only for two
procedures — new and non-new office or
outpatient visit (99201, 99213) — when
physicians in Mississippi non-facility locations
were used instead of physicians in Queens

difference of 7.6-29.3%. The scenario with facilities.
highest average cost savings occurs when a

Queens patient switches from using a physician DISCUSSION
based in a Queens non-facility to a physician in a Summary

Mississippi facility. As in the case of Alaska and
Mississippi, this describes a switch from the
costliest location type within the more expensive
state to the least costly location type within the
least expensive state. This scenario has the

Mississippi has the lowest rates and Alaska has
the highest rates under Medicare fee-for-service.
In fact, the cost of healthcare in Alaska is twice
the national average.'® Alaska’s high rates may
be attributed to a lack of competition among

Maximum Cost Savings Scenario
Switch from Alaska Physician (non-facility) to Mississippi Physician (facility)

$250.00
S6 8 59
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= o $44.91 $43.02
9 $15000 4600 |
B $33.16 $46.4
O $100.00
$31.40 519.09
- ‘ I ‘ l i I ‘ ‘ I ‘
. i i
gg‘b& 90%»:) qg'bc’& 91%0 o3 ’LQX 19'\ Ve o9 ’1:\;3 Qb"bq
1&” ¢ e W s o .o’ "
:\"3\\,’5\ ‘\9539"' %e‘q\c “:\G’(‘&‘1 ; é,\‘&z \0""“0 3 z»\UA‘ \@\-\o“ ; (\\\1\5\ e o
s‘id"\o’é 5".6{@‘ a{‘?’“‘ 0ot e“'“\l\ \'\‘ﬁ@ WO o (,0“5\) x‘?’e’“@ 303%
R A% ° o AN S o o oY \C
& (€ &\vi o 22 eQ‘)e .(\e'-’\'" oS oo%
o A% % ) & & 2
W e o8 o e 0 @ @
@ o Ok‘ﬂ'\(’z e S o
Q@ N ea\’{“
o

| Mississippi Physician (Facility) = Alaska Physician (Non-Facility) m Difference (Cost Savings)

Figure I—Maximum cost savings scenario: Alaska physician (non-facility) to Mississippi physician (facility).

Source: Authors’ analysis of data from the CMS Physician Fee Schedule.
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providers, lack of specialists, the state’s small
population, and the remote living conditions of
many patients in Alaska.!” As of June 2019,
08,519 Alaskans were enrolled in Medicare.'®
Table 1 leads to the conclusion that for the
services specified in the study, Alaska-based
Medicare could save an average of $34.55 per
procedure by allowing patients to receive care
from practitioners in Mississippi through an
interstate telehealth collaboration.

Implications

An overly active interstate network would lead to
diminished revenues for Alaskan healthcare
professionals, possibly resulting some of them
relocating to other states. The 2018 report,
Information on Medicare Telehealth, by the
Centers for Medicare and Medicaid Services
found that rural areas, like much of Alaska, were
characterized by an average of 30 specialists per
100,000 residents, compared with 263 specialists
in urban areas.!® The report also stated that 93%
of rural patients who utilized telehealth saved a
trip to a clinic for after-hours treatment and 86%
saved a trip to the emergency room.!> An
interstate telehealth system could alleviate issues
surrounding the lack of medical professionals
within the patient’s home state.

Physician quality and access

Expanding telehealth practice across state lines
can improve the health of doctors in hospitals
and other specialties requiring night shifts. The
article “Whatever you Do, Don’t Get Sick at
Night” explains that doctors avoid working
night shifts because of the negative effects it
places on their circadian rhythms and the
difficulty in spending time with family and
friends.!” Several studies confirm that night
shifts may increase workers’ risks of cancer,
cardiovascular disease, and other health
complications.?’?! Issues, such as fatigue and
sleep deprivation, impact the quality of work of

healthcare professionals, thereby adversely
impacting the quality of care provided to
patients. To combat this issue, hospitals are
gradually embracing the concept of physicians
working during the day in one location to
monitor patients throughout the night at another
location via telemedicine.?>?* Emory University
in Atlanta, Georgia, partnered with Royal Perth
Hospital in Australia, to form two distributed
teams to work in the eICU Center, one in
Atlanta and the other in Perth. The 12-h time
difference allows Emory’s eICU patients to be
monitored around the clock, while allowing
healthcare professionals in both continents to
work during the day and receive adequate and
regular rest at night.* This concept can be
considered for use within the United States too,
where time zone differences are as large as 6 h
between states.

Another benefit associated with interstate
telemedicine collaborations is increased access
to specialist services. Alaskan Medicare
beneficiaries face barriers when accessing
necessary services and providers due to low
reimbursement rates to providers, which
dissuades medical professionals from accepting
new Medicare patients.?’ Medicaid patients
have faced a similar lack of care due to
historically low reimbursement rates through
Medicaid, which has prompted a similar
research on the expansion of interstate policies
for Medicaid beneficiaries.?® Data from private
insurers in Alaska show that in-network
specialist services can cost 10 times more in
Anchorage than in other cities.?® Thus, in
comparison with what they can earn in the
private market, medical specialists residing in
Alaska may be less inclined to treat Medicare
patients at lower reimbursement rates. A Pew
Research study revealed that that the expanded
telehealth available during the COVID-19
pandemic played a crucial role in the treatment
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of patients with opioid use disorder, especially
patients in rural areas who previously struggled
to receive adequate care.?’” Telemedicine across
state lines offers a pragmatic mechanism for
addressing this dilemma, as patients would have
an increased access via telehealth to consult
specialists in other states, especially when there
is a lack of access to a certain specialty within
their home state.

In addition to supporting physician well-being
and increasing access to care, telemedicine offers
a unique avenue to limit patient harm that may
otherwise occur in the in-person setting. The
COVID-19 pandemic provides a clear example
of the role played by telehealth in reducing
human contact, and therefore, reducing the risk
of contracting additional infections.?®?° Qutside
of pandemics, healthcare-related infections
represent approximately 1.7 million infections
per year and nearly 99,000 deaths.’° Additional
studies have shown that as much as 40% of
infections that originate in hospitals are a result
of cross-infections from contaminated surfaces
transmitted via medical professionals

to patients.’!

Time and cost savings

Time and cost benefits related to travel can
serve as a major source of savings when using
telemedicine.>? The Texas Department of
Criminal Justice saw transportation expenses
related to medical services for their inmates
decrease by $350 per visit when they began
using telehealth, resulting in a savings of over
$3 million in 1 year.3* The VAs healthcare
system projected transportation costs for
veterans to and from VA medical facilities at
about $1 billion in 2015.3* As a result of using
telemedicine, the VA reduced travel distance
and time by an average of 145 miles and 142
min per visit from 2005 to 2013, leading to a
yearly savings of $63,804 in 2013.3

Time-related savings via telemedicine are
applicable in both rural and urban areas. The
urban city of Los Angeles is ranked as the most
traffic-congested city in the United States.’> A
research study showed that ‘Angelenos spent an
average of 102 h [in 2016] in traffic jams during
peak congestion hours, costing drivers $2,828
each and the city $19.2 billion’. Recent research
on postoperative pediatric care concluded that
that travel and wait time constituted 98.4% of
total time for in-person visits, which, in turn, led
to in-person visits being characterized by an
opportunity cost of $23.75 per minute versus
$1.14 in the case of a virtual visit.*¢

Geographic limitations

There are wide disparities in healthcare
utilization and outcomes between rural and urban
residents. Because Medicare has limited the
originating site solely to rural HPSAs, telehealth
services provided in highly populated urban areas
were ineligible for reimbursement.'> A 2017
Health Affairs blog highlighted how ‘Medicare
payment policies target geography, and therefore
do not focus on the real problem, which is
access’.’” A 10-state study of 11,347 patient calls
found that while rural patients were offered
appointments 80% of the time, urban patients
were offered appointments only 60% of the time.
Furthermore, 69% of uninsured rural patients
said they had a regular source of care compared
with only 51% of uninsured urban patients. Also,
21% of rural patients said that they had delayed
care compared with 32% of urban patients who
felt they had delayed care.?” Access to care is
usually presented as a problem only for rural
areas; however, data suggest that urban areas
should not be left out of the conversation.’® A
study analyzing 203 orthopedic practices in
North Carolina revealed that rural practices were
8% more likely than urban practices to offer
appointments to Medicaid patients.
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Based on the above information, reimbursement
policies could incorporate restrictions based on
access to care, not on geography. Reimbursing
telemedicine in urban areas would likely result in
an increase in the use of telemedicine.* This may
increase quality of care through treatment at
earlier stages of diseases. A 2019 study of
synchronous telemedicine visits found that 16%
of 650 patients would have ‘done nothing’ if they
did not have access to telemedicine. Moreover,
74% of the patients saw their issues resolved via
the telemedicine visit.*

Apart from the temporary relaxations granted
during the COVID-19 pandemic, precedents exist
within Medicare for waivers of geographic
restrictions to foster better access to care for
certain beneficiaries. CMS removed originating
site geographic restrictions for practitioners
furnishing monthly home dialysis end-stage
renal disease (ESRD) related medical evaluations
to hospital-based and critical access hospital
(CAH) based renal dialysis centers, renal dialysis
facilities, and beneficiary homes.!? In addition,
with the passing of the Bipartisan Budget Act in
2019, several originating site limitations were
lifted for patients seeking diagnosis, evaluation,
or treatment of an acute stroke. !

State preference for local procurements

The debate on interstate service provision exists
in many sectors other than health care. One of
the examples is preference given to local bidders
by state governments in awarding contracts for
products and services. Such policies are praised
by some observers for creating more local jobs
and ensuring that tax revenues are reinvested
within the state. Others criticize this structure for
potentially stifling vendor competition, reducing
the incentive for local businesses to provide the
best quality, and placing a financial burden on
taxpayers.*® Currently, 37 states have reciprocal
laws, which require public contracting agencies

to add a percent increase to every out-of-state
business’s bid price equal to the percent of
preference given to local businesses by the
other state.*!

Local procurement policies in Alaska dictate that
a ‘5.0% preference is applied to the price in the
bid of an Alaska bidder’ and a “15% preference is
applied to the price in the bid of an Alaskan
bidder offering services through an employment
program’.*? This tilts the balance in favor of
in-state companies.

If these local preference laws were extended to
telehealth, services rendered by physicians in
Mississippi would still cost less than the rates
payable to Alaskan physicians for nine of the
10 codes analyzed. Furthermore, it should be
noted that the federal government does not allow
states to implement local preference laws on
projects funded by federal dollars.*3 Because
Medicare is federally funded, one could argue
that local preference laws are not applicable
when considering interstate telehealth services
funded by Medicare.*

COVID-19

On January 31, 2020, the United States Secretary
of Health and Human Services declared the
COVID-19 pandemic a public health
emergency.* The Trump administration passed
The CARES Act that temporarily removed
long-standing restrictions on the use of telehealth
services for the Medicare population.*® The
patient’s home became an eligible originating
site, enabling patients to receive care without
leaving their home and providers being
reimbursed at the rate as if the visit occurred in
person. In addition, physicians became
temporarily free to practice telehealth in any US
state regardless of their licensure. The CARES
Act also made it possible for Medicare
beneficiaries to receive care from a physician
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without having a prior relationship with
that doctor, increasing access to care during
stay-at-home orders.*¢

In a June 2020 letter to Congress, healthcare
leaders highlighted that the changes to
telehealth policy during the COVID-19
pandemic ‘allowed 46 percent of Americans to
replace a cancelled healthcare visit with a
telehealth service’.*” Among the four critical
issues addressed in the letter, the authors urged
policymakers to remove restrictions on the
location of the patient to allow both rural and
urban Medicare beneficiaries to be eligible to
receive telehealth services.*

In the array of related bills introduced in
Congress since the pandemic, the Advancing
Telehealth Beyond COVID-19 bill aims to keep
the barriers low for Medicare beneficiaries to
receive telehealth beyond the COVID-19
pandemic.*® The bill proposes the removal of
originating site and geographic limitations for
telehealth under Medicare. The common goal of
these bills is to ensure that Medicare beneficiaries
have an increased access to quality care at an
affordable cost via telemedicine.*

The private insurer ecosystem shows mixed
reactions toward maintaining COVID-related
relaxations after the pandemic. The Blue Cross
Blue Shield of Tennessee has stated that
telehealth claims submitted during COVID-19
have been 18 times greater than that in 2019, and
that it will continue its in-network coverage of
telehealth permanently.* In contrast, several
other private insurance companies plan to

return to pre-COVID procedures.*

Any continuation of pandemic-related telehealth
relaxations needs to be objectively analyzed in
terms of the impact on the clinical outcome and
quality of care. A recent study of outpatient

cardiovascular telemedicine care during the
pandemic shows that racial, gender, income, and
age inequities were actually compounded
compared with in-person treatment.>’ By virtue
of being based in technology, telehealth creates a
digital divide between racial and socioeconomic
groups, and the populations lacking digital
literacy tend to correlate with older, less
educated, people of color.’'3? Furthermore,
children of color are 16% less likely to have
computer access in their homes compared with
white children.>!

Licensing of physicians and privacy of patient
records

One of the most commonly noted barriers to
telehealth is physician licensure, leading to the
consideration of diverse options, including multi-
state licenses, mutual recognition of individual
licenses across states, and federal licenses (53-55).
While the Interstate Medical Licensure Compact
has paved the way for increased interstate
collaboration to increase the use of telemedicine,
still fewer than 30 states are involved.>
Furthermore, the Interstate Medical Licensure
Compact does not eliminate the need for a
physician to apply in every state where his or her
patients may be. It just facilitates those applications.

One of the solutions to licensure barriers is for
the federal government to play the lead role in
telemedicine licensure.’” The VAs policy on
interstate licensure serves as a precedent.’
Another is to emulate the example of the
drivers’ license, which is issued at the state
level, yet allows licensed drivers to drive in any
state in the United States.’® Abroad, Canada is
considering a national physician license.>
Australia has already implemented a national
license and has received criticism for it being
created too quickly without addressing flaws
related to cost of licensure and inadequate
treatment of physician misconduct.®-¢!
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Physician misconduct requires attention when
formulating an interstate licensure framework.
When a physician has committed an act that
requires disciplinary action, the medical board
within the concerned state or territory can restrict
the physician’s license to varying extents, most
severely by revoking the license entirely, banning
the physician’s practice of medicine in that
state.%? Cases of doctors losing a license in one or
more states and later obtaining a license in
another state and continuing to practice medicine
raise serious concerns.®*%* A study revisited the
outcomes of cases where physicians had been
disciplined for sexual misconduct toward
patients, and it was concluded that 39.9% of
these physicians continued to be licensed in ‘1 or
more of the jurisdictions that originally
sanctioned them’.%® This disparity in state laws
on medical licensure should be addressed prior to
implementing a permanent interstate system that
relies on a robust nationwide list of doctors who
have been disbarred or otherwise disciplined.

Interstate practice of telemedicine also raises
issues related to Health Insurance Portability

and Accountability Act of 1996 (HIPAA) and
patient privacy. Concerns include confidentiality
regulations that lack standards and clarity
regarding patient consent, ownership of data, as
well as the patients’ role in determining how their
data can be utilized, and the potential creation of
a nationwide standard for electronic record
(66—68). When the US federal government
announced the temporary lifting of restrictions
related to telemedicine, the media highlighted
that doctors could treat patients located anywhere
in the country, and that medical records could be
freely transferred, as violations of HIPAA would
not be prosecuted.® Under HIPAA, ‘state laws
that are contrary to the federal law will be
preempted by HIPAA’, meaning that if the state’s
privacy laws are different than the federal law,

then the federal law will be used, except in the
case where the state law is more stringent than the
federal law.”>’! The unilateral temporary
suspension of federal HIPAA regulations meant
that the diverse array of dissimilar state laws
became fully applicable, thereby creating
confusion and increasing the barrier for
physicians to assist patients located in other parts
of the country. Gradually, the state governments
followed the example set by the federal
government in suspending their respective
regulations. However, this sets a dangerous
precedent for potential misuse of patient
information and violation of privacy of pictorial,
numerical, and textual data. At the minimum, a
baseline of standards should apply during and
after the COVID-19 pandemic to provide
confidence to patients about ensuring adequate
patient privacy in interstate telehealth services
provided with the assistance of electronic health
information exchanges and other traditional and
innovative mechanisms.”

CONCLUSION

Telehealth has been a major actor in mitigating the
COVID-19 pandemic in the United States, partly
because several barriers to the use of telehealth
services were temporarily suspended to foster
increased access to care in a manner that limited
personal contact and conformed to social distancing
measures during the pandemic.?® The temporary
suspension of regulations enables patients from any
area, not just rural areas, to receive care through
telehealth modalities from physicians located in
any state and for these physicians to receive
Medicare payments.”® This report argues that the
Medicare coverage of interstate telehealth should
not be limited only to the COVID-19 pandemic.
Such coverage can benefit more people, may save
time and money, and could provide an increased
access to care for the Medicare population. At the
same time, the issues of confidentiality of patient
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health information, patient safety, physician
accountability, and licensure regulations need to be
strategically incorporated and addressed in the
nationwide framework of organizations
participating in Medicare. The current stopgap
framework for interstate telehealth that has
emerged as a result of COVID-19 and the
CARES Act needs to be replaced by an approach
that incorporates adequate measures to minimize
the likelihood of patient harm across state lines
through malpractice or through the disclosure of
their medical information. This two-pronged
approach of continuing Medicare coverage of
interstate telehealth, and concurrently addressing
the issues of quality of care and patient safety is
relevant in the current context and for the post-
pandemic phase.
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