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INTRODUCTION 
The COVID-19 outbreak has changed the way individuals live and work across the United States. The 
health care industry, in particular, has made a significant pivot to providing services via 
telecommunications technologies, referred to as telehealth or telemedicine. Adoption of telehealth 
allows providers to limit in-person interaction and residents to follow social distancing guidelines and 
stay-at-home orders, while still ensuring access to care and continuity of health care services. Both the 
federal government and state governments quickly responded by issuing new policies and guidance to 
support the uptake of telehealth by providers and patients. The private sector, too, has responded with 
greater flexibility for the use of telehealth. These changes to telehealth policies have the potential to 
expand access to health care overall in both urban and rural areas not only during the emergency, but 
afterwards, as well. This report provides an overview of telehealth, reviews recent changes due to the 
COVID-19 emergency, summarizes how the changes implemented in response to the COVID-19 outbreak 
facilitated its expanded use in rural areas, and presents options for sustaining these changes once the 
public health emergency ends. 
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BACKGROUND  

Definitions  
 
The Health Resources and Services Administration defines telehealth as “”the use of electronic 
information and telecommunication technologies to support long-distance clinical health care, patient 
and professional health-related education, public health, and health administration.”1 Telemedicine is 
often used as a subset of telehealth specific to clinical diagnosis and treatment. Recently, telehealth has 
become a more common umbrella term to capture services and fields that may not have been 
traditionally considered telemedicine.  
 
Other important telehealth definitions relate to location and modality: 

Location  
• Distant site: where the practitioner providing health care services is located 
• Originating site: where the patient receiving services is located 
• Presenting site: an originating site where a patient is located with a health professional who is assisting in 

presenting the case to the distant-site provider 
Modality  

• Live (synchronous): services provided through live, real-time video and audio connection 
• Store-and-forward (asynchronous): encounters recorded and forwarded to the distant site-provider to review at a 

different time 
• Remote patient monitoring: technology that collects patient health data remotely and transmits it to their health 

care provider 
• Mobile health: telehealth supported by mobile communication devices, like phones and tablets. This includes a 

wide array of methods such as apps or texting2 
• Direct to consumer: patient initiated on-demand telehealth visits with providers,3  such as a phone hotline or 

website that can connect patients with providers at any time and store-and-forward follow up calls 

 
Types of Telehealth Services  
 
In addition to visits with traditional health care providers, telehealth can also be used to provide a 
variety of remote health services, including tele-dentistry, tele-behavioral health, physical and 
occupational tele-therapy, home telehealth, chronic disease monitoring and management, disaster 
management, and consumer and professional education.1 Services can be provided via computer 
teleconferencing software (i.e., Zoom), mobile phone applications (i.e., TeleDoc), or audio only 
connections (i.e., a telephone call). 
 
Telehealth Policies Prior to COVID-19  
 

Medicare  
Telehealth policies in the United States differ by jurisdiction and payer. Nationally, much of telehealth 
policy is set by Medicare’s rules for reimbursement. Historically, Medicare telehealth policies were 
designed to increase access in rural areas only. Except for the COVID-19 pandemic, originating sites for 
telehealth services must be located in a Health Professional Shortage Area (HPSA), as defined by the 

 
1  Health Resources and Services Administration. (2021). Telehealth Programs. https://www.hrsa.gov/rural-health/telehealth  
2  Center for Connected Health Policy. (2021). About Telehealth. https://www.cchpca.org/about/about-telehealth. 
3  Mehrotra A, & Uscher-Pines L, & Lee M.S. (2017). The dawn of direct-to-consumer telehealth. Rheuban K, & Krupinski E.A.   
   (Eds.), Understanding Telehealth. McGraw- Hill. 
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Health Resources and Services Administration (HRSA), or in a county that is outside of a Metropolitan 
Statistical Area (MSA), as defined by the U.S. Census Bureau. This policy was altered slightly in 2014, 
when HPSAs were redefined to include any rural census tract as defined by the Federal Office of Rural 
Health Policy (FORHP). This change allowed originating sites to be located in some areas that previously 
had been excluded because they were in an MSA. HRSA maintains an eligibility tool that can be used by 
anyone to determine if their originating site is covered by Medicare. In addition to the geographic 
restrictions for originating sites, Medicare usually only covers telehealth services provided at the 
following originating sites: 

• Provider offices 

• Hospitals 

• Critical Access Hospitals (CAHs) 

• Rural health clinics (RHCs) 

• Federally Qualified Health Centers (FQHCs) 

• Skilled nursing facilities 

• Community mental health centers 

• Hospital-based or Critical Access Hospital-based renal dialysis centers 
 
Some remote communication technology facilitated services are not considered telehealth, and 
therefore, the above restrictions do not apply: 

• Brief virtual check-ins with a provider 

• Remote evaluation of pre-recorded patient information 

• Interprofessional internet consultations 

• Patient communications through a provider’s online portal 
 
In addition to these services, FQHCs and RHCs are allowed to bill for chronic care case management 
provided through remote consultation. As with the services above, this service is not considered 
telehealth when provided by FQHCs and RHCs. However, although FQHCs and RHCs can bill for services 
as an originating site, outside of the COVID-19 public health emergency, they cannot bill for services 
provided as a distant site. Moreover, Medicare does not cover store and forward, direct to consumer, or 
audio only telehealth services. Finally, Medicare will only pay for a limited set of service codes. The most 
recent list can be found here. Despite these restrictions, it should be noted that Medicare Advantage 
plans are allowed to cover telehealth services without the location, site, and service restrictions 
described above. Although many different plans are available, considering that 39% of all Medicare 
beneficiaries are enrolled in Medicare advantage plans, many Medicare beneficiaries may be 
advantaged by these looser restrictions. In fact, 77% of Medicare Advantage plans offer telehealth 
services not typically covered by traditional Medicare.4 In addition to Medicare Advantage, some 

 
4 Freed, M, Damico, A, & Neuman, T. (2021). A Dozen Facts about Medicare Advantage in 2020. Kaiser Family Foundation. 
  https://www.kff.org/medicare/issue-brief/a-dozen-facts-about-medicare-advantage-in-2020/  

https://data.hrsa.gov/tools/medicare/telehealth
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
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exceptions are made for end stage renal disease, acute stroke treatment, and substance use or co-
occurring mental health disorders.5  
 
Medicaid  
Unlike Medicare, which is exclusively a federal program, Medicaid is a joint state and federal program, 
with states establishing many of the policies for their particular programs. Therefore, telehealth policies 
vary widely by state and cannot be thoroughly covered within this report on a state-by-state basis. 
However, there are many policies that most states have in common and those will be covered here. 
Medicaid programs in all 50 states and Washington, D.C. now reimburse for some kinds of live video 
telehealth services; however, only 18 programs reimburse for store and forward services, and only 21 
programs reimburse for remote patient monitoring. In addition, unlike Medicare, most state programs 
do not restrict telehealth services to rural locations, and 18 states cover store and forward services. All 
state Medicaid programs impose restrictions for these service with the most common being limitations 
on the types of originating sites, often prohibiting reimbursement when the patient’s home is the 
originating site. However, since the inception of the COVID-19 emergency, 27 states and Washington, 
D.C. permanently changed their Medicaid policies to allow a patient’s home to serve as the originating 
site. Moreover, 26 states and Washington, D.C. specifically allow reimbursement for telehealth services 
delivered in school settings. Other common restrictions cover the types of specialty services that are 
covered, the codes that are covered, and the types of providers that can be reimbursed.6 
 
Private Insurance  
Forty-three states have their own telehealth or telemedicine laws that control the reimbursement for 
telehealth services by private payers in their states. Most provide that any telehealth service that is also 
available in person be covered, but only five states provide for reimbursement parity. Most states do 
not allow prescriptions to be written based solely on an online questionnaire. These states require a 
physical exam prior to issuing a prescription, and some of those states allow the physical exam to be 
conducted via telehealth modalities. Due to the opioid epidemic, some states relaxed these 
requirements for the prescribing of medication-assisted therapy, such as methadone. A recent 
legislative trend is for states to task their professional boards, such as the board of medicine or the 
board of nursing, with issuing practice standards for providers who use telehealth.5 Direct-to-consumer 
telehealth services have also expanded in recent years with many employer-sponsored insurance plans 
partnering with a provider, such as Teledoc, to provide on demand services to their members. However, 
not all insurance plans cover direct to consumer telehealth.2 In addition, many states are part of 
interstate compacts that allow out-of-state providers to render telehealth services so long as they are 
licensed in a state that is part of the compact. For example, 28 states, Washington, D.C., and Guam are a 
part of an interstate medical licensure compact.5 In addition to these state laws and regulations, private 
insurance companies have reimbursement policies for telehealth that vary by payer, state, and policy. 
More information on specific state telehealth policies can be found here. 
 

Rural Health Disparities  
 
While quality of life is perceived by many to be better in rural communities, rural residents in the United 
States have less access to health-enhancing conditions and worse health outcomes than their urban 
counterparts. All-cause mortality rates are higher in rural communities, especially for the five national 

 
5 Center for Connected Health Policy. (2021). National Policy: Telehealth and Medicare. https://www.cchpca.org/telehealth-policy/telehealth 
  and-medicare.  
6 Center for Connected Health Policy. (2020). At a Glance: State Telehealth Laws and Reimbursement Policies. Retrieved from 
  https://www.cchpca.org/sites/default/files/2020-10/StateTelehealthLawsandReimbursementPolicies%20FALL%202020%20.pdf  

https://www.cchpca.org/sites/default/files/2020-10/CCHP 50 STATE REPORT FALL 2020 FINAL.pdf
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leading causes of death — heart disease, cancer, unintentional injury, lower respiratory disease, and 
stroke — with these disparities widening over the past decade.7 As with other health disparities, the 
causes of mortality are complex. It is well documented that rural residents have greater risk factors for 
chronic disease due to lack of access to preventative care as compared to urban residents For example, 
smoking and other tobacco use are more common in rural areas,8 heavy drinking is more common, 
physical activity is less common, and a higher proportion of the population is obese. Finally, rural 
residents generally have less access to health care, especially to specialty providers, than their urban 
counterparts do.9 Financial strain and resulting closures of rural hospitals, as well as fewer doctors per 
capita, can make accessing care difficult.10  
 
It is also important to note that rural health disparities are exacerbated for racial and ethnic minorities 
living in rural areas, leading to further health inequities.11 For example, rural black populations tend to 
be older and haver higher rates of underlying health conditions, such as diabetes, obesity, and high 
blood pressure than their white rural counterparts.12 Rural minorities are also less likely to have a 
regular health care provider than white rural residents.13 With 94% of rural black Americans living in the 
rural South, an area with already limited access to health care services and greater rates of underlying 
health conditions, it is likely that observed racial disparities in COVID-19 infections and deaths will be 
even more dramatic in Southern rural communities.12 Therefore, telehealth has become an important 
tool to expand access to health care services in rural areas and to overcome existing inequities within 
rural communities, both goals that  have become even more important during the COVID-19 emergency. 
 
  

 
7  Garcia, M. C., Faul, M., Massetti, G., Thomas, C. C., Hong, Y., Bauer, U. E., & Iademarco, M. F. (2017). Reducing potentially excess deaths from 
    the five leading causes of death in the rural United States. Morbidity and Mortality Weekly Report, 66(2), 1-7. 
8   Roberts, M. E., Doogan, N. J., Stanton, C. A., Quisenberry, A. J., Villanti, A. C., Gaalema, D. E., . . . Higgins, S. T. (2017). Rural versus urban use 
    of traditional and emerging tobacco products in the United States, 2013-2014. American Journal of Public Health, 107(10), 1554-1559. 
9   Summers-Gabr, N. M. (2020). Rural-urban mental health disparities in the United States during COVID-19. Psychological Trauma: Theory, 
    Research, Practice and Policy, 12(S1), S222-S224. 
10 Douthit, N., Kiv, S., Dwolatsky, T., & Biswas, S. (2015). Exposing some important barriers to health care access in the rural USA. Public Health, 
    129(6):611-620. 
11 Apostolopoulos, Y., Lemke, M. K., Hosseinichimeh, N., Harvey, I. S., Lich, K. H., & Brown, J. (2018). Embracing Causal Complexity in Health   
    Disparities: Metabolic Syndemics and Structural Prevention in Rural Minority Communities. Prevention science: the official journal of the  
    Society for Prevention Research, 19(8), 1019-1029. doi:10.1007/s11121-018-0924-3 
12 Zahnd, W. E. (2020). The COVID-19 Pandemic Illuminates Persistent and Emerging Disparities among Rural Black Populations. The Journal of  
    rural health: official journal of the American Rural Health Association and the National Rural Health Care Association. doi:10.1111/jrh.12460 
13 James, C. V., Moonesinghe, R., Wilson-Frederick, S. M., Hall, J. E., Penman-Aguilar, A., & Bouye, K. (2017). Racial/Ethnic Health Disparities  
    Among Rural Adults - United States, 2012-2015. Morbidity and mortality weekly report. Surveillance summaries (Washington, D.C.: 2002),  
    66(23), 1-9. doi:10.15585/mmwr.ss6623a1 
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TELEHEALTH POLICIES DURING COVID-19 EMERGENCY  

Medicare  
 
On March 17, 2020, in response to the Federal Government’s public health emergency declaration, the 
Centers for Medicare and Medicaid Services (CMS) expanded the types of services that could be 
provided for Medicare beneficiaries via telehealth to include regular office visits, mental health 
counseling, and preventive health screenings. In addition, telehealth services can be provided to 
beneficiaries regardless of location and setting, allowing originating sites to now include a patient’s 
home. Providers also have been given flexibility to waive cost-sharing for telehealth services. 
Furthermore, telehealth visits are now reimbursed at the same rate as in-person visits during the 
emergency.14 
 
In addition, in response to new provisions of the CARES Act (Pub.L. 116-136), on April 30, 2020, CMS 
announced several other changes to the Medicare program, including changes to its rules for telehealth 
services for the rest of the COVID-19 emergency. These changes include:  

• Expanding the types of providers who can bill for telehealth services to include allied health 
professionals, such as physical, occupational, and speech therapists  

• Allowing hospitals to bill for services provided remotely by hospital-based practitioners  

• Allowing evaluation and management services to be provided by audio-only telephone visits in 
addition to by video conferencing  

• Increasing payments for audio-only telephone visits between practitioners and patients to equal 
those for similar office visits  

• Approving additional telehealth provider categories via informal guidance, rather than the rule-
making process, to speed up the process of adding necessary services  

• Allowing payments to FQHCs and RHCs that serve as distant sites for telehealth visits (previously 
they could only serve as originating sites)15 

 
In addition, to these changes, section 3704 of the CARES Act (Pub.L. 116-136) enhances telehealth 
services for FQHCs and RHCs for Medicare beneficiaries during the public health emergency: 

• Payments for services are to be reimbursed based on a composite rate similar to the national 
average payments rates applicable to comparable telehealth services under the Medicare 
Physician Fee Schedule. 

• Costs associated with telehealth services shall be excluded when determining amounts of 
payments for FQHCs under the prospective payment system and RHC all-inclusive rate 
payments. 

 
The Consolidated Appropriations Act of 2021 (CAA; Pub. L. 116-260), passed on December 21, 2020, 
created a new payment designation for Critical Access Hospitals or other rural hospitals with fewer than 

 
14 Centers for Medicare and Medicaid Services. (2020). Medicare Telemedicine Health Care Provider Fact Sheet. Retrieved from 
   https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet  
15 Centers for Medicare and Medicaid Services. (2020). Trump Administration Issues Second Round of Sweeping Changes to Support U.S. 
    Healthcare System During COVID-19 Pandemic. https://www.cms.gov/newsroom/press-releases/trump-administration-issues-second-round 
    sweeping-changes-support-us-healthcare-system-during-covid. 
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50 beds. These Rural Emergency Hospitals (REH) were added as eligible originating sites for Medicare 
telehealth reimbursement. Existing Medicare restrictions on provider type and allowable services still 
apply, and an REH will still have to satisfy Medicare’s requirement that originating sites must receive 
HRSA’s rural classification in order to bill for services. The CAA also allows diagnosis, treatment, and 
evaluation of mental health disorders regardless of geographic location via telehealth; this change will 
become permanent once the COVID-19 emergency ends. Moreover, Medicare beneficiaries can now 
receive most telehealth mental health services in their homes, including counseling, psychotherapy, and 
psychiatric evaluations. To access these services, eligible patients must have an existing relationship 
with the provider, defined as having at least one in office visit with that provider in the previous six 
months. This requirement does not apply to patients eligible under previous rules for eligible originating 
sites in rural areas.16 
 
It should be noted that Medicare billing generally requires a modifier or change in place of service to 
indicate that the service was provided via the telehealth modality. A list of allowable telehealth 
Medicare billing codes during the COVID-19 emergency (updated January 14, 2021) can be found here. 
 
These changes have resulted in a large uptake of telehealth services among Medicare beneficiaries. Prior 
to the COVID-19 emergency, Medicare telehealth visits totaled approximately 13,000 per week. In the 
three months after the emergency declaration, 9 million Medicare beneficiaries (almost 700,000 per 
week) received services through telehealth. During this time period, approximately 22 percent of rural 
Medicare beneficiaries, and 30 percent of urban Medicare beneficiaries, used telehealth. In addition 
among nursing home residents who received health services during this time period, 26 percent did so 
via telehealth. Finally, it is estimated that nearly one third of Medicare beneficiaries who received 
telehealth services did so via audio only media.17 
 
Medicaid 
 
Section 1135 of the Social Security Act (42 U.S.C. § 1320b-5) allows the HHS secretary to waive certain 
requirements for health care providers in Medicaid and the Children’s Health Insurance Program1 on a 
state-by-state basis during a declared national and public health emergency. In order for this option to 
be available to states, (1) the president of the United States must have declared a national emergency 
pursuant to the National Emergencies Act (50 U.S.C. § 1601 et seq.) or the Stafford Disaster Relief and 
Emergency Assistance Act (42 U.S.C. § 5121 et seq.) and (2) the HHS secretary must have declared a 
public health emergency for a geographic region that includes the state in question pursuant to the 
Public Health Services Act (42 U.S.C. § 201 et seq.). The declarations on March 13, 2020, by the Federal 
Government satisfied these requirements for all 50 states and the District of Columbia (D.C.). Since then, 
all states and D.C. applied for and received approval of an 1135 waiver for each of their Medicaid 
programs. 
 
The provisions of 1135 waivers vary by state, but most contain all or some of the following changes 
pertaining to telehealth: 

 
16 Center for Connected Health Policy. (2021). CCHP Fact Sheet: Telehealth Provisions in the Consolidated Appropriations Act, 2021 (HR 133). 
    Retrieved from https://www.cchpca.org/sites/default/files/2021-01/Appropriations%20Act%20HR%20133%20Fact%20Sheet%20FINAL.pdf  
17 Verma, S. (2020, July 15). Early Impact of CMS Expansion Of Medicare Telehealth During COVID-19. Health Affairs Blog.    
    https://www.healthaffairs.org/do/10.1377/hblog20200715.454789/full/  

https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
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• Allowing licensed out-of-state providers to provide care during the emergency to Medicaid 
members and to be reimbursed, even if they are not licensed to practice in the member’s state 

• Allowing home health assessments to be conducted via video media 

• Allowing hospice evaluations to be conducted via video media 

• Allowing telehealth supervision of self-administration for individuals receiving opioid 
maintenance treatment and who have been allowed take-home medications due to the 
emergency  

• Temporarily suspending the application of sanctions and penalties arising from noncompliance 
with Health Insurance Portability and Accountability Act (HIPAA) requirements, as has been 
done for Medicare  

 
1135 waivers are good for the duration of the emergency, which is currently set to end on April 21, 
2021, but will likely be extended for the remainder of 2021.18 
 
States have made other telehealth policy changes for their Medicaid programs in response to the COVID 
emergency. These vary by state, but the most common changes include: 

• Expanding eligible originating sites 

• Expanding the types of providers who can bill for telehealth services 

• Expanding eligible telehealth services 

• Allowing audio only telehealth visits19 
 
Details on these and other telehealth related changes in every state can be found here. In addition, the 
CARES Act has funded two licensure resources for providers: one for physicians and another for 
psychologists, social workers, and physical and occupational therapists. 
 
As with Medicare, the changes in Medicaid telehealth policy in all states have resulted in significant 
increases in the use of telehealth services by Medicaid beneficiaries. According to CMS, during the first 
three months of the COVID-19 emergency, more than 34.5 million services were delivered to Medicaid 
beneficiaries via telehealth, a 2,600 percent increase over the same period in 2020. Telehealth-delivered 
services were highest among adults age 19-64, followed by children and older adults. Service rates 
varied by state.20 
 
Other Policy Changes: HIPAA and DEA  
 
Because some of the technologies used for telehealth services may not comply with the privacy and 
security rules contained in the HIPAA (Pub.L. 104-191), the HHS Office for Civil Rights, charged with 
HIPAA enforcement, will use its enforcement discretion and not assess penalties for HIPAA violations 
against providers who, in good faith, are providing telehealth services during the COVID-19 emergency. 
Furthermore, a provider can use any nonpublic-facing platform to provide telehealth services without 

 
18  Secretary of Health and Human Services. (2021). Letter to Governors. Retrieved from https://ccf.georgetown.edu/wp-   

content/uploads/2021/01/Public-Health-Emergency-Message-to-Governors.pdf  
19  Center for Connected Health Policy. (2021). COVID-19 Related State Actions. https://www.cchpca.org/covid-19-related-state-actions.  
20  Centers for Medicare and Medicaid Services. (2020). Services Delivered via Telehealth Among Medicaid & CHIP Beneficiaries During COVID-   
    19: Preliminary Medicaid & CHIP Data Snapshot, Services through June 30, 2020. Retrieved from: https://www.medicaid.gov/resources-for-     

states/downloads/medicaid-chip-beneficiaries-COVID-19-snapshot-data-through-20200630.pdf  

https://www.cchpca.org/covid-19-related-state-actions
https://www.providerbridge.org/
https://licensureproject.org/
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the threat of a HIPAA penalty. For example, a provider could use popular virtual platforms, such as 
Zoom, WebEx, or Facebook Messenger. However, platforms such as Facebook Live and TikTok are not 
allowed because they are public-facing. Providers should also be aware of their own state laws and 
guidance, which may be more restrictive than federal allowances. More information on the relaxation of 
HIPAA provisions for telehealth can be found here.  
 
Finally, because the public health emergency declaration for COVID-19 triggers the emergency 
provisions of the Controlled Substances Act (Pub.L. 91-513), the Drug Enforcement Administration (DEA) 
is allowing all Schedule II-V controlled substances to be prescribed via telehealth without a prior in-
person visit so long as the telehealth communication is conducted in real time via an audiovisual, two-
way interactive platform. More information on the DEA’s response to COVID-19, including telehealth, 
can be found here. 
 
Private Insurance 
 
As with Medicare and Medicaid, private insurance companies also responded to the COVID-19 
emergency by implementing additional flexibilities for telehealth. These vary widely by payer, state, and 
plan, but the most common policy changes include: 

• Eliminating cost-sharing for telehealth visits (38% of individual plans; 52% of group plans) 

• Allowing telehealth to be used for mental health and substance use visits (45% of individual 
plans; 33% of group plans) 

• Expanding mental health/substance use telehealth services and providers (24% of individual 
plans; 10% of group plans) 

• Establishing payment parity between in office and telehealth visits (32% of individual plans; 25% 
of group plans)21 

 
In addition to these changes, several private plans waived physical exam requirements for MAT 
prescriptions, such as methadone.4 More information on telehealth policy changes made by specific 
insurance companies can be found here. During the three months after the declaration of the COVID-19 
emergency, private insurance claims for telehealth visits rose 4,000 percent from the previous year. 
Despite these policy changes and the dramatic increases in use, some insurance companies have already 
started rolling back these flexibilities due to financial losses. For example, United Healthcare has 
reinstated copays and cost-sharing for telehealth appointments in many areas, and Anthem Blue Cross 
Blue Shield is only waiving cost-sharing for a patient’s first two telehealth appointments in a given 
year.22  

 
21  Hudman, J., McDermott, D., Shanosky, N., Cox, C. (2020). How Private Insurers are Using Telehealth to Respond to the Pandemic. Peterson 
     KFF Health System Tracker. Retrieved from https://www.healthsystemtracker.org/brief/how-private-insurers-are-using-telehealth-to-

respondto-the-pandemic/  
22  Mallow, J.A., Davis, S. (2020). Health insurers are starting to roll back coverage for telehealth – even though demand is way up due to COVID 

19. The Conversation. Retrieved from https://theconversation.com/health-insurers-are-starting-to-roll-back-coverage-for-telehealth-even 
though-demand-is-way-up-due-to-covid-19-147648  

https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.html
https://www.deadiversion.usdoj.gov/coronavirus.html
https://www.ahip.org/health-insurance-providers-respond-to-coronavirus-covid-19/
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TELEHEALTH GRANTEE SPOTLIGHTS 
Numerous health systems across the country have embraced the changes to telehealth rules brought on 
by the COVID-19 emergency to provide continuity of care for their patients during the public health 
emergency. The following are examples of how several Telehealth Network Grant Program (TNGP) 
grantees expanded their use of telehealth services during the emergency. 
 
Geisinger Health System  
 
Geisinger Health System is an integrated delivery system providing health care services to 3 million 
patients in Pennsylvania and New Jersey. Since the beginning of the COVID-19 emergency, Geisinger has 
expanded its coverage of telehealth for its patients and waived cost sharing for all telehealth 
appointments until May 23, 2021. During this time, Geisinger will cover telehealth visits for primary care 
and 72 specialties for numerous services, including physical exams, behavioral diagnosis, COVID-19 
testing, and routine visits for problems such as colds, allergies, diabetes, neurological conditions, or any 
problem that can be addressed virtually. So long as these are provided by an in-network provider, 
Geisinger will waive patient cost-sharing. To manage the increased demand for telehealth services, 
Geisinger has partnered with Teledoc to increase patient access to telehealth services.23 In recognition 
of its expansion of telehealth services, Geisinger was recognized as one of the top four telehealth 
innovation leaders in the United States at the Telehealth Innovation Forum held in Summer 2020.24 
More information on Geisinger’s COVID-19 response can be found here. 
 
Intermountain Healthcare  
 
Intermountain Healthcare is a large nonprofit health care system operating in the states of Utah, Idaho, 
and Nevada. Intermountain operates 23 hospitals, numerous clinics, and physician networks, as well as 
providing integrated managed care services through its SelectHealth network.25 Prior to the COVID-19 
emergency, Intermountain already created a robust telehealth network for urgent care, patient visits, 
and consultations between physicians. Since the beginning of the emergency in March 2020, 
Intermountain has invested heavily in telehealth infrastructure, such as the purchase of 600 computer 
tablets for use in hospitals and clinics to reduce face-to-face interactions in those facilities. In addition, 
the entire telehealth department pivoted to focus on training Intermountain’s providers to provide 
more services via telehealth. Intermountain facility emergency rooms are also using telehealth to 
provide a smoother transition for patients transferred to other hospital units. By early June 2020, only a 
few months into the emergency, Intermountain already logged 1 million telehealth appointments by 
over 5,000 health care providers.26 More information on Intermountain Healthcare can be found here. 
 
Marshfield Clinic Health System 
 
The Marshfield Clinic Health System is a nonprofit integrated health system in Wisconsin with over 1,200 
providers across 90 specialties and includes eight hospitals and 55 clinics throughout the state. Seeing 

 
23  Geisinger Health System. (2021). Coronavirus Information for Providers. https://www.geisinger.org/health-plan/providers/coronavirus  
24  Geisinger Health System. (2020). Geisinger recognized as top telehealth network in the U.S. Press Release. Retrieved from 
     https://www.geisinger.org/about-geisinger/news-and-media/news-releases/2020/09/04/20/47/geisinger-recognized-as-top-telehealth 
     network-in-the-us  
25  Intermountain Healthcare. (2021). About Intermountain. https://intermountainhealthcare.org/about/  
26  Roth, M. (2020). Intermountain Telehealth: A Million Virtual Connections and Counting. Healthleaders. Retrieved from 
   https://www.healthleadersmedia.com/innovation/intermountain-telehealth-million-virtual-connections-and-counting  

https://www.geisinger.org/health-plan/providers/coronavirus
https://intermountainhealthcare.org/about/
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over 328,000 unique patients each year, Marshfield is the largest private medical practice in Wisconsin. 
In addition to its hospitals and clinics, Marshfield also operates a health plan, as well as education and 
research programs.27 Prior to the telehealth emergency, Marshfield had a robust telehealth network in 
place, but only 150 of its providers were trained to use it. Within one week of the COVID-19 emergency 
declaration in March 2020, Marshfield trained all 1,500 of its providers. Marshfield also used $150,000 
in federal grant money to purchase iPads for health care workers to use in its facilities to avoid 
unnecessary movements from room to room. Telehealth visits are roughly the same cost as in-person 
visits and are reimbursed at the same level. From March 25 to June 1 of 2020, 60,000 patients were 
seen via telehealth. Of those, 57% were done via the telephone with the remainder done via video calls. 
As a comparison, in all of 2019, Marshfield only saw 12,500 patients through telehealth. This large 
increase in the use of telehealth has highlighted the need for expanded broadband access in rural parts 
of the state where many patients are unable to take advantage of its convenience.28 More information 
on the Marshfield Clinic Health System can be found here. 
 
ARcare 
 
ARcare is an FQHC network of more than 10 clinic sites that offers discounted health services on a 
sliding scale to patients in rural Arkansas, Kentucky, and Mississippi since 1986. ARcare offers a 
comprehensive set of medical services to patients from childhood through old age, including primary 
care, behavioral health, pharmacies, and community outreach programs.29 ARcare was already a leader 
in employing telehealth technology prior to the COVID-19 emergency. In 2016, ARcare began using text 
messaging to help their patients with diabetes and high blood pressure better manage their 
conditions.30 Since then, ARcare partnered with the University of Arkansas Medical School (UAMS) to 
create and sustain a comprehensive telehealth program to provide better access to their patients, 
especially those who live in isolated areas or who have limited transportation options. UAMS assists 
with technology, payment, and billing and trains ARcare staff.31 In response to the COVID-19 emergency, 
ARcare created an online virtual care portal where patients can schedule appointments and consult with 
providers. Providers, including physicians, nurses, dieticians, social workers, and pharmacists are trained 
to use the portal; available telehealth services include primary care, behavioral health, chronic care 
management, nutritional counseling, and substance use treatment, among others. ARcare also uses 
several telehealth tools in its offices to connect patients with remotely located specialists. More 
information on ARcare’s telehealth offerings can be found here.32 
  

 
27  Marshfield Clinic Health System. (2021). About Marshfield Clinic Health System. https://www.marshfieldclinic.org/about-us  
28  WisBusiness. (2020). Rural, urban health care systems promote telehealth and the broadband required to effectively use it. WisBusiness 

News. Retrieved from https://www.wisbusiness.com/2020/rural-urban-health-care-systems-champion-telehealth-and-the-broadband-
required-to-effectively-use-it/ 

29  ARCare. (2021). Our Story. https://www.arcare.net/our-story/  
30  Sullivan, S. (2016). ARcare ratchets up diabetes treatment with text messaging. Healthcare IT News. Retrieved from 

https://www.healthcareitnews.com/news/arcare-ratchets-diabetes-treatment-text-messaging 
31  Lippman, D. (2019). ARcare brings telemedicine to small, rural Arkansas cities. KTHV11. Retrieved from 

https://www.thv11.com/article/news/health/arcare-brings-telemedicine-to-small-rural-arkansas-cities/91-ad2b6629-c94f-4312-8a34-
9aabf76cf4b0  

32  ARCare. (2020). Important information about new telemedicine options from ARcare. https://www.arcare.net/important-information-about-
new-telemedicine-options-from-arcare/  

https://www.marshfieldclinic.org/about-us
https://www.arcare.net/important-information-about-new-telemedicine-options-from-arcare/
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TELEHEALTH LANDSCAPE CHANGES POST-COVID-19  
Medicare and Medicaid policy changes are applicable through the duration of the national public health 
emergency declaration. Without additional action or guidance from the state or federal governments, 
upon termination of the emergency declaration telehealth policies will revert back to those in effect 
prior to the COVID-19 pandemic.  
 
As providers continue to increase uptake and proficiency in providing care via telemedicine, there is 
concern that expiration and abrupt termination of current telehealth policies and payment rates will 
adversely impact practice and workflow and threaten sustainability as providers develop new business 
models that incorporate telemedicine as a core element. Recent declarations by the federal government 
to extend the public health emergency through September 2021, along with initiatives in Congress and 
CMS to permanently extend many of telehealth exceptions and allowances, have begun to pave the way 
for long-term transformation in the adoption and utilization of telehealth.33 
 
Medicare  
 
Medicare has already made several of its COVID-19 related telehealth changes permanent: 

• Allowing diagnosis, treatment, and evaluation of mental health disorders regardless of 
geographic location via telehealth11 

• Adding more than 60 services to the Medicare telehealth list and intending to cover these even 
after the COVID-19 emergency expires 

• Allowing inpatient beneficiaries, such as nursing home residents, to access emergency 
department visits, therapy visits, and critical care visits via telehealth 

 
Medicare still does not have the legal authority to pay for telehealth services in nonrural areas, but CMS 
announced a study of telehealth flexibilities provided during the COVID-19 emergency which will 
examine new opportunities for the expansion of telehealth services and coverage once the emergency 
period has passed. The results of that study may inform further changes to Medicare’s telehealth 
authority by Congress.34 
 
Medicaid 
 
When the COVID emergency ends, the telehealth flexibilities that state Medicaid programs acquired via 
the previously mentioned 1135 emergency waivers will also end. However, many of these changes can 
be made permanent through Medicaid state plan amendments (allow states to make changes to their 
Medicaid programs within the parameters of federal law), 1115 demonstration waivers (allow states to 
make changes to their Medicaid programs that would not normally be allowed under federal law), and 
changes to state laws. State Plan amendments can be used to expand the types of services that state 
programs cover via telehealth to the extent that they are already an option under current federal 
Medicaid regulations. Other changes, such as covering out of state providers, may require an 1115 

 
33  Desai, D., Hedges, A., Holloman, B., McLaren, S., Rencher, B., (2020). Telehealth and COVID-19: Provider innovations and the need to think   
     sustainably. Georgia Health Policy Center. Retrieved from https://ghpc.gsu.edu/download/telehealth-and-covid-19-provider-innovations-    

and-the-need-to-think-sustainably/ 
34  Centers for Medicare and Medicaid Services. (2020). Trump Administration Finalizes Permanent Expansion of Medicare Telehealth Services 
     and Improved Payment for Time Doctors Spend with Patients. Press Release. Retrieved from https://www.cms.gov/newsroom/press 
     releases/trump-administration-finalizes-permanent-expansion-medicare-telehealt h-services-and-improved-payment  

https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes
https://www.cms.gov/newsroom/press     releases/trump-administration-finalizes-permanent-expansion-medicare-telehealt h-services-and-improved-payment
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waiver because they would normally not be allowed under current Medicaid law and regulations. 
Finally, because every state Medicaid program is different and every state’s telehealth laws are 
different, permanent changes to a state’s Medicaid program may require changes to state law. CMS has 
already put together guidance for states for transitioning back to pre-COVID Medicaid policy, which can 
be found here. Note that this guidance is for Medicaid policy in general and not limited to telehealth. 
 
Private Insurance and Other Options 
 
Changes to HIPAA and DEA rules made for the COVID-19 emergency will expire when the emergency 
ends. Congress may choose to extend these for the purposes of expanding telehealth flexibilities, but 
that is not yet clear. Private insurance companies may also make many of their changes permanent, but 
as already mentioned, some are rolling back these changes due to costs. Changes made by private 
payers, if any, will vary by payer, state, and plan. Providers who expanded telehealth services in 
response to the COVID-19 emergency and subsequent Medicare, Medicaid, and private insurance policy 
changes can continue to use telehealth equipment purchased through grants and other funding during 
the emergency. They can also continue to offer an expanded set of telehealth services, but whether they 
will be covered by public or private payers, may require additional policy changes. It is expected, 
however, that some COVID-19 related telehealth changes will revert back to pre-pandemic status when 
the emergency ends. 
 
  

https://www.medicaid.gov/federal-policy-guidance/downloads/sho20004.pdf
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NEXT STEPS FOR TELEHEALTH PROVIDERS 
Moving forward it is important that telehealth providers stay abreast of the evolving policy landscape to 
strategically position their services and programs for long-term success. Providers who expanded 
telehealth services in response to the pandemic and related policy flexibilities should start thinking now 
about whether they want to continue to provide the same set of services after the COVID-19 emergency 
ends and how they will support them if they choose to do so. A periodic review of telehealth services 
provides an opportunity to assess progress across various strategies, determine what is working and 
what can be improved, and evaluate the effectiveness and impact of services to inform implementation 
and make course corrections. Telehealth providers should regularly scan federal and state policies 
relevant to their efforts like those outlined in this report, as well as other emerging ones, to consider 
various scenarios and the implications for their programs. This focus on program assessment, 
contingency planning, and sustainability of telehealth services can help organizations reflect on the need 
and demand for services, evaluate the efficacy of services, assess the policy and payment environment, 
and chart a path forward for expanded telehealth offerings. 
 
Decisions about how to shift a telehealth program from the urgent need to provide telehealth services 
during the public health emergency to a longer-term telehealth strategy have implications for patients 
and clients served, as well as staff and partners. To support these decisions, a sustainability planning 
process can help clarify the importance of a telehealth program for the provider organization and for the 
patients served. The planning process also allows providers, leadership, and other stakeholders to make 
informed decisions about the future of the program. It engages partners in assessing the continuing 
need, evaluating the program design and impact, and identifying ways to support the program for the 
long term. To assist telehealth providers with reflecting on and initiating a sustainability planning 
process, the Georgia Health Policy Center has created a list of questions (shown below) that 
organizations and telehealth providers can consider when thinking through what and how telehealth 
services will continue once the emergency has ended. These are questions that can be incorporated into 
a strategic discussion involving implementation staff, leadership, partners, and/or other stakeholders. 
By reflecting on and answering questions like these, even early on in program implementation, 
telehealth programs can adapt more effectively to take advantage of opportunities under this current 
landscape and better position themselves for long-term sustainability. 
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Questions to Consider for Sustaining Telehealth Services35 
 

Assessing Continuing Need  

r What led you to develop the program?  
r What factors indicated a need for the program?  
r How has that need changed? Is the need less or more intense? 
r Are the circumstances in the community, at your organization, or in the policy environment different now 

than when you began?  
r Based on your current understanding of the need, is there a reason to continue the current program as is, 

or should changes be made in the way services are being implemented?  
 
Evaluating Program Outcomes  

r To what extent were you able to accomplish what you planned to do?  
r Were we able to implement the services as envisioned? If yes, what has contributed to your success? If 

not, why not?  
r Are you having positive outcomes? If yes, what has contributed to this success? If not, why not?  
r What makes you most proud about what you have done?  
r What lessons have you learned?  

 
Telehealth as the “New Normal”  

Assessing the policy context and planning for multiple scenarios  

r If this pandemic response continues or is needed again in the future, what elements of the telehealth 
services can you continue to support?  

r Which elements of telehealth work and which do not work for your patient population?  
r What additional supports do your staff and providers need to offer for high-quality care?  
r In a situation where remote services are ideal, what telehealth services and funding resources can be 

leveraged?  
r How can you continue to keep abreast of developments in regulations and policies related to telehealth? 

How can you incorporate new information and new opportunities into planning and programming?  
r What data can you use to encourage stakeholders and potential funders to support telehealth services 

across the various scenarios?  

As you consider your telehealth program and its effectiveness over time, it is important to think about what might 
be needed for the positive outcomes to endure.  
 
Identifying dedicated resources (including financial, human, and other) to support the program: 

r What ongoing training will be required to maintain staff capacity, including when there are changes in 
personnel?  

r Will someone need to continue to facilitate meetings to continue the coordination of services?  
r Will expanded telehealth offerings require new staffing models with additional personnel?  
r How will equipment be maintained and serviced over the long term?  

 
  

 
35  Holloman, B., Phillips-Martinez, A. (2020). A sustainability how-to guide for providers of telehealth. Georgia Health Policy Center. Retrieved 

from https://ghpc.gsu.edu/download/a-sustainability-how-to-guide-for-providers-of-telehealth/  
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RESOURCES  
About Intermountain Healthcare: https://intermountainhealthcare.org/about/  
 
About Marshfield Clinic Health System: https://www.marshfieldclinic.org/about-us  
 
ARCare Telehealth Options: https://www.arcare.net/important-information-about-new-telemedicine-
options-from-arcare/  
 
COVID-19 State Actions: https://www.cchpca.org/covid-19-related-state-actions  
 
Current list of services payable under the Medicare Physician Fee Schedule when furnished via 
telehealth:  
https://www.cms.gov/Medicare/Medicare-General-Information/Telehealth/Telehealth-Codes  
 
DEA COVID-19 Information: https://www.deadiversion.usdoj.gov/coronavirus.html  
 
Federal efforts to support and promote telehealth: https://telehealth.hhs.gov/  
 
Geisinger Coronavirus Information for Providers: https://www.geisinger.org/health-
plan/providers/coronavirus  
 
Health Insurance Providers Respond to COVID-19: https://www.ahip.org/health-insurance-providers-
respond-to-coronavirus-covid-19/  
 
HIPAA Enforcement Discretion during the COVID-19 emergency: https://www.cchpca.org/covid-19-
related-state-actions  
 
HRSA’s Medicare Telehealth Payment Eligibility Analyzer: 
https://data.hrsa.gov/tools/medicare/telehealth  
 
Medicaid and CHIP Resources for COVID-19: https://www.medicaid.gov/resources-for-states/disaster-
response-toolkit/coronavirus-disease-2019-covid-19/index.html 
 
Medicare and Coronavirus: https://www.medicare.gov/medicare-coronavirus 
 
Multi-discipline Licensure Resource Project: https://licensureproject.org/  
 
National Telehealth Policy Resource Center: https://www.cchpca.org/ 
 
ProviderBridge: Mobilizing Health Care Professionals during COVID-19: https://www.providerbridge.org/  
 
Regional Telehealth Resource Centers (list with links): https://www.cchpca.org/about/national-
telehealth-resource-center-partners  
 
State Telehealth Laws and Reimbursement Policies: https://www.cchpca.org/sites/default/files/2020-
10/CCHP%2050%20STATE%20REPORT%20FALL%202020%20FINAL.pdf  
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