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Abstract
Reports, studies, and surveys have demonstrated telehealth

provides opportunities to make health care more efficient,

better coordinated, convenient, and affordable. Telehealth can

also help address health income and access disparities in

underserved communities by removing location and trans-

portation barriers, unproductive time away from work,

childcare expenses, and so on. Despite evidence showing

high-quality outcomes, satisfaction, and success rates (e.g.,

95% patient satisfaction rate and 84% success rate in which

patients were able to completely resolve their medical con-

cerns during a telehealth visit), nationwide adoption of tele-

health has been quite low due to policy and regulatory

barriers, constraints, and complexities.
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Introduction

R
eports, studies, and surveys have demonstrated tel-

ehealth provides opportunities to make health care

more efficient, better coordinated, convenient, and

affordable. Telehealth can also help address health

income and access disparities in underserved communities by

removing location and transportation barriers, unproductive

time away from work, childcare expenses, and so on.1–4 De-

spite evidence showing high-quality outcomes, satisfaction,

and success rates (e.g., 95% patient satisfaction rate and 84%

success rate in which patients were able to completely resolve

their medical concerns during a telehealth visit),5 nationwide

adoption of telehealth has been quite low due to policy and

regulatory barriers, constraints, and complexities.

Health care services delivered through telehealth and other

communications technologies are regulated at both the fed-

eral and state levels. Coverage and reimbursement policies

vary among the different payers/plans (e.g., Medicare, Med-

icaid, and private insurers) and may be defined by state tele-

health parity laws. Restrictions placed on provider

reimbursement have been cited as the number one barrier to

adoption.6,7 Licensure, privacy and security, remote pre-

scribing of controlled substances, and other related policy,

legal and regulatory matters are subject to myriad rules and

guidelines promulgated by various regulatory bodies (see

details below). However, with the arrival of the COVID-19

pandemic, the crisis triggered rapid federal and state-level

temporary policy changes that lifted many of the legacy

coverage and payment barriers and accelerated adoption

during the outbreak. With relaxed regulations, the number of

Medicare beneficiaries using telehealth skyrocketed in the

early weeks of the pandemic. According to Medicare claims

data, Centers for Medicare & Medicaid Services (CMS) re-

ported an increase in utilization of *12,000% in just a month

and a half between early March and mid-April 2020.8 As the
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pandemic took hold, many states also took action to expand

broad coverage and payment of telehealth services under

Medicaid and allow out-of-state providers to treat their resi-

dents using telehealth.9,10 Approximately 34.5 million tele-

health services were delivered to Medicaid and CHIP

beneficiaries from March through June 2020, which repre-

sents an increase of 2,632% compared with March through

June 2019.11 Commercial plans expanded their policies,

which also resulted in increased utilization with some plans

implementing payment parity, removing copays, and offering

telehealth services for free.9 CMS also allowed Medicare Ad-

vantage plans to add more telehealth benefits during the crisis

without going through the normal application review process.

Removing long-standing regulatory constraints on pay-

ment for telehealth services resulted in high adoption rates

across the nation during the COVID-19 pandemic. Yet, to be

prepared for any future pandemic, sustained adoption of tel-

ehealth is needed. Therefore, it is the opinion of the members

of this Think Tank that permanent policy changes that allow

broad coverage and payment of telehealth services, as well as,

cross-state licensing reforms are essential to incentivize pro-

viders to continue to invest in national telehealth and tele-

communications infrastructure. Policies that enable coverage

and payment parity for telehealth services should be im-

plemented in the short term beyond the public health emer-

gency (PHE) to allow time for adoption of telehealth services

to become sustainable. Furthermore, the COVID-19 pandemic

presents an exceptional opportunity for data collection and

analysis since it is the first broad implementation of tele-

medicine in the United States. For the first time, providers,

patients, and policymakers can see and measure the impact of

telemedicine on care delivery, health care access disparit-

ies, and cost. Keeping the current relaxation of restrictions

and payment parity for the short term (2–3 years) will allow

time to gather appropriate data to drive appropriate policy

development.

Building national infrastructure for providers to deliver

telehealth services will also provide the necessary framework

to keep businesses in operation, provide distance education,

and for other purposes during any future pandemic. In addi-

tion, a national infrastructure will foster health and digital

equity and transformation of the health care system from fee-

for-service to value-based care.

Telehealth Coverage and Payment
(Pre-COVID-19)

Restrictions on coverage and payment of telehealth services

exist today. At the federal level, coverage and reimbursement

rules for telehealth under the Medicare program are defined

in x1834(m) of the Social Security Act (4) (42 U.S.C.

1395m(m)(4)), which was enacted >20 years ago and remains

in effect today. The law limits payment for telehealth services

to rural geographic areas, certain types of facility-based

originating sites, certain types of providers, limited types of

services, and audiovisual technologies. Legislative actions in

201812,13 removed the geographic and originating site re-

strictions to create nationwide payment for telestroke, end-

stage renal disease, and substance use disorder treatments.

At the regulatory level for Medicare, CMS implements

regulatory policy changes for telehealth and other commu-

nication technology-based services (CTBSs) through the an-

nual physician fee schedule (PFS) process. A telehealth visit

must substitute for an in-person visit (e.g., patient present)

and be furnished through real-time two-way audio–video

technologies. For CY 2020, there are 112 billing codes on the

Medicare telehealth list.14 CMS also reimburses providers for

CTBSs furnished to Medicare beneficiaries through synchro-

nous (phone and video) and asynchronous (store and forward)

brief virtual check-ins, e-visits (digital visits through an on-

line portal), and remote patient monitoring (RPM). CMS does

not consider CTBS to be ‘‘telehealth’’15; therefore, payment for

these services is not constrained or subject to the rural geo-

graphic, originating site, and other requirements defined in

the statute (see CMS types of services in Fig. 1).

In the shift to value-based care, CMS has targeted Medicare

Advantage plans, accountable care organizations (ACOs), and

bundled payments that reimburse providers based on their

ability to improve quality of care in a cost-effective manner or

lower costs while maintaining standards of care. Under value-

based payment models, CMS offers more flexible rules for

using telehealth to deliver care (no geographic restrictions, the

home may serve as a qualified originating site, etc.).16

At the state level, states have great flexibility in shaping

their own rules for telehealth coverage and reimbursement

under Medicaid. Thus, policies for telehealth vary from state to

state, with 51 different sets of rules and requirements in-

cluding Washington, DC.10 Some states also adopt laws for

how telehealth is covered and reimbursed by the private

payers. These laws are oftentimes referred to as the ‘‘telehealth

private payer parity laws.’’ These type of laws also vary widely

from state to state with some states addressing only ‘‘cover-

age’’ parity, which requires private payers to cover telehealth

services to the same extent that the plan covers services for in-

person care, whereas other states address both coverage and

payment. Today, all 50 states and DC reimburse for live audio–

video telehealth under Medicaid fee-for-service and the vast

majority of states have a coverage parity law in place.17 The

Center for Connected Health Policy’s Fall edition of ‘‘State

VANDERWERF ET AL.

458 TELEMEDICINE and e-HEALTH APRIL 2022 MARY ANN LIE BERT, INC.



Telehealth Laws and Reimbursement Policies’’ summarizes

current telehealth policies, laws, and regulations across the

nation. States and private payers are also adopting value-

based models under both fee-for-service and managed care.

COVID-19 PHE Policy Changes
When the COVID-19 pandemic arrived, policymakers took

action aimed at removing many of the restrictions on tele-

health, to drive rapid adoption and utilization during the

crisis. At the federal level, the U.S. Congress quickly passed

three pieces of historic legislation with major policy changes

for telehealth and substantial funding for telehealth infra-

structure through grants and funding awards. These legisla-

tive changes and the emergency authorities granted to the

Department of Health and Human Services and at the state

level set the ball in motion for a series of major policy changes

that enabled broad reimbursement of telehealth in the Medi-

care program during the PHE. Following are key interim

temporary rule changes for telehealth services during the

COVID-19 PHE:

. Removes the geographic and originating site restrictions

to allow providers to serve patients in all areas of the

country and in all settings including at home.
. Provides reimbursement for telehealth services at the

same rate as in-person visits for all diagnoses, not just

services related to COVID-19 (e.g., pays both facility and

nonfacility rates).

. Expands range of eligible providers who can be paid for

furnishing telehealth services, including federally quali-

fied health center (FQHCs), rural health clinic (RHCs),

physical therapists (PTs), occupational therapists (OTs),

and speech-language pathologists (SLPs).
. Expands modalities that can be used to provide tele-

health to include audio-only/telephone services.
. Expands eligible telehealth services that can be billed

(over 120+ acute, ambulatory, and other services added

to the list).
. Enforcement discretion of Health Insurance Portability

and Accountability Act (HIPAA) requirements allows

flexibility for telehealth through popular video chat ap-

plications such as FaceTime or Skype.
. Allowances for providers to reduce or waive cost-sharing

requirements for telehealth visits.

The full listing of covered Medicare telehealth services

during the COVID-19 PHE and those services that are reim-

bursed using audio-only technologies may be found here.

Expanded coverage and payment policies for FQHCs and

RHCs during the COVID-19 crisis may be found here.

CMS also expanded coverage and reimbursement policies

for use of other digital health tools during the PHE, including

virtual check-ins, e-visits, telephone visits, and RPM. Key

policy changes included the following:

. Expansion of services to both new and established

patients

Fig. 1. CMS types of services. CMS, Centers for Medicare & Medicaid Services.
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. Expansion of eligible providers who can bill for services

. Expansion to both acute and chronic conditions for RPM.

States also took rapid action that temporarily removed

policy barriers to telehealth to address the COVID-19 PHE.

Similar to CMS, Medicaid and the private insurers expanded

coverage and reimbursement policies for telehealth, including

use of audio-only/telephone and allowed cost-sharing waiv-

ers of co-pays and other fees.

Coverage and reimbursement policy changes implemented

by both governmental programs and private plans during the

PHE will expire unless policymakers take action to make

changes permanent. At the federal level, temporary policies for

telehealth will end when the PHE period expires unless Congress

takes action to pass legislation and/or CMS adopts new rules.

Some states and private plans have already taken steps to adopt

COVID-19 PHE changes on a permanent basis, whereas others

have reverted back to pre-COVID policies and rules (Table 1).

Sources:

. CMS
B CMS MLN Medicare Telehealth
B CMS General Telehealth Information
B CMS Chronic Care Management
B CMS MLN Use of Modifier for Telestroke
B CMS Claims Processing Manual, Chapter 12
B CMS Interim Final Rule with Comments 1
B CMS Interim Final Rule with Comments 2
B CMS MLN CY 2020 Physician Fee Schedule PHE In-

terim Final Rules
B CMS MLN Summary of Policies During PHE
B CMS FAQs on Medicare FFS Billing
B Listing Medicare Telehealth Codes COVID-19
B HHS Telehealth
B CMS Telehealth Video: Medicare Coverage and Pay-

ment of Virtual Services

. Center for Connected Health Policy—www.cchpca.org

. American Telemedicine Association—www.american

telemed.org

POLICY RECOMMENDATIONS

. Providers
B Stay apprised of coverage and reimbursement policy

changes and timelines and plan for a postpandemic

policy landscape when temporary changes may expire.
B Keep team informed and provide training (virtual) on

policy changes, reimbursement opportunities, docu-

mentation, compliance, appropriate use of telehealth

(e.g., when to use video vs. audio), and so on.
B Leverage all opportunities for billing telehealth and

CTBS.
B Create plans/strategies that position telehealth for

long-term sustainability.
B Implement telehealth infrastructure/programs to learn

how to do telehealth, build team, expertise, and so on

to be prepared for any future pandemic. Make tele-

medicine part of normal day-to-day operations.
. Policymakers

B Adopt/maintain continued broad coverage and pay-

ment policies for telehealth and other CTBSs to in-

centivize provider investment in infrastructure/drive

adoption to be ready for any future pandemic, as well

as to enable equity in health care access and connec-

tivity and transformation to value-based care.
- Remove geographic and originating site restric-

tions to enable health care access equity and care

into the home.
- Expand range of authorized providers (FQHCs,

RHCs, PTs, etc.) who can receive payment for tel-

ehealth and other services.

Table 1. Medicare Billing: Place of Service, Modifiers, and Frequency

MEDICARE PRE-COVID-19 PHE DURING COVID-19 PHE

Telehealth Use POS (02) telehealth

No modifier

Billing frequency limitations

Inpatient hospital subsequent care, once every 3 days

Inpatient critical care, once per day

Inpatient SNF subsequent care, once every 30 days

Indicate POS where the service would have been furnished in-person

(e.g., office POS 11, ED POS 23, inpatient POS 21)

Use modifier 95

Billing frequency limitations removed for inpatient critical care

and hospital/SNF subsequent care

Virtual check-ins,

e-visits, RPM

Use POS where the patient is located

No modifier

No change

State Medicaid programs and private payer policies and guidance on telehealth and other types of technology-enabled services can be found on their respective websites.

ED, emergency department; PHE, public health emergency; POS, place of service; RPM, remote patient monitoring; SNF, skilled nursing facility.
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- Allow a valid practitioner–patient relationship to

be established by telehealth without requiring an

in-person encounter.
- Hold providers to the same standard of care as in-

person care and allow providers to decide when/if a

service is clinically appropriate for audio–video,

audio-only, store and forward, and so on.
- Align reimbursement rates to modalities (e.g., vi-

deo vs. audio-only).
- Redefine ‘‘telehealth’’ as audio–video only to allow

use of audio-only technologies when clinically

appropriate.
- Remove supervision and frequency limitations at-

tached to reimbursement of telehealth services for

inpatient critical care and inpatient subsequent

care (hospital and skilled nursing facilities).
- Create telehealth reimbursement for home health

agencies.
B Adopt/maintain coverage and payment parity policies

in the short term beyond the COVID-19 PHE to maintain

financial incentives to allow adoption levels to stick,

build infrastructure, expand the period of time to collect

data from which to base future payment policy changes.
B Create funding opportunities through grants and

other mechanisms to provide support for telehealth/

telecommunications infrastructure to be ready for any

pandemic.
B Establish rules and guiding principles for hospitals to

remain open during a pandemic.
B Align policies, standardize billing codes and modifiers

among payers to reduce complexity/confusion, and

make it easier on providers to react to pandemics in

the future.
B Provide clear accessible guidance/resources on tele-

health rules and regulations during a pandemic.

Licensure
A major policy barrier inhibiting the adoption of telehealth is

licensing. Licensing of health care professionals falls under the

purview of each state. Providers must follow state laws re-

garding licensing that require providers to hold a current and

valid license, certification, or registration to practice in their

specialty in every state in which they will provide care and/or

render services. Therefore, for a telehealth encounter, the pro-

vider must adhere to the licensing rules and regulations of the

state where the patient is located. The licensing rules vary

significantly from state to state. A few states issue special li-

censes or certificates related to telehealth that allow out-of-

state providers to render services through telehealth when

certain conditions are met. Other states have laws that make

allowances for practicing in contiguous states or in certain

situations where a temporary license might be issued under

certain conditions.18 However, the vast majority of states re-

quire telehealth providers to secure individual state licenses for

multistate practices. The cost in time, money, and resources of

applying for licenses in each state in which a physician seeks to

practice is a major barrier to expanding access to medical

services across state lines. Because of these challenges, states

are joining interstate licensing compacts such as the Interstate

Medical Compact (IMLC) and Nursing Licensure Compact.

These compacts strive to ensure state-based regulation of the

medical profession while easing barriers; however, these

strategies remain inadequate. For example, although the IMLC

expedites the licensing process, it still requires a physician to

apply and pay the full cost for a separate license in every state.

These state-by-state approaches ultimately create disincentives

for providers to adopt telehealth, thus preventing patients from

receiving critical, often life-saving medical services that may

be available to their neighbors living just across the state line.

Regulatory restrictions also create economic trade barriers and

artificially protect markets from competition.

During the PHE, Medicare and Medicaid requirements to be

licensed in the state where services are being provided were

temporarily waived under certain conditions, although state

licensing requirements still apply.19 All 50 states and DC in-

troduced licensure and renewal flexibilities to expand medical

personnel during the PHE. To ensure the benefits of telehealth

continue to be accessible by providers and patients across the

nation, licensing reforms are needed.

Source: FSMB U.S. States and Territories Modifying Re-

quirements for Telehealth in Response to COVID-19.

POLICY RECOMMENDATIONS

. Providers
B Stay apprised of licensure policy changes during a

pandemic.
B Keep team informed/trained to stay compliant.
B Be aware of licensure compacts and take advantage of

these vehicles for cross-state telehealth practice.
. Policymakers

B Permanently remove barriers to interstate licensing

requirements for telehealth providers during any

pandemic or emergency.
B Stakeholders to collaborate to create an interstate tel-

ehealth framework that removes barriers, lays out the

rules of the road, spurs health care innovation, and

enables the provision of health care across the country.
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B Take lessons learned and make process improvements

to make participation in a licensing compact easier

and less costly for providers.

HIPAA Privacy/Security
Health care providers furnishing care through telehealth or

in-person must comply with federal and state laws regarding

privacy and security of patient health care information (e.g.,

HIPAA). During the COVID-19 PHE, the Office of Civil Rights

(OCR) issued a public notice stating it would not impose

penalties for noncompliance with regulatory requirements

under the HIPAA rules for ‘‘.healthcare providers that serve

patients in good faith through everyday communications

technologies, such as FaceTime or Skype.’’ In addition, states

may have laws that exceed the requirements and may not

necessarily have been waived during the pandemic.

Source: OCR Guidance on HIPAA.

POLICY RECOMMENDATIONS

. Providers
B Stay apprised of policy changes during a pandemic.
B Keep team informed/trained to stay compliant.

. Policymakers
B After PHE, remove enforcement discretion to reinstate

pre-COVID HIPAA policies.

Remote Prescribing
Remote prescribing of drugs and controlled substances

must comply with applicable state and federal requirements.

The majority of states permit a physician to prescribe after a

telehealth examination. To prescribe a controlled substance,

providers must also navigate state practice laws, pharmacy

board laws, state-controlled substance diversion laws, and

federal laws and regulations under the Drug Enforcement

agency (DEA). During the COVID-19 PHE, the DEA is allowing

DEA registered practitioners to prescribe controlled sub-

stances to patients without having conducted an initial in-

person medical evaluation, provided certain conditions are

met20:

. The prescription is issued for a legitimate medical pur-

pose by a practitioner acting in the usual course of his/

her professional practice.
. The telemedicine communication is conducted using an

audiovisual real-time two-way interactive communica-

tion system.
. The practitioner is acting in accordance with applicable

federal and state law.

In addition, the DEA is allowing practitioners to prescribe

buprenorphine to new and existing patients with opioid use

disorders through telephone without requiring practitioners to

first conduct an examination of the patient in-person or

through telehealth.21

Sources: (1) DEA; (2) DEA State License Requirements and

(3) DEA Prescribing During COVID-19.

POLICY RECOMMENDATIONS

. Providers
B Stay apprised of policy changes during a pandemic.
B Keep team informed/trained to stay compliant.

. Policymakers
B Remove barriers to enable remote prescribing through

telehealth at federal and state levels.
B Make PHE policies permanent that enable remote

prescribing of controlled substances through tele-

health without an initial in-person examination.
B Practitioners should be able to prescribe a legend drug

based on a telehealth visit, including a controlled

substance, if the practitioner is authorized to prescribe

such legend drug under applicable state and federal

laws and the prescription is issued for a legitimate

medical purpose by a practitioner acting in the usual

course of the practitioner’s professional practice.

Other Policy Considerations
Health care providers must address these other policy, legal,

and regulatory issues when providing health care through

telehealth during a pandemic.

CONSENT
Health care providers furnishing telehealth services must

have procedures in place to comply with varying payer rules

and federal and state laws and regulations regarding pa-

tient consent and documentation in the record. During

the COVID-19 PHE, CMS allows consent at the same time

that the CTBS is being furnished. For RPM, CMS allows

beneficiary consent to be obtained by auxiliary staff in

addition to the billing clinician. These policies should be

made permanent.

Source: Physicians and Other Clinicians: CMS Flexibilities

to Fight COVID-19.

SUPERVISION
Current rules allow general supervision to be performed

virtually, whereas direct supervision requires the supervising

VANDERWERF ET AL.

462 TELEMEDICINE and e-HEALTH APRIL 2022 MARY ANN LIE BERT, INC.



clinician be on site with the billing clinician when the service

is provided. Physician supervision requirements have tradi-

tionally been a barrier to the delivery of telehealth services.

During the COVID-19 pandemic, CMS allows virtual direct

supervision of incident-to and diagnostic services to be done

through telehealth using real-time audio–video technologies.

These policies should be made permanent.

Sources: (1) CMS COVID-19 FAQs (2) Physicians and Other

Clinicians: CMS Flexibilities to Fight COVID-19.

HOSPITAL TELEHEALTH CREDENTIALING/PRIVILEGING
CMS and the Joint Commission require hospitals to have a

credentialing and privileging process in place for providers

furnishing services to the hospital through telehealth. Federal

regulations allow ‘‘credentialing by proxy’’ that allows the

originating site hospital to rely on the privileging and cre-

dentialing decisions made by the distant site hospital or entity

furnishing the telehealth services, provided certain require-

ments are met. The privileging process that involves verifying

licenses and qualifications creates a barrier for telehealth

providers who must go through the process at every health

care organization for which they plan to provide services.

CMS requires participating hospitals to maintain a ‘‘compre-

hensive emergency preparedness program’’ under its Condi-

tions of Participation to address ‘‘.the use of volunteers in an

emergency and other emergency staffing strategies, including

the process and role for integration of State and Federally

designated health care professionals to address surge needs

during an emergency.’’ Hospitals that are accredited by the

Joint Commission can refer to the Commission’s standards for

issuing temporary and disaster privileges, both of which should

be addressed in accordance with the medical staff bylaws.

Hospitals must also follow The Joint Commission, federal, and

state requirements for focused professional practice evaluation/

ongoing professional practice evaluation peer review processes,

in accordance with the medical staff bylaws.

Sources: (1) Federal Code Governing Body Conditions of

Participation, (2) Federal Code Medical Staff Conditions of

Participation, and (3) Accreditation Association for Ambula-

tory Health Care (AAAHC).

TELEHEALTH MALPRACTICE INSURANCE
Many insurers provide malpractice coverage for providers

furnishing telehealth services to their patients; however, some

plans expressly deny coverage. Since malpractice insurance is

regulated at the state level, barriers exist for providers with

multistate telehealth practices. Providers should confirm with

their carriers that their current malpractice insurance covers

services provided through telehealth and if the provider is

practicing across state lines, that their coverage extends into

the other state(s). Malpractice coverage should not exclude

services provided through telehealth.

Source: Center for Connected Health Policy.

CRISIS STANDARD OPERATING PROCEDURES
Health care providers must comply with applicable state and

federal laws and regulations, as well as CMS Conditions for

Participation that require a comprehensive emergency pre-

paredness program and Joint Commission requirements, as

applicable. Health care providers should develop crisis standard

operating procedures (SOPs) for the use of telehealth to prepare

for any pandemic. Guidelines for clinical practice, training, and

data collection for telehealth applications should be included.

Source: (1) Federal Code Governing Body Conditions of

Participation and (2) Federal Code Medical Staff Conditions of

Participation.

FRAUD AND ABUSE
Telehealth arrangements involving federal health care pro-

gram dollars must comply with applicable federal fraud and

abuse laws such as the Anti-kickback and Stark laws. State-

level fraud and abuse laws must also be followed. During the

COVID-19 PHE, CMS issued blanket waivers of certain provi-

sions in the Stark law regulations regarding remuneration and

referrals related to COVID-19. Some states also took action

during the pandemic. Policies that remove barriers to innova-

tion and use of telehealth technologies should remain in place.

Source: Physicians and Other Clinicians: CMS Flexibilities

to Fight COVID-19.

MEDICAL DEVICES (FDA)
FDA regulates food, drugs, medical devices (i.e., includes

definitions for both hardware and software), biologics, and a

host of other products. During the COVID-19 PHE, FDA has

supported development of medical countermeasures and pro-

vided regulatory advice, guidance, and technical assistance to

advance the development and availability of vaccines, thera-

pies, diagnostic tests, and other medical devices for use in di-

agnosing, treating, and preventing the coronavirus. FDA has

also issued emergency use authorizations to provide more

timely access to critical medical products. Providers must stay

apprised of any related federal and state regulatory changes

during the PHE. For example, during the COVID-19 PHE, CMS

requires any device used for RPM to meet the FDA’s definition

of a medical device. Policies that remove barriers to innovation

and use of telehealth technologies should remain in place.

Sources: (1) CMS COVID-19 FAQs, (2) FDA Medical Devices,

and (3) FDA Digital Health.
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CONNECTIVITY
Telehealth requires adequate telecommunications infra-

structure over which remote services can be delivered to pa-

tients. Video-based services, store and forward services, and

other mobile technologies require a range of bandwidths to

transfer health care data for different applications. Adequate IT/

broadband is also needed for distance education, teleworking,

and other online services. As people sheltered in place during

the COVID-19 crisis, it placed more reliance on technology in

the home. Lack of affordable technology and broadband con-

nectivity for many low-income families, seniors, and residents

living in rural areas was exacerbated during this crisis and

brought to light digital inequities that have always existed.

Implementing a national IT/broadband infrastructure to close

the digital divide is necessary for preparedness and emergency

response in the next pandemic. Providing funding support for

providers to build telehealth and telecommunications infra-

structure will help create provider incentives to adopt and

expand health care service delivery through telehealth. Elim-

inating cost-sharing requirements (e.g., co-payments) or of-

fering other financial incentives to patients could help

encourage use of telehealth and enable access to care for vul-

nerable and at-risk populations during or before a pandemic.

Sources: (1) FCC and (2) FCC’s Connected Care Pilot.

TRANSPORTATION

The transportationand logistics industryperformsvital services

in today’s modern globalized interconnected world. The COVID-

19 PHE demonstrated the need for creative solutions to address

transportation/distribution of supplies (e.g., drones to deliver

medications regulated by the Federal Aviation Administration)

and health care delivery outside the hospital walls (e.g., through

telehealth or wherever the patient is located). Providers need to be

aware of relevant federal, state, and local requirements or regu-

latory changes issued during a pandemic. Pandemic preparedness

requires a coordinated effort involving government, private sec-

tor, and other stakeholders. Telemedicine eliminates the need for

patient transportationand, inmanycases, provider transportation

as well (e.g., policies allowing emergency medical services per-

sonnel to provide health care at the patient’s home or through

telehealthwouldhelpdivert patients frombeing transported to the

hospital emergency department and spread of the virus, e.g., CMS

Emergency Triage, Treat and Transport model, ET3.).

Sources: (1) FAA Unmanned Aircraft Systems and (2) CMS

ET3 Model.

SURVEILLANCE/REPORTING
Public health surveillance and reporting are essential tools

for decision-makers to lead and manage effectively in a

pandemic. However, inadequate funding for resources and

critical infrastructure at both federal and state levels, a lack of

standardized data collection methodologies, politicization of

public health, and other challenges have hindered public

health’s response during the COVID-19 pandemic. Changes

are needed to strengthen the nation’s public health surveil-

lance and reporting functions to protect and improve public

health during any pandemic. Standards, systems and infra-

structure for electronic collection, reporting, and data sharing

are critical in an effective pandemic response.

Sources: (1) CDC Public Health Professionals Gateway, (2)

Public Health Accreditation Board (PHAB), and (3) Accred-

itation Association for Ambulatory Health Care (AAAHC).

Recommendations for Section E: Other Policy
Considerations
PROVIDERS

. Industry to create standardized terminology, evidence-

based practice guidelines for use cases/modalities to

ensure quality care/patient safety during a pandemic.
. Stay apprised of federal, state, and local policy changes

during a pandemic.
. Keep team informed/trained to stay compliant.
. Integrate telehealth into day-to-day delivery of care.

POLICYMAKERS

. Remove barriers/restrictions placed on telehealth to in-

centivize adoption, improve access to care and pre-

paredness for future pandemics.
. Remove administrative barriers/streamline credentialing

and enrollment procedures.
. Crisis SOPs

B Make the implementation of telehealth capabilities a

required element of hospital emergency preparedness

programs.
B Provide opportunities for funding telehealth infra-

structure.
. Connectivity

B Establish national pandemic response preparedness

effort to implement telecommunications infrastruc-

ture for remote health care delivery/telehealth, remote

work (teleworking), and remote education (remote

classrooms).
B Upgrade the nation’s IT and broadband infrastructure,

which has remained unresolved for decades.
B Solve access inequity and the digital divide.
B Stimulate the economy and economic capabilities of

the country.
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B Create jobs in building out this infrastructure.
B Significantly improve national preparedness and

flexibility for the next pandemic.
. Transportation

B Establish policies that remove barriers to health care

through telemedicine.
B Allow EMS personnel to provide emergency health care

services at the patient’s home or through telehealth

instead of bringing the patient to the hospital ED.
. Surveillance/reporting

B Increase funding for public health at the federal, state,

and local levels as a sustainable function across the

nation.
B Fund and implement critical infrastructure to mod-

ernize systems, technologies for the collection/re-

porting of public health data.
B Set national data collection standards.
B Expand data collection beyond the ED to modern care

entry points (urgent care, convenience clinics, online

on-demand telehealth, etc.).
B Depoliticize the role of public health agencies, infor-

mation disseminated, and so on.
B Establish meeting rules to reduce public health

meeting disruption and to address threats against

public health officials.

Conclusions
Provider adoption of telehealth services before the COVID-

19 pandemic was very low due to legacy legislative and reg-

ulatory restrictions on coverage and payment of services. As

policymakers removed these constraints on payment during

the PHE, adoption skyrocketed. To prepare for any future

pandemic, sustained adoption of telehealth is needed. There-

fore, it is the opinion of the members of this Think Tank

that permanent policy changes that allow broad coverage

and payment of telehealth services, as well as cross-state

licensing reforms are essential to incentivize providers to

continue to invest in national telehealth and telecommu-

nications infrastructure. Policies that enable coverage and

payment parity for telehealth services should be im-

plemented in the short term beyond the PHE to allow suf-

ficient time for adoption of telehealth services to become

sustainable and data collection from which to base payment

policy changes in the future.

Building national infrastructure for providers to deliver

telehealth services will also provide the necessary framework

to keep businesses in operation, provide distance education,

and for other purposes during any future pandemic. Fur-

thermore, a national infrastructure will foster health care and

digital equity and transformation of the health care system

from fee-for-service to value-based care.

Mapping Topic Areas to Policy, Legal & Regulatory Con-

siderations During a Pandemic (Supplementary Table ST1 and

Supplementary Data S1).
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