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schemes include Employment State In-
surance (ESI), Rashtriya Swasthya Bima 
Yojana (RSBY), Central Government 
Health Scheme (CGHS), and Ayushman 
Bharat. Most insurance plans provide 
coverage for acute or prolonged inpa-
tient care and day-care (ambulatory) 
procedures. Outpatient medical care is 
not covered by most public or private 
insurance companies barring a few ex-
ceptions, such as Swavlamban and Ni-
ramaya scheme (public) and Star Health 
Insurance (private insurer). 

Based on how payments are processed, 
a health insurance claim is of two types: 
The first method is via cashless process-
ing, where bills for services are direct-
ly submitted to the insurance agency 
(third-party payer) by the affiliated hos-
pital. The other method requires the 
upfront payment of the treatment costs 
by the patient, who can later file for re-
imbursement from the insurance agency. 
Insurance Regulatory and Development 
Authority of India (IRDAI), a regulatory 
body that monitors and regulates the 
functioning of the insurance companies: 
both public sector and private sector 
insurance companies (for both health 
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Telemedicine is defined in the 
broadest sense as “interactive au-
dio, video, or data communication 

for clinical care provision, provided in 
place of in-person treatment.”1 Telepsy-
chiatry is a branch of telemedicine that 
allows clients with barriers to in-person 
visits to interact with mental health pro-
fessionals using the telephone or vid-
eo-conferencing devices. The primary 
“physical” examination for psychiatric 
assessment is the mental status exam-
ination, which relies on interactive com-

munication to assess emotional state 
and cognitive functions—this makes 
psychiatric care adapt well to the use of 
electronic interfaces. The social-distanc-
ing recommendations accompanying 
the ongoing COVID-19 pandemic have 
led to an increased demand for psychi-
atric care provision through telepsychia-
try in India and the United States (US).2 
In this article, we compare the medical 
insurance systems in India and the US 
with a focus on telepsychiatry and con-
trast the way the two systems have been 
able to respond to the recent increased 
demand for these services.

Health Insurance in India
Health insurance provides payment to 
health care providers for the cost of a pa-
tient’s medical treatment, as specified by 
the insurance plan in which the patient 
is enrolled. In India, health insurance 
is broadly categorized into private and 
public health insurance. Public insur-
ance is provided by the government to 
the economically poorer sectors and se-
lected vulnerable populations, such as in-
dividuals with disabilities. Public health 
insurance is financed by state and cen-
tral government funds. A few schemes 
require insurers to pay a nominal sum 
as premiums. In contrast, private insur-
ances operate by charging periodic pre-
miums that the insured regularly pays to 
have ongoing health insurance coverage. 
There are more than 20 companies that 
offer private health insurance. Public sec-
tor government-owned health insurance 
companies also provide health insurance 
coverage by charging premiums simi-
lar to private operators: there are about 
four such companies (Table 1). Govern-
ment health insurance (and assurance) 

TAbLe 1. 

List of Public Sector Health 
Insurance Companies Owned 
by the Government 

Sl No Public Sector Health Insurance 
Companies in India

1 The New India Assurance  
Co. Ltd

2 United Insurance Company

3 National Insurance Co. Ltd

4 Oriental Insurance
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and other general insurance matters). 
Mental illnesses recently got included 
in the ambit of health insurance under 
the directions IRDAI quoting the Men-
tal Health Care Act (MHCA) 2017 (Sec-
tion 21). Nevertheless, complete mental 
health coverage is still not embraced by 
most insurance companies.3 Preexisting 
mental illnesses are covered by Nirama-
ya and Swavlamban insurance schemes 
(which are government health insurance 
schemes)4 and by few private insurance 
companies (for higher premiums).5

Insurance coverage for Psy-
chiatric and telepsychiatry 
Services in India
The MHCA 2017 is a milestone in the 
history of psychiatric care in India and a 
laudable step toward improving care for 
persons with mental illness. Section 21 
of the MHCA 2017 mandates that every 
health insurance provider should pro-
vide equitable coverage for mental ill-
nesses similar to physical illnesses. This 
provision in the MHCA 2017 legislation 
is similar to the Mental Health Parity 
and Addiction Equity Act introduced in 
2008 in the US. Due to the chronic na-
ture of many psychiatric conditions, 
the limitation on insurance coverage of 
outpatient services in India is likely to 
become a limitation to access telepsy-
chiatry consultation. Many clients who 
have private health insurance are un-
aware of the option to purchase add-on 
outpatient services, most likely due to 
inadequate information provided by the 
insurance agents, thereby increasing the 
health expenditure for that individual. 
Ayushman Bharat, arguably the largest 
health assurance scheme in the world, 
does not provide coverage for outpatient 
consultation, thereby creating a chal-
lenge to patients with psychiatric disor-
ders, who generally require continued 
outpatient care for the long term. 

Severe restrictions on travel in India, 
brought by the COVID-19 outbreak has 
accelerated the adoption of telecommu-
nication usage into the health sector, 
and telemedicine has become a consid-
erable boon to health care providers and 
consumers.6 Telecommunication-based 
health services were operational in In-
dia even before the COVID-19 pandemic, 

albeit with no legal framework to pro-
vide oversight.7 The COVID-19 crisis has 
played a pivotal role in highlighting the 
benefits of telecommunication-based 
health services, which has led to the es-
tablishment of Telemedicine Practice 
Guidelines (TPG) on Mar 25, 2020, by the 
Medical Council of India. TPG provides 
the legal and regulatory framework for 
telemedicine practice in India.8 Soon 
after TPG, Telepsychiatry Operational 
Guidelines (TOG) were formulated spe-
cifically for psychiatric practice.9 Subse-
quently, IRDAI issued a notification to 
insurance companies to provide insur-
ance coverage for the teleconsultations 
on par with in-person consultations.10 It 
is praiseworthy that IRDAI took such ac-
tion within two months of the establish-
ment of TPG. IRDAI ascertains that such 
claims should be in line with the “terms 
and conditions” in the insurance policy 
contract issued to the client at the time of 
premium payment. It may be noted how-
ever that only a handful of companies of-
fer outpatient service coverage5 usually 
as an add-on; therefore, all policies may 
not provide coverage for telepsychiatry 
services, which would essentially count 
as outpatient health service.

India: Overcoming 
challenges with Insurance 
coverage for telepsychiatry 
Highlighted by the 
cOVID-19 Pandemic
The TPG and TOG allow a psychiatrist 
to opt for teleconsultation whenever 
in-person consultation is not possible, or 
the client and the psychiatrist agrees to 
choose the “tele” mode of consultation. 
These guidelines also give an outline 
of safe and secure methods to maintain 
medical records of teleconsultations. Fi-
nancial reimbursements for psychiatric 
teleconsultation services are not yet stan-
dardized in India. Analogous to in-per-
son visits, teleconsultations incur a fee. 
In India, the teleconsultation fee can be 
paid either out-of-pocket by the patient 
or through insurance coverage (which re-
quires more clarity as of now). The lack of 
standardization of payment coverage for 
teleconsultations can lead to huge bills 
for patients.

With regard to public insurance 
schemes, only a couple of them have 
provisions for covering outpatient con-
sultations (Swavlamban and Niramaya 
scheme).4,11 The flagship Pradhan Mantri 
Jan Arogya Yojana (PMJAY) under the 
Ayushman Bharat scheme does not cover 
Out-patient (OP) consultations,12 exclud-
ing the brief prehospitalization (2 days) 
and the posthospital (15 days) periods 
during which it is covered. Understand-
ably this would not come to the benefit 
of many patients in psychiatry who will 
require continued follow-up care on an 
OP basis.

Central Government Health Scheme 
(CGHS), a health assurance scheme, pro-
vides benefits to all present and former 
Central Government employees. CGHS 
covers both outpatient as well as inpa-
tient expenses. Recently, in view of the 
COVID 19 pandemic, the CGHS scheme 
has enabled teleconsultations for its 
beneficiaries for certain specialties such 
as medicine, ENT, eye, orthopedics, but 
psychiatry was not included.13 Govern-
ment schemes such as CGHS and PMJAY 
should expand coverage to include tele-
medicine and telepsychiatry service. 

Health Insurance in the US
In the US, health insurance is broadly cat-
egorized into private and public health 
insurance (governmental programs). 
The Affordable Care Act (Obamacare) 
originated in March 2010 after it was 
passed by the US congress, establishing 
basic legal protections for health care: 
a near-universal guarantee of access to 
affordable health insurance coverage, 
from birth through retirement. By 2018, 
a major portion of the population under 
the age of 65 got insurance covered either 
by private health insurance through their 
employers (67.3%) or by the direct pur-
chase of health insurance (12.2%). Public 
insurance through Medicare (17.9%) and 
Medicaid (16.5%) programs that came 
into existence in 1965 covers 34.4% of the 
US population.14 The Center for Medi-
care & Medicaid Services (CMS) provides 
administrative oversight over Medicare, 
Medicaid, and other Federal (central) 
health care programs, overseeing all reg-
ulatory and funding decisions.14 Table 2 
describes the salient features of Medic-
aid and Medicare.
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ceive health care services through pub-
lic clinics and hospitals, state and coun-
ty public health department programs, 
or private providers who finance the 
care through charity by shifting costs to 
other payers.18,19 Pharmacies often pre-
scribe select medications for free or at a 
low cost.

Insurance coverage for Psy-
chiatric and telepsychiatry 
Services in the US
The American Psychiatric Association 
(APA) formally endorses the use of tele-
psychiatry for the following psychiatric 
services: initial psychiatric assessment, 
medication management, individual, 
group, and family therapy; and psycho-
education. The APA bases this support 
on strong evidence that telepsychiatry 
results in improved patient outcomes 
and high client satisfaction surveys.20 
The broad reach of telepsychiatry in the 
US has enabled care providers to effec-
tively administer evidence-based care to 
formerly inaccessible populations, in-
cluding children and adolescents, nurs-
ing home populations, college students, 
veterans, rural residents, immigrants, 
and incarcerated individuals.21

Despite the success of telepsychiatry, 
state restrictions on Medicaid cover-
age(government-funded) insurance, by 
provider-type and credentialing status, 
and which limit coverage only to pa-
tients in approved rural setting sites, 
have constrained the use of this modal-
ity. Even as states gradually lift these 
restrictions and new laws mandate 
insurance parity between equivalent 
in-person and telemedicine visits, ad-
ministrative approval by government 
insurance agencies lags.1 However, the 
Covid-19 pandemic has serendipitously 
led to significant relaxing of these legal 
restrictions, thus facilitating new insur-
ance models for telepsychiatry in the US.

The Affordable Care Act, with its goal 
of affordable access, allowed many in-
surance companies to embrace coverage 
for telemedicine services, even before 
the pandemic. States are increasingly 
passing parity laws mandating private 
insurance companies to provide cover-
age for telemedicine services.22 At the 
time of this writing, many states and 

The Medicare program is managed by 
CMS at the federal (central) level and re-
sembles the government insurance pro-
gram overseen or sponsored by the Cen-
tral Government in India. Medicare is a 
uniform national health insurance pro-
gram designed to cover individuals aged 
65 or older, individuals younger than 65 
with disabilities, and people of any age 
with end-stage renal disease. Medicare 
is primarily funded by taxes from work-
ing people to provide services to aged 
beneficiaries. Similar to government in-
surances in India, Medicare coverage pri-
marily supports acute care like inpatient 
hospitalizations and emergency medical 
conditions. Medicare also supports long-
term nursing home care and routine eye 
care; importantly, outpatient prescrip-
tion drugs are not covered. Unlike India’s 
public insurance, Medicare beneficiaries 
can purchase; Medicare-approved pri-
vate supplemental health insurance to 
cover their prescription medications.15

Medicaid is a cooperative, jointly fi-
nanced by federal and state health in-
surance programs for qualifying low-
er-income adults between ages 18 and 65, 
pregnant women, and children. It covers 
preventive, acute, and long-term care ser-
vices. The federal share of total expendi-
tures ranges from 50% to 83%, with the 
poorer states receiving a higher match 
from the Federal Government. In Feb-
ruary 2020, 48 state Medicaid programs 
reimbursed some form of telepsychia-
try services.16 Medicaid reimbursement 
varies across different states, with ten 
state Medicaid programs reimbursing 
fee-for-service for not only general, syn-
chronous or live interactive audio–video 
conference, the most universally accept-
ed format, but also Remote Patient Man-
agement and store-and-forward care 
provision. State Medicaid policies, rules, 
and laws are rapidly changing for telep-
sychiatry, especially since the beginning 
of the Covid-19 epidemic. The benefit 
of unprecedented parity for coverage of 
equivalent psychiatric services by tele-
medicine in many states is qualified by 
uncertainty about whether the current 
funding models will continue once the 
pandemic recedes.16 

The majority of the US population 
is covered by private health insurance. 
Covered individuals are required to pay 

a monthly premium for their insurance. 
State insurance commissioners in the 
US provide regulatory oversight for over 
more than 900 private health insurance 
companies. The federal government does 
not generally regulate private insurance 
companies. Minimal coordination oc-
curs between private and public insur-
ance programs; some people have both 
public and private insurances while oth-
ers have neither. However, strategically, 
CMS generally leads the way in setting 
new policy, with the private insurance 
community often shifting their coverage 
strategy to mirror that of CMS. 

In the private health insurance arena, 
The Health Maintenance Organization 
Act of 1973 established the foundation for 
managed care organizations (MCO) and 
their comprehensive cost-saving meth-
ods. An MCO is a health plan with a group 
of doctors and other providers working 
together to provide health services to its 
members in a manner organized to man-
age cost, utilization, and quality. MCO’s 
differ from simple private insurers such 
as Blue Cross/Blue Shield by being verti-
cally integrated systems that provide not 
only the insurance coverage to their cli-
ents but also the health and delivery sys-
tem. Often businesses contract with these 
MCOs to provide health care coverage for 
their employees. The policy of each MCO 
dictates many aspects of health care. Pro-
vider networks influence how and where 
a patient receives their medical care. Uti-
lization management, medication for-
mularies, and provider incentives influ-
ence the health care delivery options the 
provider selects (Table 3).17 Coverage for 
psychiatry, addiction, and telepsychiatry 
services are determined by the individual 
MCO and can vary widely. 

More recently, large health care sys-
tems, such as the Cleveland Clinic, have 
begun to provide their own health care 
insurance product to better access their 
facility for services.

As of 2018, approximately 8.5% (27.5 
million) of the US population were un-
insured at any point during the year. 
Nevertheless, persons in the US with-
out health insurance are not devoid of 
health care options. Although unin-
sured patients receive fewer and less co-
ordinated services than individuals with 
insurance, many uninsured patients re-



Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020Indian Journal of Psychological Medicine | Volume 42 | Supplement Issue | October 2020 95S

Viewpoints

private insurers provide not only parity 
of Psychiatry services between telep-
sychiatry and in-person visits but also 
parity of reimbursement levels within 
the standards and scope of usual prac-
tice. State laws regulating telepsychi-
atry practice and reimbursement vary 
widely across the US; hence, Mental 
Health Professionals desiring to practice 
telepsychiatry need to acquaint them-
selves with their states’ laws governing 
insurance reimbursement for services, 
regulations concerning obtaining con-
sent for treatment by telemedicine, and 
rules governing practicing across state 
lines. MCO are increasingly joining 
hands with companies that provide 24/7 
access to care at a low cost by physicians 
who partner with these entities.23 In es-
sence, telepsychiatry could be an option 
to meet the growing demands for urgent 
psychiatric assessments. 

Coverage for psychiatry, addiction, and 
telepsychiatry services are determined by 
the individual private insurer or MCO 
and can vary widely. Prior to scheduling 
a video/telephone consultation, patients 
typically check with their individual 
MCO insurance provider to determine 
if psychiatry services are approved, if 
the desired provider is in-network, and 
whether telepsychiatry services are cov-
ered. Some states have mandated that 
telepsychiatry services are reimbursed.24

In view of the many benefits of tele-
health, many states in the US are im-
plementing policies promoting the uti-
lization of telemedicine services. The 
American Telemedicine Association (ATA) 
has released its 2019 State of the States 
Report: “Coverage and Reimbursement,” 
which describes policies and telehealth 
laws, allowable patient settings for tele-
health, allowable technologies and insur-

ance provider types, reimbursement and 
coverage, across all states and District of 
Columbia (DC) in the US. Most states do 
not reimburse telehealth e-mails, phone 
calls, or fax communications.

Important conclusions of ATA report 
201924 and Center for Connected Health 
Policy (CCHP) Spring 20201:
1. Since 2017, 40 states and the DC have 

functional policies on telehealth cov-
erage and reimbursement. All 50 
states and DC currently reimburse 
for some type of live video telehealth 
services. Reimbursements vary wide-
ly from state to state with regards to 
medical specialties covered.

2. A total of 36 states and DC have par-
ity policies (equivalent coverage of 
in-person health services reimburse-
ments and telehealth reimburse-
ments) for private payer coverage 

3. Medicaid payment parity policies exist 
in 28 states; 16 of them have mandated 
payment parity for private payers.

4. The majority of states recognize the 
benefits of remote patient monitoring 
(RPM) and store and forward (S&F); 16 
state Medicaid programs reimburse for 
store-and-forward, and 23 states reim-
burse for remote patient monitoring.

5. The patient’s residence is not eligible 
as the originating (patient-located) 
site. Nineteen states do allow the per-
sonal residence to be an originating 
site under certain rules.

6. Thirty-nine states and DC have a con-
sent requirement in Medicaid policy, 
regulation, or the law. This usually 
includes either a verbal or written 
acknowledgment by the patient that 
their care will be provided—by tele-
health in place of an in-person visit, 
an acknowledgment of (remote) risk 
of penetration of HIPAA protected 
platforms by hackers or malware, and 
agreement to participate in the visit in 
a HIPAA compliant private location.

US: Overcoming challenges 
with Insurance coverage for 
telepsychiatry During the 
cOVID-19 Pandemic25

Telehealth policies during COVID-19 
have been rapidly evolving. In the US, 
Medicaid providers now have broad 

TAbLe 2. 

Medicare and Medicaid Descriptions
Insurance Medicare Medicaid

Governance Federal health insurance 
program; strictly governed by 

federal government

Joint federal and state program; 
but governed by state govern-

ments

Eligibility criteria (a) 65 years or older; (b) under 
65 with certain disabilities; (c) 

any age and who have End-Stage 
Renal Disease (ESRD) or Amyo-
trophic Lateral Sclerosis (ALS)

Individuals and families with 
limited income and resources 

Coverage includes Inpatient care; skilled nursing 
facility (Part A); outpatient, and 
some preventive care (Part B), 

prescription drugs (Part D)

 Inpatient care; skilled nursing 
facility, outpatient care in feder-
ally qualified health center, rural 

health clinic

Costs Cost depends on the coverage Cost depends on the individuals’ 
income and the rules, policies, and 
procedures in the given state. Each 
state has their own Medicaid rules

TAbLe 3. 

Common Types of MCOs
Health Maintenance Organizations (HMOs): A patient chooses an in-network primary care pro-
vider, who is responsible for referrals to specialists. The insurance typically pays only in-network 
providers and is generally the cheapest option.

Preferred Provider Organizations (PPOs): Patients can choose from a list of in-network providers 
for primary and specialty care. Patients can also see out of network providers but will incur a 
higher cost than in-network counterparts. Additionally, patients can typically see in-network 
specialty providers without a referral. Prices tend to be higher due to increased flexibility.

Point of Service (POS) Organizations: Point of service organizations are a cross between HMO 
and PPOs, which require a PCP but allows patients to see in-network specialists without refer-
rals. The cost is typically between HMO sand PPOs.

Exclusive Provider Organizations (EPO): EPOs allow patients to choose their in-network provid-
ers without the need for establishing a primary care provider and receiving referrals. However, all 
out of network expenses are not covered. 
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authority to utilize telehealth and tele-
phonic consultations in place of face-to-
face requirements. Special telemedicine 
licensure requirements were waived 
for all Medicaid providers, even though 
state-mandated requirements still apply. 
Policy changes in response to COVID-19 
by private insurers (Aetna, Cigna, and 
Blue Cross Blue Shield) have made tele-
health more widely available. Waivers of 
copays for telepsychiatry services have 
been offered for a period. The following 
are the key findings of the changes that 
the Center for Medicare and Medicaid 
Services has made to telehealth policies 
for fee-for-service care since March 2020:
1. There are no geographic restrictions 

for patients. The patient can partic-
ipate in the telehealth interaction 
from their home. Some states make 
allowances for practitioners to see 
patients in neighboring or adjoining 
states. Twenty-nine states have ad-
opted the federation of State Medical 
Boards Interstate Medical Licensure 
Compact, which allows for an expe-
dited licensure process to obtain li-
censes to practice in the other states.

2. The practitioner can provide services 
when at home and need not put their 
home address on the insurance claim

3. Apart from live video, audio-only tele-
phone services for behavioral health 
counseling and educational services 
are allowable.

4. All practitioners can bill Medicare for 
professional services provided.

5. The amount of reimbursement will 
be the same as if provided in-person. 
Some rates for telephone visits have 
increased to match in-person care by 
medical complexity rather than con-
tain artificial ceilings on billing codes.

6. At the beginning of the pandemic, 
only a few states permitted audio-
visual telehealth exams to qualify 
as originating the patient–provider 
relationship, which is required to 
write a prescription for a controlled 
substance. However, given concerns 
about the ongoing opioid epidemic, 
states and DEA laws were relaxed at 
the beginning of the COVID-19 pan-
demic, allowing for care provision 
for medication-assisted treatment 
(MAT) and the prescribing of other 
controlled medications following an 
interactive audiovisual interview. 

Conclusion
The silver lining in the COVID-19 pan-
demic is the rapid expansion of telep-
sychiatry. But telepsychiatry practice 
might return to pre-COVID levels once 
the COVID-19 pandemic abates. Never-
theless, the data drawn from the many 
positive outcomes and the satisfaction 
reviews will help in asserting the value of 
telepsychiatry to key CMS, private insur-
ance, and MCO stakeholders. Telepsychi-
atry will likely remain a permanent and 
prevalent practice form for the delivery 
of psychiatric services in the US.

India has also made strides but still 
struggles against numerous roadblocks. 
IRDAI has directed the insurers to allow 
telemedicine consultation claims. Te-
lepsychiatry comes under the purview 
of TPG, yet barriers persist at the policy 
implementation and patient education 
levels. In the US, numerous changes in 
the insurance coverage have occurred to 
accommodate telemedicine during the 
COVID 19 pandemic. In India, there is a 
need for government solutions for more 
fair distribution and better education 
about benefits. Insurers, both the pub-
lic sector and private companies, should 
reimburse more preventative services, 
which would include claims for both 
hospitalization and outpatient services, 
including telepsychiatry costs incurred. 
Many private companies offer supple-
mental benefits for outpatient services 
consultations, but we propose that these 
should be a mandatory part of all the 
insurance plans and rather than only 
available as a paid supplement. Decreas-
ing psychiatric care costs would enable 
clients to afford preventative outpatient 
care, reducing noncompliance with med-
ications due to nonaffordability, relapse 
of psychiatric conditions, hospitaliza-
tions, and secondary disability-adjust-
ed life years (DALY) due to psychiatric 
illnesses. Government health insurance 
schemes also need to provide coverage 
for outpatient services so that the eco-
nomically weaker populations can also 
get the benefit of telepsychiatry. Outpa-
tient care and telepsychiatry lag behind 
acute care coverage in both India and the 
US, yet recent strides provide hope for 
continued expansion of these important 
services in both countries.
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Samir Kumar Praharaj1, Shahul Ameen2

Medical practitioners are ex-
pected to periodically update 
their knowledge and skills 

to keep abreast of the developments in 
their fields of practice. This is also man-
dated by the regulating bodies such as 
the Medical Council of India (MCI) and 
State Medical Councils (SMC).1–3 A  “clin-
ical care gap,” which refers to the gap 
in practice from the available evidence 
to treat or manage a patient in a cer-

The Relevance of Telemedicine in Continuing 
Medical education

AbStrAct
Continuing medical education (CME) 
is essential for medical practitioners 
to update their knowledge and skills 
periodically to provide clinical care in 
keeping with the evidence available. 
Traditional methods of CME such as 
workshops, conferences, and seminars are 
helpful to bridge the gaps in practice. With 
advancing technologies, online format 
is used to deliver CME with appropriate 

modifications. Although there are distinct 
advantages of online CME in regards to 
wider reach and flexibility, there are certain 
drawbacks beyond just technological 
limitations. Interactivity using ingenious 
ideas may be required to motivate and 
engage learners during online CME.

Keywords: Continuing medical education 
(CME), continuing professional 
development (CPD), online learning, 
distance education, telemedicine


