
 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Clinical Commentary Review
The Regulatory Environment of Telemedicine After
COVID-19
Aarti Pandya, MD, Morgan Waller, MBA, BAPsy, BSN, RN, and Jay M. Portnoy, MD Kansas City, Mo
Di

No
Co

Re

Av
Co

22
�
htt

25
INFORMATION FOR CATEGORY 1 CME CREDIT

Credit can now be obtained, free for a limited time, by reading the
review articles in this issue. Please note the following instructions.

Method of Physician Participation in Learning Process: The core
material for these activities can be read in this issue of the Journal or
online at the JACI: In Practice Web site: www.jaci-inpractice.org/. The
accompanying tests may only be submitted online at www.jaci-
inpractice.org/. Fax or other copies will not be accepted.

Date of Original Release: October 1, 2022. Credit may be obtained for
these courses until September 30, 2023.

Copyright Statement: Copyright � 2022-2024. All rights reserved.

Overall Purpose/Goal: To provide excellent reviews on key aspects of
allergic disease to those who research, treat, or manage allergic disease.

Target Audience: Physicians and researchers within the field of
allergic disease.

Accreditation/Provider Statements and Credit Designation: The
American Academy of Allergy, Asthma & Immunology (AAAAI) is
accredited by the Accreditation Council for Continuing Medical Edu-
cation (ACCME) to provide continuing medical education for
vision of Allergy, Immunology, Pulmonary and Sleep Medicine, Children’s
Mercy Hospital, Kansas City, Mo
funding was received for this work.
nflicts of interest: The authors declare that they have no relevant conflicts of
interest.
ceived for publication March 25, 2022; revised May 31, 2022; accepted for
publication July 6, 2022.
ailable online July 13, 2022.
rresponding author: Jay M. Portnoy, MD, Division of Allergy, Immunology,
Pulmonary and Sleep Medicine, Children’s Mercy Hospital, 2401 Gillham Rd,
Kansas City, MO 64108. E-mail: jportnoy@cmh.edu.
13-2198
2022 American Academy of Allergy, Asthma & Immunology
ps://doi.org/10.1016/j.jaip.2022.07.001

00
physicians. The AAAAI designates this journal-based CME activity
for 1.00 AMA PRA Category 1 Credit�. Physicians should claim only
the credit commensurate with the extent of their participation in the
activity.

List of Design Committee Members: Aarti Pandya, MD, Morgan
Waller, MBA, BAPsy, BSN, RN, and Jay M. Portnoy, MD (authors);
Michael Schatz, MD, MS (editor)

Learning objectives:

1. To see patients via telemedicine while adhering to regulations that
are likely to go into effect post pandemic.

2. To anticipate new and changed regulations that will affect the ability
to use telemedicine.

3. To locate relevant resources that describe regulations regarding use
of telemedicine.

Recognition of Commercial Support: This CME has not received
external commercial support.

Disclosure of Relevant Financial Relationships with Commercial
Interests: All authors and reviewers reported no relevant financial
relationships.
The COVID-19 pandemic has created many barriers to providing
health care, yet it also has created new opportunities. Although
telemedicine was a nascent means of health care delivery before
COVID-19, it now is one of the principalmeans for doing so today,
and it is likely to remain so. Whether this will happen may depend
in part on continued relaxation of regulations that hampered it
before the pandemic. Whereas enforcement of compliance with
Health Information Portability and Accountability Act will most
likely resume, platform operators and providers have had an
opportunity to prepare for this. State licensure requirements may
also resume; however, the regulations were in the process of
becoming more liberal before COVID-19 so that process might
continue. There is no reason to anticipate that payment for
telemedicine services including check-ins, remote physiologic and
therapeutic monitoring, and relaxation of location and service
requirements will end. For these reasons, telemedicine therefore is
likely to continue as an important part of medical
practice. � 2022 American Academy of Allergy, Asthma &
Immunology (J Allergy Clin Immunol Pract 2022;10:2500-5)
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Telemedicine has been used for as long as technologies for
connecting patients with providers have been available. Initially this
involved use of the telephone for synchronous care and later email
and store and forward technologies for asynchronous care. Before
the COVID-19 pandemic, significant barriers interfered with the
expansion and routine use of telemedicine for patient care. This was
particularly true for direct to consumer or nonfacilitated telemedi-
cine visits. In addition, although remote patient monitoring (RPM)
and remote patient therapeutics were permitted, these procedures
were not reimbursed that limited their usefulness.

In March of 2020, the world changed because of the COVID-19
pandemic. Patients simply couldnot travel to andbe seenbyproviders
in traditional clinical settings because of the risk of transmission of this
pandemic virus. In response, early in 2020, theDepartment ofHealth
andHumanServices (HHS) and other health careerelated regulatory
entities waived many of the rules that had prevented widespread
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Abbreviations used

BAA- B
usiness associate agreement

CMS- C
enter for Medicare and Medicaid Services

CPT- C
urrent Procedural Terminology

DEA- D
rug Enforcement Agency

EHR- E
lectronic health record
HCPCS- H
ealthcare Common Procedure Coding System

HHS- H
ealth and Human Services
HIPAA-H
ealth Information Portability and Accountability Act

IMLC- I
nterstate medical licensure compact

NED- N
otice of Enforcement Discretion

PHE- P
ublic health emergency

PHI- P
rotected health information

RPM- R
emote patient monitoring

RTM- R
emote therapeutic monitoring
adoption of telemedicine. As a result, the use of telemedicine
exploded. Patients are now accustomed to at least being offered a
telemedicine visit instead of an in-person visit when scheduling
an appointment with a health care provider.

Although these waivers have enabled widespread use of tele-
medicine during the pandemic emergency, many are scheduled
or are likely to expire as the emergency ends. This raises the
question of why these waivers need to expire and whether the
original restrictions were necessary in the first place. In this pa-
per, we will attempt to review some of the regulations that did
change during COVID-19 and to predict how they are likely to
evolve once the pandemic is over.

For the purpose of this review, the definition of telemedicine
includes both synchronous and asynchronous communications
between providers and patients at a distance using technology.
Although the terms “telehealth” and “virtual” are also used in
various ways, there is no consensus about their use. To keep with
the theme of this telemedicine issue, we will use the term “tele-
medicine” to describe all of these technology-based modes of care.

HEALTH INSURANCE PORTABILITY AND

ACCOUNTABILITY ACT AND TELEMEDICINE
One regulatory issue that has affected the use of telemedicine

during COVID-19 is the protection of patient privacy (Table I).2

The Health Insurance Portability and Accountability Act of
1996 (HIPAA) required creation of national standards to keep
protected health information (PHI) from being disclosed without
a patient’s consent or knowledge. This was accomplished by
creating 3 rules: (1) privacy that regulated the use and disclosure
of PHI, (2) security standards that dealt with protecting PHI
including electronic PHI, and (3) breach notification that
required an organization to report leaks of PHI to HHS, to the
patient, and in some cases to the media.

During COVID-19, some of the HIPAA rules were relaxed in
response to some of the limitations related to the pandemic. Before
COVID-19, technologies used to communicate with patients
during telemedicine sessions were required to be “HIPAA
compliant,” meaning that they needed to meet specific security
standards and that legal agreements needed to be in place between
the platform providers and their users to ensure this security. Under
the Notice of Enforcement Discretion (NED), the Office for Civil
Rights agreed not to penalize providers for noncompliance with
regulatory requirements under the HIPAA rules if they demon-
strated good faith use of telemedicine during the pandemic.
Under this notice, health care providers were permitted to use
popular applications for video chats that would previously not have
been permitted, such as Apple FaceTime, Facebook Messenger
video chat, Google Hangouts video, Zoom, or Skype, without the
risk of prosecution for noncompliance with the HIPAA rules. The
notice also stated that certain apps such as Facebook Live, Twitch,
Instagram, TikTok, and similar video applications were not to be
used for telemedicine services because they are accessible to the
public without an ability to ensure privacy.

Although Zoom did have a HIPAA compliant option before the
pandemic, it required a business associate agreement (BAA) so that
version technically was not “free” though it was relatively less
expensive than most other options.3 Google Meet also is free, but it
too requires that users have a signed BAA. Otherwise, HIPAA
compliance is not assured. Doxy.me has a free option that includes a
free BAA, but like Apps from the App Stores, the free version is
limited.4 Cerner has been trying to embed telemedicine into their
electronic health record (EHR) for years though a market-ready
product still is not available. Epic has a very nicely embedded tele-
medicine option. Many telemedicine vendors have their own docu-
mentation product built into their telemedicine platform, which
allows pdf reports to be sent to other EHRs, though such solutions are
often overlooked or difficult to access. More costly platforms, before
pandemic, were examples of both “buyer-beware” and “you get what
you pay for.” Many vendors did have an option to integrate tele-
medicine; however, they tend to have clinical workflows that do not
mimic providers’ existing workflows. It was possible to use those
platforms and document from within the platform and export the
record to another EHR. If the user’s EHR does not have embedded
telemedicine, providers can opt to use their existing EHR and to use a
different telemedicine platform just for the video capabilities.

As a result, multiple modalities for telemedicine services have been
used for patient visits. In addition, audio-only services were permitted
for less complex follow-up visits. Although the future of the NED is
unclear, it is likely that future telemedicine encounters will need to be
performed using fully HIPAA-compliant platforms. Fortunately, the
notice has provided an opportunity for most popular platforms to
become HIPAA compliant if they were not already.
MEDICARE AND MEDICAID POLICIES
The Center for Medicare and Medicaid Services (CMS)

changed its policies regarding billing for telemedicine services
provided during the COVID-19 pandemic, as shown in Table II.5

Before COVID-19, Medicare restricted most telemedicine ser-
vices to patients located in rural areas and in specific settings (such
as a hospital or physician office). In addition, it covered a limited
number of services and restricted care to real-time, 2-way video
communication, with limited exceptions, such as tele-stroke that
involved encounters that dealt with strokes.

Changes in response to COVID-19 included the almost
complete elimination of requirements for geographic and setting
locations so that most patients could benefit from telemedicine
regardless of where they live or the setting in which they are
located. This change even made it possible for providers to see
patients by telemedicine in their homes. In addition, the types of
technology that can be used, such as remote monitoring and
asynchronous services, are now permitted, as opposed to the
previously restricted list of approved services.6

Under the new rules,Medicare patients are allowed to be seen by
telemedicine for office or hospital visits and for almost any other



TABLE II. Changes in payment policies during COVID-195

� Location: Geographic restrictions including the distance between the
provider and the patient as well as types of locations each could be at
for patients or providers were removed.

� Eligible providers: All health care providers who are eligible to bill
Medicare can bill for telemedicine services, including Federally
Qualified Health Centers and Rural Health Clinics.

� Eligible services: This includes E&M codes both for new and estab-
lished patients, as well as other services that were restricted from use by
telemedicine before COVID-19.

� Cost-sharing: Providers can reduce or waive patient cost-sharing
(copayments and deductibles) for telemedicine visits.

� Licensing: Providers can provide services outside their state of
enrollment.

� Modality: Some telemedicine services could now be provided using a
telephone.

TABLE I. Regulatory issues that changed during COVID-191

� HIPAA flexibility for telemedicine
B Although HIPAA regulations are unchanged, the Notice of

Enforcement Discretion indicated that violations made in good
faith would not be prosecuted during COVID-19.

� Medicare and Medicaid policies
B Changes include the almost complete elimination of requirements

for geographic and setting locations as well as permitting most
types of services to be performed by telemedicine.

� Licensing requirements and interstate compacts
B Licensure waivers during COVID-19 have permitted providers to see

established patients by telemedicine even if they are across state lines.
B The Interstate Medical Licensure Compact has grown to 37

participating states
� Prescriptions of controlled substances

B Under the Federal State of Emergency, these restrictions were
removed allowing physicians to prescribe schedule 2 and 3 medi-
cations as indicated when practicing via telemedicine.

� Payment for telemedicine
B Payment for brief communication with patients otherwise known as

virtual check-ins.
B Payment initiated for E-visits.
B Payment for remote physiologic monitoring and remote therapeutic

monitoring is available.
� Legal considerations

B Federal liability protection for volunteer health care professionals who
provide volunteermedical services duringCOVID-19 for services that
relate to the diagnosis, prevention, or treatment of COVID-19.

B Protection from civil liability to out-of-state licensed health
professionals for free care provided during COVID-19.

� Equity in telemedicine
B Ask if a patient has access to video technology and to the internet.
B Remind patients to locate a private space in advance that in some

cases could even consist of the family car if they have one.
B Provide information that can be understood by low literacy

individuals.
B Forms and handouts should be available in the most common

languages spoken in the region.

HIPAA, Health Information Portability and Accountability Act.
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service that would normally occur in-person. To do this, the pro-
vider is required to use an interactive audio and video telecom-
munications system that permits real-time communication
between their location and the patient’s home. A variety of pro-
viders are permitted to see patients by telemedicine including
physicians, nurse practitioners, physician assistants, nurse mid-
wives, certified nurse anesthetists, clinical psychologists, clinical
social workers, registered dietitians, and nutrition professionals.
This change was enacted so that patients could avoid travel to
physicians’ offices, clinics, hospitals, or other health care facilities
where they could risk exposure to COVID-19. In addition,
although regulations still require that a provider have a prior
established relationship with the patient to see him or her by tele-
medicine,HHS agreed not to prosecute providers who see new, not
previously established patients by telemedicine during COVID-19.

Even though CMS made changes in response to the pandemic,
state-specific policies are still in effect, so it is necessary to keep up
to date with the information related to the state in which you
practice. A helpful guide for this can be found at the Center for
Connected Health Policy web site.7 Because each state has its own
telemedicine legislation, another useful resource for keeping track
of those changes is at the Health Resources & Services web site.8

On March 15, 2022, the Consolidated Appropriations Act
2022 was signed into law.9 The Act extends certain telehealth
flexibilities for Medicare patients for 151 days after the official end
of the federal public health emergency (PHE). This gives health
care providers a minimum of 7 months to prepare for a return to
pre-COVID telemedicine legislation. For mental health, tele-
medicine waivers have become permanent, lifting the originating
site requirements and allowing for audio-only coverage. There is a
requirement that a patientmust initially be seen in person and then
every 12 months unless there are extenuating circumstances.

PAYMENT DURING COVID-19
In 2019, Medicare started paying for brief communication

with patients otherwise known as virtual check-ins. These consist
of short patient-initiated communications between a patient and
his or her health care provider and can be done using a variety of
communication technologies including synchronous discussion
over a telephone or asynchronous exchanges of information
through videos or images. Its purpose is for patients to
communicate information with their provider, who could help to
avoid unnecessary trips to the doctor’s office or hospital. Because
the communication must be patient initiated, providers need to
inform patients that this is available and how to use it before a
virtual check-in can be used.

These virtual check-ins are permitted for patients who have a
previously established relationship with the provider and only if
the communication is not related to a medical visit within the
previous 7 days and if it does not lead to a medical visit in the
next 24 hours (or at the soonest appointment available). Finally,
the patient must verbally consent to receive virtual check-in
services, and this should be documented. Virtual check-in ser-
vices can be billed depending on the mode of communication
used such as telephone (Healthcare Common Procedure Coding
System [HCPCS] code G2012) or review of video or still images
(HCPCS code G2010) (see Table III).

Paymentwas also initiated for E-visits. E-visits are asynchronous
patient-initiated communications through an online patient por-
tal.10 Billing for E-visits also requires that the provider have a
previously established relationship with the patient. In addition,
the patient must generate the initial inquiry and communications
can occur over a 7-day period. E-visit services are billed
using Current Procedural Terminology (CPT) codes shown in
Table III.

In 2014, CMS sponsored a $7 million innovation project to
expand the use of e-consults.12 Many large health systems partici-
pating in the Coordinating Optimal Referral Experiences program



TABLE III. Codes for various telemedicine services10,11

RPM code Description

99453 RPM setup

99454 RPM monitoring/30 d

99457 RPM treatment management—first 20 min

99458 RPM treatment management—additional 20 min

99091 RPM treatment management—30 min

RTM code Description

98975 Setup (billable once per episode)

98976 Respiratory monitoring (technical component)

98977 Musculoskeletal monitoring (technical component)

98980 Treatment management (first 20 min) (professional service)

98981 Treatment management (each additional 20 min) (professional service)

E-visits Description (for providers who can independently bill)

99421 Online digital evaluation and management service, for an established patient, for up to 7 d, cumulative time during the 7 d: 5-10 min

99422 Online digital evaluation and management service, for an established patient, for up to 7 d, cumulative time during the 7 d: 11-20 min

99423 Online digital evaluation andmanagement service, for an established patient, for up to 7 d, cumulative time during the 7 d: 21 min ormore

E-visits Description (for clinicians who cannot independently bill)

G2061 Qualified nonphysician health care professional online assessment and management, for an established patient, for up to 7 d,
cumulative time during the 7 d: 5-10 min

G2062 Qualified nonphysician health care professional online assessment and management service, for an established patient, for up to 7 d,
cumulative time during the 7 d: 11-20 min

G2063 Qualified nonphysician qualified health care professional assessment and management service, for an established patient, for up to 7
d, cumulative time during the 7 d: 21 min or more

HCPCS code Description

G2012 Virtual check-in: communication by telephone

G2010 Virtual check-in: review of video or images

E-consults Electronic health record assessment

99446 Interprofessional telephone/internet/electronic health record assessment and management service provided by a consultative
physician, including a verbal and written report to the patient’s treating/requesting physician or other qualified health care
professional; 5-10 min of medical consultative discussion and review

99447 11-20 min

99448 21-30 min

99449 31 min or more

99451 Interprofessional telephone/internet/electronic health record assessment and management service provided by a consultative
physician, including a written report to the patient’s treating/requesting physician or other qualified health care professional, 5 min
or more of medical consultative time

99452 Interprofessional telephone/internet/electronic health record referral service(s) provided by a treating/requesting physician or other
qualified health care professional, 30 min

HCPCS, Healthcare Common Procedure Coding System; RPM, remote patient monitoring; RTM, remote therapeutic monitoring.
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experienced favorable outcomes and cost findings with the imple-
mentation of e-consults.13 In 2019, CMS approved the use of several
CPT codes under interprofessional consultations for reimbursement
of e-consults based on the amount of the specialist’s time spent
completing the consultation (Table III).11 After the pandemic, some
stateMedicaid programs have enacted permanent reimbursement for
e-consults under covered asynchronous telemedicine services.14,15 A
recent study demonstrated the usefulness of e-consults for allergy by
reducing the number and wait time of visits.16

Although the federal PHE is still active (current extension set
to expire April 16, 2022), many commercial insurers have
announced that coverage for telemedicine encounters established
during the pandemic will continue beyond the PHE expiration.
At the time of writing, a bill before Congress proposes another
extension of select telemedicine waivers.17 This foreshadows the
high likelihood that telemedicine regulation changes that
occurred during COVID-19 will become permanent.
LICENSING REQUIREMENTS AND INTERSTATE

COMPACTS
A provider must be licensed to practice in the state(s) where

their patients are located at the time of care regardless of how that
care is delivered. This is not new; however, the use of telemed-
icine challenges this traditional model of care and highlights a
regulatory barrier to access that did not exist before the tech-
nology was widely available. For years, telemedicine lobbyists and
advocates have called for an interstate medical licensure compact
(IMLC) like the registered nurse license compact that has been
around for decades. In large, sparsely populated states, this bar-
rier is not as apparent as it is in densely populated, small states
like those on the Upper East Coast. It was not surprising then
that the first federal and state COVID telemedicine waivers
removed this requirement, allowing physicians in good standing
to care for, via telemedicine, patients located in states where they
did not have medical licenses.



TABLE IV. Considerations when obtaining informed consent to
use telemedicine29-32

� Consider mailing or using a patient portal to send the telemedicine
consent form in advance, so that patients can review it ahead of time.

� Ask if the patient has access to a safe and comfortable location to
conduct the telemedicine visit.

� Explain what a telemedicine visit consists of.
� Discuss the benefits of a telemedicine visit including avoiding travel to
a provider’s office.

� Discuss limitations of telemedicine including inability to do a physical
examination, certain types of tests, and privacy risks.

� Specify what type of telemedicine visit (audio-only or audio-visual) the
consent is for.

� OK to obtain written or oral consent if it is documented.
� If the patient does not speak English very well, arrange for a qualified
interpreter to be present during the visit.

� Once a patient gives consent, consider mailing him or her a copy of the
consent form to keep.
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Expansion of licensure for telemedicine to out-of-state pro-
viders during COVID-19 has permitted providers to see patients
even if they were across state lines or in Alaska.18 Although the
federal PHE remains in place, many states have enacted their own
versions of the licensure waiver (which supersedes the federal
waiver for the state), and those waivers have almost all expired. A
useful web site for state-specific health care laws is FindLaw.19

The IMLC started onboarding states that had enacted the
appropriate legislation in 2017 and since has grown to 37
participating states and 4 that have pending administrative pro-
cessing.20,21 The pandemic highlighted the need for states not
already participating in the IMLC to offer a reasonable solution
for when their waivers expired.

An example of a state that has enacted a permanent alternative
for out-of-state physicians to care for their patients via tele-
medicine is Florida.22 Providers with an out-of-state license or
certification can qualify by submitting an application form,
maintaining an unencumbered license, having no pending
adverse actions in the recent 5 years, maintaining liability
coverage, not having a Florida office, and using only licensed
pharmacies for prescriptions.

PRESCRIPTIONS OF CONTROLLED SUBSTANCES

As noted in the introduction, before contemporary availability of
secure video-conferencing solutions, many providers interested in
telemedicine relied on the phone or email to deliver care. The Ryan
Haight Act was passed in 2008 limiting a physician’s ability to pre-
scribe controlled substances when offering telemedicine by requiring
an audio-video assessment at a Drug Enforcement Agency (DEA)
registered facility at least every 24months or that the patient-provider
relationship first be established by an in-person encounter.23

Under the Federal State of Emergency, these restrictions were
removed allowing physicians to prescribe schedule 2 and 3 medi-
cations as indicated when practicing via telemedicine. According to
the American Telemedicine Association, the nation has not seen a
resultant increase in opioid prescription errors, diversion, or
addiction since waiving the requirements of the RyanHaight Act.24

Providers practicing telemedicine with patients located in
various states need not only a professional license from those
states but also current DEA registration numbers or controlled
substance licensure numbers. Failure to keep the state authority
current can result in loss of the federal DEA designation.25
LEGAL CONSIDERATIONS

When implementing a telemedicine program, certain legal
considerations need to be considered.26 This is true whether the
program is being implemented before, during, or after COVID-
19. These include protecting yourself from liability and
malpractice, protection of PHI, and compliance with regulatory
requirements such as licensure and informed consent. The latter
2 considerations are discussed elsewhere in this review.

Before seeing patients using telemedicine, providers have been
advised to check with their insurance company to make sure that
telemedicine services are covered, particularly when using tele-
medicine in response to COVID-19. In some cases, liability in-
surance will already cover it, and in others, it may be necessary to
purchase supplemental telemedicine coverage. It is also important
to confirm that the insurance policy provides coverage for all lo-
cations, especially if patients are seen in states other than the one
in which the provider is licensed. To assist providers who want to
see patients using telemedicine during COVID-19, the Secretary
of HHS issued a letter and guidance in March of 2020 urging state
governors to enact executive orders aimed at shielding health care
professionals from certain types of liability. Of course, this was not
intended to protect providers from actions such as gross negli-
gence, criminal misconduct, or providing care while intoxicated.

At about the same time, the Coronavirus Aid Relief and Eco-
nomic Security Act went into effect. This included federal liability
protection for volunteer health care professionals who provide
volunteer medical services during COVID-19 for services that
relate to the diagnosis, prevention, or treatment of COVID-19, or
the assessment or care of a patient related to an actual or suspected
case of COVID-19.27 For more specific telemedicine legal infor-
mation about state laws, the Center for Connected Health Policy
provides webinars and summary reports for each state.28

The Uniform Emergency Volunteer Health Practitioners Act
grants protection from civil liability to out-of-state licensed
health professionals for free care provided during a declared
emergency such as COVID-19. However, the act only applies to
out-of-state physicians who have registered in advance or during
an emergency. Before seeing a patient using telemedicine, it is
necessary to get his or her official informed consent. Specific
informed consent laws vary by state; however, certain aspects of
the consent are consistent29-32 (see Table IV).
REMOTE THERAPEUTIC MONITORING AND

REMOTE PATIENT MONITORING

For the last 2 years, codes for remote physiologic monitoring
also known as RPM have been available (Table III). This involves
providers keeping track of physiologic data (eg, heart rate, respi-
ratory rate, blood pressure, weight, and spirometry) that are
automatically transmitted electronically for use in treatment.
Physiologic monitors monitor vital signs and inform providers of
changes in a patient’s condition using alerts. Payment for RPM can
be made even if the services are provided by clinical staff without
the provider necessarily being present on-site. Although monitors
for basic parameters are available now, there is a need to develop
wearable physiologic monitoring systems with algorithms that can
convert the acquired data into actionable information for medical
management.33 To bill for RPM, patient datamust be collected for
at least 16 days per month, and it is billed on a 30-day basis.

Remote therapeutic monitoring (RTM) is different from RPM.
RTM usually involves remote communication technology-based
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services such as use of surveys, along with interaction between
providers and patients. It permits nonphysiologic data to be
collected andmonitored that are linked to therapeutic interventions.
RTM data can be self-reported by the patient and transmitted
automatically by a device. A physician (or nonphysician practi-
tioner) must directly supervise clinical staff who provide the treat-
ment management part of the service. This means that a provider
must be present in the office when clinical staff are performing the
remote service. It is distinct enough to have its own set of billing
codes (see Table III). In addition, the billing is specifically for
musculoskeletal, respiratory, or medication adherence programs.
CONCLUSION
The COVID-19 pandemic has created many barriers to

providing health care, yet it also has created new opportunities.
Although telemedicine was a nascent means of health care delivery
before COVID-19, it now is one of the principal means for doing
so today, and it is likely to remain so. Whether this will happen
may depend in part on continued relaxation of regulations that
hampered it before the pandemic. Whereas enforcement of
compliance with HIPAA will most likely resume, platform oper-
ators and providers have had an opportunity to prepare for this.
State licensure requirements may also resume; however, the reg-
ulations were in the process of becoming more liberal before
COVID-19 so that process might continue. There is no reason to
anticipate that payment for telemedicine services including check-
ins, remote physiologic and therapeutic monitoring, and relaxa-
tion of location and service requirements will end. For these
reasons, telemedicine therefore is likely to continue as an impor-
tant part of medical practice.
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