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Executive Summary
Welcome to the CTeL Executive Telehealth Summit 10.0! In this briefing memo, you will find the following:

•	 CTeL	Summit	Agenda. Background information and details on each of the 
scheduled plenary and breakout sessions. 

•	 Telehealth	During	the	115th	Congress. A brief guide to some of the many 
pieces of telehealth-related legislation that have been introduced and passed 
during the 115th Congress. 

•	 Improving	the	Ryan	Haight	Act—CTeL’s	Controlled	Substances	Regulatory	
Reform	Working	Group. More detailed information on the work that CTeL 
has done with its Controlled Substances Regulatory Reform Working Group, 
including the suggested changes to the Ryan Haight Act that we submitted to 
the Drug Enforcement Administration (DEA) earlier this year. 

•	 Telehealth	Reimbursement	Coalition	and	Telehealth	Reimbursement. 
Background information on the CTeL-led Telehealth Reimbursement Coalition, 
including the work that we have done thus far and our planned future work. 
While this will not be covered during this summit—it is on the agenda for 
the November meeting—we wanted to provide details on our efforts and on 
additional ways to get involved in the Coalition.

We hope that this memo will help to guide your Summit experience and serve as a 
resource once the event is over. Thank you again for attending—we look forward to 
a productive conference! 
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CTeL Summit Agenda
THURSDAY, JUNE 14
CTeL Summit Sessions

What Does the Net Neutrality Repeal Mean for Telemedicine?

In December of 2017, the Federal Communications Commission (FCC) voted 3-2 
to overturn a 2015 decision that officially classified the Internet as a public utility 
and forbade internet service providers (ISPs) from censoring or prioritizing content; 
specifically, it required them to allot the same bandwidth to all content. Prior to the 
FCC’s vote, polling showed that as many as three quarters of Americans supported 
keeping net neutrality intact, with millions contacting the agency to voice their opinions.  

Telehealth advocates also spoke out before and after the FCC’s vote, urging support 
for net neutrality. Specifically, they have expressed concerns that scrapping those 
rules could hurt patients and providers, particularly those in rural and underserved 
communities and smaller physician practices, by creating a “two-tiered” system 
under which they, as large users of bandwidth, would have to pay more for it—money 
that many small hospitals do not have. These higher costs, in turn, would deter 
providers and organizations from utilizing telehealth with their patients. For his part, 
FCC Chairman Ajit Pai has argued that doing away with net neutrality would actually 
help telehealth providers. “One aspect of this proposal I think is worth highlighting 
here is the flexibility it would give for prioritizing services that could make meaningful 
differences in the delivery of health care,” Pai, a former Verizon attorney, said in a 
November speech, asserting that it would actually allow ISPs to prioritize telehealth. 

In both the House and the Senate, legislation has been introduced that would keep 
net neutrality intact; while the Senate narrowly passed their version this spring, the 
bill faces steep odds in the House, and even if it were to pass, President Donald 
Trump would be very unlikely to sign it. A number of states have also considered 
legislation that would preserve net neutrality within their borders, with those bills 
becoming law in both Oregon and Washington State.  

CPT Coding and Medicare Reimbursement

Medicare currently provides for extremely limited reimbursement for telemedicine 
care. Specifically, the Centers for Medicare and Medicaid Services (CMS) put 
significant geographic and originating-site restrictions in place nearly two decades 
ago—restrictions that remain in place today. What’s more, practitioners often 
face logistical and administrative hurdles when attempting to be reimbursed for 
the telemedicine services they provide, from changing telemedicine modifiers to 
complicated coverage requirements. While there are signs that the agency may be 
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moving toward loosening those restrictions—a 2017 CMS report, for example, found 
that Medicare spent more money on reimbursement for telemedicine services in 
2016 than they ever had in the past, though that spending still only accounted for a 
small percentage of its overall budget—for now, they remain a reality for providers 
and patients to contend with. 

Also causing potential headaches for providers: a report from the Office of the 
Inspector General (OIG) at the Department of Health and Human Services (HHS) that 
found that CMS paid out an estimated $3.7 million in improper payments. The report 
was prompted by when a significant increase was observed in CMS payments for 
telehealth services, from just over $61,000 in 2001 to more than $17 million in 2015. 
Further raising red flags for OIG was the fact, per the report, “that more than half of the 
professional telehealth claims paid by Medicare did not have matching originating-
site facility fee claims”; a 2009 Medicare Payment Advisory Commission (MedPAC) 
report found that such claims “were more likely to be associated with unallowable 
telehealth payments.” The report’s authors made a series of recommendations for 
ways in which these situations can be avoided in the future, including better educating 
providers on reimbursement requirements. Simply put, at a time of increased scrutiny, 
providers must take careful steps to ensure full compliance.  

Innovative Telehealth Technologies Delivering Care in Innovative Ways

As telehealth technology has continued to evolve, so have the ways in which care is 
delivered. Dr. Michael Kotler, the founder and CEO of Remote MD, offers examples 
of telehealth’s use in remote settings, including from offshore oilrigs, to connect 
patients with the care that they need when they need it. 

Looking at a very different setting, Dr. Purna Prasad, the chief technology officer 
of Northwell Health, has utilized drones to deliver telehealth care to urban patients, 
working in conjunction with first responders to help improve their response time. This 
echoes the growing realization that underserved urban communities, once thought 
to not be as ideal of a “fit” for telehealth as rural areas, can be well served by the 
technologies. 

Ultimately, as telehealth utilization continues to increase, the number of different 
ways in which it is delivered will likely also grow, raising new legal, regulatory, and 
reimbursement-related questions along the way.  

Building — and Growing — a Successful Telehealth Program with the Experts

Study after study has shown that the telehealth and mHealth market is projected to 
grow exponentially in the coming years, as it has over the past two decades. But the 
market is a volatile one, too, with more than one initially successful telehealth company 
flaming out, in some cases due to an inability to comply with the numerous federal 
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and state telehealth regulations—essentially, being “regulated out of existence.” 
Reimbursement, too, can prove challenging, with public and private payers alike 
often forcing providers and organizations to jump through a multitude of hoops in 
order to be paid for the services they provide.

How can those seeking to develop telehealth companies or programs do so in a way 
that ensures they will be effective and financially successful? What “growing pains” 
have successful programs encountered, and how did they overcome them? How 
have health systems successfully navigated the world of reimbursement, and what 
protocols have they put in place to help them do so? The good news for those just 
starting out is that the telehealth field offers a variety of success stories from which 
to learn.

Not All Parity is Created Equal: Coverage Parity Versus Payment Parity

When it comes to private-payer reimbursement for telemedicine, each state has taken 
its own approach. These variations in state law can cause challenges for providers 
and health care organizations operating in multiple states, including when utilizing 
telemedicine. As of this year, 33 states and the District of Columbia have enacted 
a law relating to private insurance coverage for telemedicine. In other words, they 
require some sort of private insurance coverage for telemedicine care, they explicitly 
prevent insurers from denying coverage for a service simply because it is provided 
via telemedicine, or they prevent insurers from imposing specific restrictions on 
telemedicine coverage. 

By contrast, states with stronger laws—in other words, states with genuine 
telemedicine parity laws—require reimbursement for care via telemedicine at the 
same rate as in-person services. As of now, the number of these states is still 
extremely limited; although legislators in states across the country have considered 
parity legislation in recent years, few have actually enacted them. Genuine parity 
laws benefit patients and providers alike; to put it simply, there is work to be done 
when it comes to enacting these laws in states across the country, and CTeL is ready 
to advocate for them. 

Controlled Substances Regulatory Reform Working Group 

Every state across the country has felt the impact of the opioid epidemic, which 
took 42,000 lives in 2016. At the same time, the United States is facing a lack of 
addiction treatment facilities and providers. Particularly in rural communities, this 
represents a significant opportunity for expanded use of telemedicine, including to 
provide medication-assisted treatment. Despite studies showing the effectiveness of 
telemedicine to provide these services, outdated licensure laws and other restrictions 
are holding its usage back, hurting patients and providers alike.
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With that in mind, CTeL and the members of its Controlled Substances Regulatory 
Reform Working Group have been working on potential improvements to the Ryan 
Haight Act—the primary law governing online prescribing. This spring, CTeL submitted 
these suggested changes to the Drug Enforcement Administration (DEA), which has 
expressed a willingness to make Ryan Haight more telemedicine friendly. (Members 
of Congress, too, have put forth a variety of different legislative proposals to do 
the same thing.) Coalition members come from throughout the behavioral health 
community, and share a commitment to alleviating the need for opioid addiction 
treatment in rural and underserved communities, while prioritizing patient safety. 

See below for the suggested language that CTeL and the working group members 
submitted to the DEA.

Licensure Impeding Continuity of Care: CTeL’s First-Ever All-Hands-On-Debate

Provider licensure laws, simply put, have not kept pace with modern health care 
technology, telemedicine included. Progress has been made with the adoption in 
states across the country of various interstate licensure compacts; for example, the 
Interstate Medical Licensure Compact (IMLC), which governs physician licensure, 
took effect in 2017, while the Nurse Licensure Compact officially took effect earlier 
this year. A few states have also adopted similar licensure compacts for psychologists 
and physical therapists. But work still remains to be done to bring licensure into the 
modern era, including when it comes to ensuring continuity of care for patients. 

During this session, participants will be discussing three different telemedicine case 
studies in the context of current licensure laws and continuity of care. The cases 
will include one involving specialty pediatric care, one involving second-opinion 
consultation, and another involving behavioral health care. Following that, they will 
be divided into two teams to discuss and debate licensure issues. Ultimately, the 
goal will be to compile a list of suggestions for changes to licensure laws that will 
permit true continuity of care while still allowing for the appropriate regulation of 
the medical community. The compiled results of the session will be delivered to 
appropriate medical licensure and regulatory organizations. 
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CTeL Summit Agenda
FRIDAY, JUNE 15
CTeL Summit Sessions

HIPAA Navigation 

Since the Health Insurance Portability and Accountability Act (HIPAA) was signed 
into law in 1996, “HIPAA compliance,” “HIPAA violation,” and other such terms have 
become a familiar part of our national lexicon. For telehealth providers, navigating 
HIPAA requirements can be a perpetual challenge, and the prospect of an audit by 
the Office of Civil Rights (OCR) at the Department of Health and Human Services 
(HHS) is never a welcome one. 

HIPAA was drafted, passed, and signed at a time when the Internet was in its 
infancy—as was telehealth. As a result, the law doesn’t always account for modern 
privacy and cybersecurity challenges (the skyrocketing number of data breaches 
in the past few years, for example), or for the use of telehealth technologies. Also 
adding complications: a number of states have developed their own, stricter laws 
governing patient data and privacy. In recent years, some advocates have suggested 
improving and updating HIPAA to bring it into the modern era. 

“The Doctor Is In … Your Living Room”: Concierge Medicine Model

Thanks to companies like Heal, Physician HouseCalls, and even Uber (which has 
frequently partnered with doctors), the “concierge medicine” model is taking off. In 
other words, by paying an additional annual fee, patients gain access to services that 
range from guaranteed same-day appointments to physician house calls scheduled 
via an app, meaning that you could have a visit with your doctor in your own living 
room. As the model is still in its relative infancy, however, a number of legal, regulatory, 
and compliance considerations must still be addressed. 

As the “concierge” model continues to grow in usage, its advantages over, and its 
impact on, traditional direct-to-consumer telemedicine remain to be seen. Advocates 
for concierge medicine, however, have asserted that it can successfully cut down on 
patients’ usage of costly emergency rooms and urgent care clinics, as well as save 
patients valuable time that might otherwise be spent waiting to see a provider. 

Legislative and Regulatory Update: What’s Happening in Congress and in the States

The 115th Congress (see below for more details) has been a particularly busy one 
when it comes to the introduction of telehealth-related bills. Notably, three bills with 
telehealth provisions have passed both the House and the Senate; legislators have 
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also sought to loosen the numerous restrictions that Medicare currently places on 
reimbursement for telehealth services. 

States, too, have been busy when it comes to telehealth legislation. Some notable trends:

•	 Broadband. Several states have considered legislation that specifically 
addresses the importance of high-quality, affordable broadband service for 
the provision of telehealth care. For example, in Alaska, H.B. 246 (stalled in 
committee) would create the state’s Broadband Development Commission, 
specifically highlighting the importance of telehealth to the state. In North 
Carolina, a recently introduced bill (S.B. 779) that would create specific 
telehealth standards of practice also requires the state to develop a plan that 
would ultimately allow all residents to have access to the kind of high-quality 
broadband coverage that allows for the use of telehealth.  

•	 Opioid	Epidemic. Increasingly, states have turned to telemedicine as a way to 
combat the opioid epidemic. California’s pending A.B. 2861, for example, would 
provide for reimbursement under the state’s Medicaid program, Medi-Cal, for 
substance use disorder treatment when provided via telehealth. And in Virginia, 
S.B. 225 would have created a two-year pilot program for the provision of 
addiction recovery services to underserved patients via telehealth.  

•	 Behavioral	Health. Similarly, behavioral health has been a hot topic at the state 
level over the past few years. Alaska’s pending H.B. 358, for example, would 
require coverage for tele-mental health services in private insurance plans that 
already offer coverage for mental health care. In Florida, S.B. 1790, which died 
in committee, would have required a state working group on the Baker Act (the 
state law regarding involuntary commission) to study the use of telehealth for 
evaluations, case management, and other services. 

•	 Private	Payers	Reimbursement. Some states have also sought to expand 
reimbursement for telehealth services, and to more clearly set standards for 
private payer coverage. For example, Iowa Governor Kim Reynolds signed HF 
2305 into law in April. The legislation, which takes effect on January 1, 2019, 
requires private insurers to provide the same reimbursement for telemedicine 
care as they would for in-person services; the law does not, however, establish 
payment parity. In Kansas, the recently signed H.B. 2028 more formally defines 

“telemedicine” as live, real-time, two-way audio-video communications, while 
explicitly excluding e-mails, phone conversations, and faxes from the definition. 
It also outlines privacy requirements, and forbids insurers from denying coverage 
for a service solely because it is provided via telemedicine. 

•	 Reimbursement	Coverage	Expansion. States have also considered expanding 
reimbursement to new care settings and modalities. In California, for example, 
S.B. 1023 would establish Medi-Cal and private payer reimbursement for 
sexual and reproductive health services provided via telemedicine. Arizona’s 
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H.B. 2042, which became law this spring, adds coverage for telehealth urology 
care. In Minnesota, H.F. 1498 would allot resources for the establishment of four 
school-based telemental health pilot programs in locations throughout the state; 
California lawmakers are also considering similar legislation.  

•	 Payment	Parity. Finally, states have grappled with the issue of payment parity. 
In Washington State, the governor signed into law S.B. 6399, which requires 
a telemedicine working group to develop a potential framework for payment 
parity. Kentucky’s governor signed S.B. 112 in April; the legislation establishes 
guidelines for telemedicine reimbursement parity, while also taking steps to 
expand Medicaid beneficiaries’ access to telemedicine services.  

Fraud and Abuse Under the Microscope

Addressing “fraud and abuse” in the health care system seems to be a perpetual goal 
of politicians and policymakers—and telemedicine is no exception. In recent months, 
a number of private payers have reported an uptick in prescriptions for medications 
and durable medical equipment; many have, in turn, launched investigations. On the 
public side, in late 2017 the Office of the Inspector General (OIG) at the Department 
of Health and Human Services (HHS) announced an upcoming audit of Centers for 
Medicare and Medicaid Services (CMS) payments for state Medicaid telehealth 
services. The results of their report, including details on any improper payments 
made, will likely be issued in 2019. 

Similarly, another OIG report released earlier this year found that CMS had paid out 
an estimated $3.7 million in improper payments for Medicare telehealth services. The 
report was prompted when a significant increase was observed in CMS payments for 
telehealth services in recent years, from just over $61,000 in 2001 to more than $17 
million in 2015. All of this means that telehealth providers are coming under increased 
scrutiny, making it crucial for health care organizations to have clear-cut protocols and 
procedures in place to avoid errors when submitting reimbursement claims.   

AI Won’t Replace Doctors. But Will Doctors That Embrace AI Replace Doctors Who Don’t?

Artificial intelligence (AI) is everywhere these days, from video games to personal digital 
assistants (like Siri and Alexa) to smart cars—including in the health care field, where 
it raises a host of legal, regulatory, and reimbursement-related questions. Already, 
AI has been used successfully in a number of health care settings. To offer just one 
example, earlier this year the Food and Drug Administration (FDA) approved a wearable 
device for patients with epilepsy that has the capacity to not only detect the deadliest 
seizures, but also to notify a patient’s caregivers in the event of one. The agency also 
recently gave its approval a new clinical decision support application that uses artificial 
intelligence (AI) to identify signs of a stroke in CT scan images. What’s more, patients 
are increasingly willing to embrace AI in their own care; an Accenture study released 



earlier this year, for example, found that 47 percent of respondents would be open to a visit 
with “an artificially intelligent virtual doctor,” and 56 percent (after researchers explained 
the benefits) would be willing to undergo surgery assisted by a robot. 

While AI and predictive analytics will never truly replace health care providers, they 
can provide valuable tools—to assist providers in making diagnoses, and to empower 
patients to take better control of their own health. At the same time, laws and regulations 
have yet to truly catch up to evolving technology, meaning that lawmakers and regulators 
must still grapple with a variety of questions surrounding their use.

Tele-Behavioral Health to the Rescue—Solving the Opioid Epidemic

Every state across the country has felt the impact of the opioid epidemic, which took 
42,000 lives in 2016. At the same time, the United States is facing a lack of addiction 
treatment facilities and providers, meaning that patients typically need to travel out of 
state for treatment. Then, once discharged, patients often return home to familiar settings 
that helped fuel their addiction, making post-discharge follow-up with their treatment 
providers crucial. 

Particularly in rural communities, this represents a significant opportunity for expanded 
use of telemedicine—but outdated licensure laws and other restrictions are holding it 
back, hurting patients and providers alike. What’s more, while the Trump Administration’s 
public health emergency declaration on opioid addiction did pave the way for telemedicine 
prescribing of addiction-treatment drugs, this is only a small step in the right direction. 
Work remains to be done to make the Ryan Haight Act, the primary law governing online 
prescribing of controlled substances, more telemedicine friendly. 

See below for more information on CTeL’s work in this area, including the suggested 
Ryan Haight changes submitted to the Drug Enforcement Administration (DEA). 
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Telehealth During the 115th Congress
The 115th Congress, which began in January of 2017, has been a particularly busy one when 
it comes to telehealth legislation, with more than three dozen bills introduced. Below are 
some of the highlights:

Last spring in the House, a bipartisan group of lawmakers debuted the Telehealth 
Caucus; led by longtime telehealth advocates Rep. Mike Thompson (D-CA), Rep. 
Gregg Harper (R-MS), Rep. Diane Black (R-TN), and Rep. Peter Welch (D-VT), it will 
be dedicated to improving access to and quality of telehealth and remote monitoring.

Three pieces of legislation including telehealth provisions have passed both the 
House and Senate:

•	 The	Creating High-Quality Results and Outcomes Necessary to Improve 
Chronic (CHRONIC) Care Act became law in February as part of a continuing 
resolution to fund the federal government. Among its provisions are increased 
telehealth benefits for Medicare Advantage patients, and the expansion of 
originating sites to include patient homes for telehealth consults among those 
receiving dialysis services. Accountable care organizations (ACOs) would also be 
able to expand the telehealth services that they offered to beneficiaries. Finally, 
the legislation would expand Medicare reimbursement for telestroke care, as it 
incorporates the provisions of the Furthering Access to Stroke Telemedicine 
(FAST) Act.	

•	 The	Veterans E-Health & Telemedicine Support (VETS) Act removes 
restrictions on the practice of telehealth across state lines, meaning that qualified 
Department of Veterans Affairs (VA) providers licensed in one state would be able 
to provide care via telehealth to patients in other states, regardless of whether 
or not the patient and provider are located in federal facilities. It would also 
expand eligible sites of care to include patients’ homes and community health 
centers. Similar versions of the bill passed both chambers, and later, those 
provisions were incorporated into the VA Mission Act, a sweeping reform bill that 
subsequently passed both chambers as well and—as of this writing—is awaiting 
the President’s signature.  

• The Medicare Part B Improvement Act	also became law in February as part 
of the continuing resolution. Among its provisions: the addition of Medicare 
reimbursement for at-home telemedicine kidney dialysis treatments.

At a time when many are pushing for expanded Medicare reimbursement—bolstered 
by the 2017 Government Accountability Office (GAO) report asserting that limited 
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reimbursement is holding back telemedicine utilization—many of the bills introduced 
have been specifically aimed at scaling back these restrictions. Among them: 
 
• The Telehealth Enhancement Act (House) would expand the list of eligible 

telehealth originating sites for Medicare reimbursement to include homes, 
urban critical access hospitals, and sole community hospitals, among other 
locations. In addition, it would create an incentive program for hospitals that 
lower readmission rates by utilizing remote patient monitoring and a Medicare 

“health home” model for patients with chronic conditions similar to one utilized 
by Medicaid, and would authorize a national Medicare payment bundling pilot 
program to include telehealth and remote patient monitoring services. 

• The CONNECT For Health Act (House and Senate) would remove some current 
Medicare restrictions on telehealth and remote monitoring services, including 
originating site restrictions, geographic restrictions, and other limitations. It 
would also create a specific remote monitoring benefit for “certain high-risk/high-
cost patients,” and would allow for the expansion of tele-mental health services.

Finally, lawmakers have turned to telehealth as a strategy for combating the opioid crisis. 

• The Opioid Crisis Response Act (Senate) would update Drug Enforcement 
Administration (DEA) regulations to expand access to addiction treatment via 
telehealth for patients in rural and underserved communities. More specifically, 
it would permit providers at community mental health centers and community 
addiction treatment facilities to dispense controlled substances via telemedicine. 
It would also impose a deadline for the issuing of a final rule on the special 
registration for telehealth providers to prescribe controlled substances without 
an in-person visit first under the Controlled Substances Act. (Similar bills have 
been introduced in the House as well.) 

• The Addiction Recovery for Rural Communities Act (House, Senate) would 
allot additional resources to rural communities struggling with addiction, 
specifically stipulating that such resources can be used for substance abuse 
treatment provided via telehealth.
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Improving the Ryan Haight Act: 
CTeL’s Controlled Substances Regulatory 
Reform Working Group

The Ryan Haight Online Pharmacy Consumer Protection Act was written and passed 
with the goal of protecting the public from rogue pharmacies that make dangerous 
drugs readily available to patients not under proper medical supervision. While 
the Act and its regulations were written with the best of intentions, some of those 
regulations are serving to stifle the use of telemedicine to care for patients, at a time 
when many—including those impacted by the opioid addiction epidemic—are living 
in areas with provider shortages.

With that in mind, CTeL and the members of its Controlled Substances Regulatory 
Reform Working Group have been working to develop potential improvements to the 
Act; this spring, we submitted those suggested changes to the Drug Enforcement 
Administration (DEA). They include:

1.	 Telemedicine	Examination. Allowing the use of two-way audio video 
telemedicine to conduct a physical exam to establish the provider-patient 
relationship for the purposes of prescribing. The current requirement of an 
in-person evaluation does nothing to rein in the behavior of rogue pharmacies, 
and instead places a burden on practitioners providing high-quality 
telemedicine care. We believe the telemedical examination should be accepted 
for establishing the practitioner-patient relationship for purposes of prescribing 
controlled substances via a telemedicine platform. 

2.	 Increase	Access	Points. Expanding recognized access points to include 
recognized Centers for Medicare and Medicaid Services (CMS) originating 
sites, in addition to public, charter, private, and parochial K-12 schools; 
institutions of higher education; early-childhood centers; other academic 
institutions; and any site legally recognized by a state or the federal 
government. Telemedicine encounters actually occur at many originating sites 
that do not dispense controlled substances, and that therefore would not be 
legally recognized under the Act. Current DEA originating-site restrictions harm 
providers and patients alike; indeed, patients in rural and underserved areas in 
need of access to controlled substances have often been unable to obtain their 
prescriptions owing to these limitations. We recommend expanding this list to 
expand patient access. 
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3.	 Special	Registration. The creation of a special registration for telemedicine 
providers, which would permit them to electronically prescribe controlled 
substances without first conducting an in-person examination. Instead, such 
providers would be able to conduct the first examination via telemedicine. 
This would make it easier for practitioners treating rural patients to utilize 
telemedicine to prescribe medication-assisted treatments.

CTeL welcomes the DEA’s openness to making changes to RHA, and look forward to 
continuing to work with them.



CTEL SUMMIT BRIEFING MEMO | REIMBURSEMENT 15

CTEL EXECUTIVE TELEHEALTH SPRING SUMMIT 2018
JUNE 14-15TH, 2018 • WASHINGTON HILTON • WASHINGTON, DC

Telehealth Reimbursement
The CTeL Telehealth Reimbursement Coalition 

The Telehealth Reimbursement Coalition developed out of conversations with 
attendees at previous summits. Led by CTeL, its goal is to make a research-based 
case for expanded and more equitable telemedicine reimbursement via Medicare, 
Medicaid, and private payers. 

Telehealth Reimbursement: Medicare, Medicaid, and Private Payer/Parity

Medicare

Of all the payers for telemedicine services, Medicare imposes the most restrictions on 
reimbursement. To begin with, only live, real-time video visits are covered. Location 
restrictions also apply (patients must be located in a HPSA or rural area), originating 
site restrictions apply, and practitioner restrictions apply. A number of advocates 
have raised concerns about these restrictions in recent years, saying that they are 
limiting patient access.  

These restrictions stem from 2001, when there was an effort in Congress to expand 
telemedicine reimbursement. The legislation was sent to the Congressional Budget 
Office (CBO) to be scored, or to have the financial impact on the federal budget 
measured. However, the data presented to the CBO was faulty; it presented 
telemedicine as costing 83 percent more than it actually would. Given the score, 
but at the same time seeing the potential of telemedicine, Congress made a 
compromise—reimbursement would be provided, but with a number of restrictions.  
These restrictions are now known as originating-site barriers. 

One of the goals of the CTeL Telehealth Reimbursement Coalition, thus, is to 
present the CBO with data showing that telemedicine either leads to cost savings 
or is cost neutral. Last year, in partnership with Mercer University in Georgia, the 
Coalition completed the most exhaustive literature review to date—reviewing 16,900 
telemedicine cost impact studies. While there are few usable, peer-reviewed studies 
on the cost impact of telemedicine, of those studies, the overwhelming consensus is 
that telemedicine either led to cost savings, was cost neutral, or was cost preventative. 
This set the stage for the next phase: filling the research gaps the Coalition identified. 
During this phase, we will need data from health systems, insurers, and others so 
that we can add to the limited body of usable research. We welcome additional 
participation in these efforts. 

Medicaid 

Currently, Medicaid programs in 48 states, as well as the District of Columbia, 
provide reimbursement for certain telemedicine services provided via live, real-time 



CTEL SUMMIT BRIEFING MEMO | REIMBURSEMENT 16

CTEL EXECUTIVE TELEHEALTH SPRING SUMMIT 2018
JUNE 14-15TH, 2018 • WASHINGTON HILTON • WASHINGTON, DC

video. In addition, 15 states provide reimbursement for certain store-and-forward 
telemedicine services, and 21 states provide reimbursement for in-home remote 
patient monitoring. Only nine states’ Medicaid programs provide reimbursement for 
all three. In other words, there is still work to be done when it comes to advocating 
for comprehensive Medicaid reimbursement for telemedicine. 

Private Payer/Parity 

When it comes to state telemedicine private-payer reimbursement laws, one thing 
is for certain: not all parity laws are created equal. Some only require that private 
insurers cover a service when it’s provided via telemedicine; states with stronger 
laws, by contrast, explicitly require reimbursement for care via telemedicine at the 
same rate as in-person services. While many states have considered legislation 
that would strengthen parity laws, the process has been a decidedly slow one. The 
Telehealth Reimbursement Coalition will also be working to advocate for stronger 
laws in the states that currently lack them. 




