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Executive Summary
Pursuant to SB 242/HB 886 (Chapters 366/367 of the Acts of 2016), Maryland Medical Assistance
Program - Telemedicine – Modifications, the Maryland Department of Health and Mental Hygiene (the
Department) respectfully submits this report regarding telehealth services. Specifically, the legislation
requires the Department to (1) assess the telehealth policies of select Medicaid programs in other
states, including reimbursement for telehealth services provided in a home setting; and (2) detail
planned enhancements to the Maryland Medicaid Telehealth Program.
Telehealth is an emerging method of delivering care to patients, where participants and providers
interact through different technological mediums. Telehealth services are administered through three
primary modalities—live video (synchronous), store-and-forward (asynchronous) and remote patient
monitoring (RPM), often called home health monitoring or telemonitoring. Currently, Maryland’s
Telehealth Program covers live video conferencing between certain originating and distant sites.
To evaluate opportunities to expand telehealth services available through the Maryland Medicaid
Program further, the Department conducted a literature review, researched other states’ policies and
interviewed a selection of state Medicaid programs. The literature review focused on services rendered
with the participant located in their own home through RPM and live video conferencing to assess
whether these telehealth services increase access to care, improve health outcomes, and result in costsavings. Studies show that RPM is associated with improved outcomes in patients with specific chronic
diseases. Studies regarding the use of live video conferencing in the home are limited and results are not
definitive. The Department also reviewed telehealth coverage and reimbursement in other states. In
addition, the Department spoke to several different state Medicaid programs and the Veterans’
Administration about their telehealth programs. Like Maryland, many states have expanded their
programs gradually. Approaches regarding reimbursement, covered services, and providers authorized
to engage in telehealth vary widely. Several states have implemented RPM programs for participants
with certain chronic conditions and reported success anecdotally. However, states have not evaluated
their programs.
Based on these findings, the Department proposes several changes designed to continue to expand the
Medicaid Telehealth Program, including:
•
•
•

Expanding coverage to include RPM for certain chronic conditions;
Expanding coverage to include additional distant sites and services, including new substance use
disorder (SUD) providers; and
Considering modifications to how Maryland Medicaid reimburses for telehealth services in the
future.

The Department believes that these recommendations will ensure Medicaid participants have access to
the critical care they need through a still developing method of care delivery.
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I.

Introduction

Pursuant to SB 242/HB 886 (Chapters 366/367 of the Acts of 2016), Maryland Medical Assistance
Program - Telemedicine – Modifications, the Department respectfully submits this report regarding
telehealth services. Specifically, the legislation requires the Department to (1) assess the telehealth
policies of select Medicaid programs in other states, including reimbursement for telehealth services
provided in a home setting; and (2) detail planned enhancements to the Maryland Medicaid Telehealth
Program.
II. Background & History
Overview of Telehealth and Telemedicine
The telehealth delivery model emerged in part as a way to increase access to and quality of care for
individuals living in rural areas. However, it is slowly evolving into a means to augment and enhance the
provision of services to all individuals, regardless of their diagnosis or location. The terms telehealth and
telemedicine are often used interchangeably, with terminology and definitions varying between
different states and their programs.1 Recently, the Maryland Medicaid program proposed new
regulations departing from the use of the terms telemedicine and telemental health in favor of a unified
definition under the term “telehealth”. The Department defines telehealth as “the delivery of medically
necessary somatic or behavioral health services to a patient at an originating site by distant site
provider, through the use of technology-assisted communication.”2 For consistency, the term telehealth
will be used throughout this report.
Telehealth services are administered through three primary modalities—live video (synchronous), storeand-forward (asynchronous) and remote patient monitoring (RPM) (called home health monitoring or
telemonitoring). Maryland Medicaid currently pays for the live video modality. Live video connects
patients virtually with practitioners and may serve as an alternative to an in-person visit. The patient’s
location is referred to as the originating site, and the telehealth provider’s location, the distant site.
Store-and-forward uses non-real time communication to transfer clinical information and pictures, such
as an x-ray or a high-resolution image, via e-mail or other electronic transmission for follow-up or
evaluation. RPM allows for the collection and transfer of a patient’s vital signs or health data, such as
blood pressure or heart rate, for tracking purposes while the patient is at a different site or at home.
Participants or their caretakers used technologic devices to gather and report data to a provider at
1

The Centers for Medicare and Medicaid Services (CMS) adopted the following definition of telemedicine:
“[T]elemedicine seeks to improve a patient's health by permitting two-way, real time interactive communication
between the patient, and the physician or practitioner at the distant site. This electronic communication means
the use of interactive telecommunications equipment that includes, at a minimum, audio and video equipment.
CMS views telemedicine as a potentially cost-effective alternative to the traditional face-to-face provision of
medical care (e.g., in-person consultations or examinations).” Centers for Medicare & Medicaid Services (CMS),
“Telemedicine,” Medicaid.gov, accessed September 12, 2016, https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Delivery-Systems/Telemedicine.html.
2
The Department is promulgating new regulations to refine its definition of telehealth. Current regulations
distinguish between telemedicine, covering somatic services, and telemental health, covering behavioral health
services. The new regulations adopt a unified definition encompassing both somatic and behavioral health
services under a single term, telehealth. 43:17 Md. Reg. 943-1008 (Aug. 19, 2016),
http://www.dsd.state.md.us/MDR/4317/Assembled.htm#_Toc459124759.
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another location. More recently, a fourth modality has also begun to emerge in the form of mobile
health or “mHealth.” Mobile health uses mobile communications devices, such as smart phones, for
health services and information. Mobile health applications are increasingly used to facilitate the three
traditional telehealth modalities.
Technology in the telehealth arena is evolving rapidly. Equipment used to perform telehealth services
includes web-based video conferencing platforms, computers, tablets and phone applications. For RPM,
electronic applications can be used to analyze vital signs including blood pressure, blood oxygen
saturation, pulse rate, weight, glucose level, prothrombin time and ratios, temperature, fluid status and
electrocardiogram data.
Billing and Reimbursement Considerations
One important aspect of the implementation of an effective Telehealth Program is development of a
system for billing and reimbursement. States use a variety of Healthcare Common Procedure Coding
System (HCPCS) codes and modifiers for this purpose. The HCPCS is the standardized code sets used to
facilitate efficient and effective claims processing.3 The HCPCS has two levels, referred to as HCPCS
Levels I and II. Restrictions regarding the types of services reimbursed through telehealth are common.
The HCPCS Level I contain five-digit numeric Current Procedural Terminology (CPT) codes, which
physicians and other health care professionals use to identify and bill for medical services and
procedures. Evaluation and management codes (E&M codes) refer to a subset of the CPT codes used to
report services provided in the office or in an outpatient or other ambulatory facility. There are different
E&M codes for different types of encounters such as office or hospital visits, as well as different levels of
care. In many cases, states restrict reimbursement of telehealth services to a subset of CPT codes
reimbursed by the Medicaid program.
The HCPCS Level II is a standardized coding system used primarily to identify products, supplies and
services, such as durable medical equipment, prosthetics, orthotics and supplies not included in the CPT
medical code set. These codes are alphanumeric codes consisting of a single alphabetical letter followed
by four numeric digits.4 The HCPCS Level II codes may be permanent or temporary. The temporary codes
meet short-term operational needs in the insurance sector where there is no existing national code. For
example, both Q- and H-codes are temporary national codes that CMS has reserved for assignment if
needed. The Q-codes are used to identify services that have not been assigned a CPT code or national
Level II code, such as drugs, biological and other types of medical equipment or services.5 A Q-code may
remain active for multiple years, if it is not converted to a permanent Level I or II code or deleted by
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Centers for Medicare and Medicaid Services, “HCPCS - General Information. HCPCS Background Information,”
Centers for Medicare and Medicaid Services, August 25, 2016,
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/index.html.
4
Ibid.
5
Centers for Medicare and Medicaid, “Healthcare Common Procedure Coding System (HCPCS) Level II Coding
Procedures” (Baltimore, MD: Centers for Medicare and Medicaid Services, November 13, 2015),
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/Downloads/HCPCSLevelIICodingProcedures72011.pdf.
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CMS.6 State Medicaid agencies primarily utilize H-codes to establish separate codes for identifying
mental and substance use disorder (SUD) services, such as alcohol and drug treatment services.7
Telehealth originating sites typically bill using the HCPCS code Q3014 – “Telehealth originating site
facility fee”.
Additionally, HCPCS Procedure Modifier Codes may be used with either of the two HCPCS levels.8
Modifier codes provide additional information about a service or item identified by the HCPCS code.
These modifiers are applied when the HCPCS code description may need to be modified to describe the
specific circumstances for an item or service.9 The Level II HCPCS modifiers are either alphanumeric or
two letters that may be appended to CPT or HCPCS Level II codes to facilitate physician and health care
professionals reporting special circumstances or clarifying or modifying the description of a procedure.10
A commonly used modifier in telehealth is the GT modifier, which indicates that the patient-physician
interaction occurred “via interactive audio and video telecommunication systems.”11
Maryland Medicaid Telehealth Program
The Department is dedicated to implementing a cost-effective telehealth policy that best serves the
needs of Maryland residents enrolled in the Medicaid program. Since 2010, the Department has
implemented a series of expansions to its Telehealth Program designed to increase access to care across
the state. The Department supports a telehealth policy that aligns across payers.

6

Centers for Medicare and Medicaid Services, “Chapter 23 - Fee Schedule Administration and Coding
Requirements,” in Medicare Claims Processing Manual (Baltimore, MD: Centers for Medicare and Medicaid
Services, 2015), https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c23.pdf.
7
Centers for Medicare and Medicaid, “Healthcare Common Procedure Coding System (HCPCS) Level II Coding
Procedures.”(Baltimore, MD: Centers for Medicare and Medicaid services, 2015),
https://www.cms.gov/Medicare/Coding/MedHCPCSGenInfo/Downloads/HCPCSLevelIICodingProcedures72011.pdf. There are also “S” codes that are primarily used by private insurers to report drugs, services, and
supplies that have no permanent CPT or HCPCS code. The “S” codes facilitate the implementation of policies,
programs, or for claims processing in the private sector. However, “S” codes may also be used by Medicaid
programs, and are not payable by Medicare.
8
Centers for Medicare and Medicaid Services, “HCPCS - General Information. HCPCS Background Information”;
American Academy of Professional Coders (AAPC), “CPT - Current Procedural Terminology Codes,” 2016,
https://www.aapc.com/resources/medical-coding/cpt.aspx.
9
Centers for Medicare and Medicaid, “Healthcare Common Procedure Coding System (HCPCS) Level II Coding
Procedures.”
10
American Academy of Professional Coders (AAPC), “CPT - Current Procedural Terminology Codes.”
11
Ibid.
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Brief Overview: Progression of Maryland’s Telehealth Program

• Mental Hygiene
Administration and
Medicaid Program
implemented the
Telemental Health
Program.
• Population Served:
Participants located in
designated rural counties
• Originating Sites:
Outpatient mental health
clinics (OMHCs), hospitals
and federally-qualified
health centers (FQHCs)
• Distant Sites: Licensed
psychiatrists

• In December 2012, the
Department submitted a
report to the General
Assembly detailing its
recommendations regarding
use of telehealth for the
Maryland Medicaid
population.
• Recommendations included
that Medicaid cover
medically necessary services
that can be reasonably
provided via hub-and-spoke.
• The Department
recommended limiting the
areas that could qualify as
spokes to rural counties.

• In October 2013, the
• Telehealth Program covers
Department operationalized the
services on a statewide
Rural Access Telemedicine
basis.
Program and implemented the
• Population Served: All
Cardiovascular Disease and
Medicaid participants are
Stroke Telemedicine Program.
eligible to receive telehealth
• Population Served:
services regardless of how
(1) Beneficiaries located in one
they qualify for benefits,
of 15 designated rural counties.
(2) Beneficiaries who sought care whether on a fee-for-service
(FFS) basis or through the
for cardiovascular disease and
HealthChoice managed care
stroke in a hospital emergency
program.
department, regardless of
geographic location.
• Provider Types: Physicians,
nurse practitioners and nurse
midwives
• Originating Sites: Facility in one
of 15 designated rural counties
• Distant Sites: Consulting
providers

• Effective October 1, 2015,
Maryland Medicaid combined the
Telemedicine and Telemental
Health Programs and renamed
them as the Telehealth Program.
• Population Served: Same as 2014
• Provider Types: Same as 2016
• Originating Sites: Same as 2016
• Administrative Requirements:
Providers must complete an
application and provider
addendum to participate in the
the Telehealth Program.

2016: Maryland’s Telehealth Program Today
Permitted Originating Sites:

• College/university student health or
counseling offices
• Community-based SUD providers
• Elementary, middle, high or technical schools
with a supported nursing, counseling or
medical office
• A deaf or hard of hearing participant’s home
or any other secure location as approved by
the participant and the provider
• LHDs, FQHCs, OTPs, OMHCs
• Hospitals, including emergency department
• Nursing facilities

• Renal dialysis centers
• Residential crisis services sites
• Physicians, psychiatric nurse practitioners,
nurse practitioners and nurse midwives
offices
Maryland’s Distant Sites for Telehealth:
• Nurse midwives
• Nurse practitioners
• Psychiatric nurse practitioners
• Physicians
• Providers fluent in ASL providing services
to deaf or hard of hearing participants

Administrative Requirements
• Streamlined registration process available
online for provider billing and education
purposes.
• Provider addendum and application
process discontinued.

Providers Who Have
Registered to Participate in
Maryland’s Telehealth
Program
Originating Sites
• 7 somatic providers
• 56 behavioral health
providers
Distant Sites
• 6 somatic providers
• 40 behavioral health
5
providers

In 2010, the Mental Hygiene Administration and the Medicaid Program implemented the Telemental
Health Program. The program limited coverage to participants located in designated rural counties, with
originating sites limited to outpatient mental health clinics (OMHCs), hospitals and federally qualified
health centers (FQHCs). Initially, permitted distant site providers were limited to licensed psychiatrists.
Pursuant to SB 781/HB 1149 (Chapters 579/580 of the Acts of 2012), Health Insurance – Coverage for
Services Delivered Through Telemedicine, the Department submitted a report to the General Assembly in
December 2012 that included a recommendation on how to provide telehealth for the Maryland
Medicaid Program population. Based on a comprehensive literature research and review of other state
Medicaid programs, the Department recommended that Medicaid cover medically necessary services
that can be reasonably provided via hub-and-spoke. The hub-and-spoke model is an older variation of
the live video telehealth modality, reflecting the care model’s origins in increasing access to care in rural
areas. Originally, the hub-and-spoke video conferencing occurred when a patient in an originating site at
a remote location (the spoke) interacts with a provider at a distant site at a larger health facility (hub).
When Medicaid first implemented its telehealth program, program provider participation was restricted
to physicians, nurse practitioners, and nurse midwives. The Department recommended limiting the
areas that could qualify as spokes to rural counties, creating the Rural Access Telemedicine Program.
In October 2013, the Department operationalized the Rural Access Telemedicine Program. The program
served beneficiaries located in one of 15 designated rural counties. Simultaneously, pursuant to SB 496
(Chapter 280 of the Acts of 2013), Maryland Medical Assistance Program – Telemedicine, the
Department also implemented the Cardiovascular Disease and Stroke Telemedicine Program, which
served Medicaid participants who sought care for these conditions in a hospital emergency department,
regardless of geographic location. Both programs sought to improve participant access to consulting
Medicaid providers when an appropriate specialist was not available to provide a timely consultation.
Reimbursement under both programs limited providers to the use of a real-time interactive two-way
audio-video system.
In October 2014, the Department further expanded its Telehealth Program to include coverage of
services on a statewide basis pursuant to SB 198/HB 802 (Chapter 141/426 of the Acts of 2014),
Maryland Medical Assistance Program – Telemedicine. Effective October 1, 2015, Maryland Medicaid
combined the Telemedicine and Telemental Health Programs and renamed them as the Telehealth
Program. The Telehealth Program serves Medicaid participants irrespective of geographic location
within Maryland.
All Medicaid participants are eligible to receive telehealth services regardless of how they qualify for
benefits, whether on a fee-for-service (FFS) basis or through the HealthChoice managed care program.
Maryland’s current telehealth policy includes coverage for real-time audio video conferencing.
Reimbursement is not available for RPM or store-and-forward service delivery models or for services
provided using audio-only telephone, e-mail or fax. Telehealth services are subject to the same program
restrictions, prior authorization requirements and other limitations that exist when services are
provided in-person.12

12
This definition is included in pending regulations. 43 Md. Reg. 943-1008 (Aug. 19, 2016),
http://www.dsd.state.md.us/MDR/4317/Assembled.htm#_Toc459124759.
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Telehealth providers must be enrolled in the Maryland Medicaid Program to be reimbursed for services
rendered; however, certain originating site providers may participate in the Telehealth Program even
though they are not eligible to enroll as a Medicaid provider. Permitted originating sites include:
1. College or university student health or counseling offices;
2. Community-based substance use disorder providers;
3. Elementary, middle, high or technical schools with a supported nursing, counseling or
medical office;
4. A deaf or hard of hearing participant’s home or any other secure location as approved by
the participant and the provider;13
5. Local health departments (LHDs);
6. Federally Qualified Health Centers (FQHCs);
7. Hospitals, including the emergency department;
8. Nursing facilities;
9. The offices of physicians, psychiatric nurse practitioners, nurse practitioners and nurse
midwives;
10. Opioid treatment programs (OTPs);
11. Outpatient Mental Health Clinics (OMHCs);
12. Renal dialysis centers; and
13. Residential crisis services sites.
Distant sites must be registered and enrolled in the Medicaid program. Permitted distant site providers
include:
1.
2.
3.
4.
5.

Nurse midwives;
Nurse practitioners;
Psychiatric nurse practitioners;
Physicians; and
Providers fluent in American Sign Language (ASL) who provide telehealth services to a deaf
or hard of hearing participant.14

At this time, a number of providers have registered to participate in the Telehealth Program. These
include:
Originating sites:
• Seven somatic providers:
o Physician offices (3)
o Nurse practitioners (1)
o Hospitals (2)
o Nursing facilities (1)
• 56 behavioral health providers
o Behavioral Health Administration
(BHA)-certified programs (2)

Distant site providers:
• Six somatic providers
o Nurse practitioners (1)
o Physicians (5)
• 40 behavioral health providers
o Physicians (12)
o Nurse practitioners (2)
o Mental Health clinics with
rendering physicians (26)

13

Addition of this site is included in pending regulations. 43:17 Md. Reg. 943-1008 (Aug. 19, 2016),
http://www.dsd.state.md.us/MDR/4317/Assembled.htm#_Toc459124759.
14
Ibid.
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o
o
o
o
o
o
o

FQHCs (1)
Drug clinics (1)
LHDs (1)
Hospitals (1)
OMHCs (45)
Physician offices (3)
Residential crisis services (2)

Unlike major commercial carriers in the state, the Medicaid Telehealth Program reimburses providers
for an originating site fee.15 Commercial coverage of telehealth services will be discussed later in this
report. In most cases, originating site providers may bill for the telehealth transmission fee code Q3014,
or if they are a Maryland-based hospital, the telehealth revenue code 0780. Originating sites billing the
Q-code are eligible to receive a transmission fee of $23.72. Medicaid instructs registered distant site
providers to account for telehealth services using the GT modifier when they submit claims for services
rendered via telehealth. Originating and distant site providers bill separately for the encounter as long
as they provided a service covered by the program.16
The Department is promulgating additional changes to its regulations governing the Telehealth Program
to make policy clarifications and simplify the administrative requirements to register as a telehealth
provider as required by SB 242/HB 886 (Chapters 366/367 of the Acts of 2016), Maryland Medical
Assistance Program - Telemedicine – Modifications.17 Specifically, the amendments clarify that the
program is not limited to enhancing access exclusively to specialty services, but rather intends to
promote access to all Medicaid covered services via real time video conferencing. The Department
removed references to consultative services, which some providers perceived as restrictive. The
proposed regulations also reduce the administrative burden of participating in the program. Rather than
completing an application process, the Department requires providers to complete a simple online
registration form.18 Finally, the proposed regulations streamline the terminology used to define the
program, dispensing with the terms “telemedicine” and “telemental health” in favor of a single term,
“telehealth.”19 These changes are intended to provide further clarity for providers and to communicate
that the Telehealth Program is inclusive of both somatic and behavioral health services.
The tables below include an analysis of Medicaid claims data from October 2012 through August 2016.
Although uptake of telehealth services to date has been limited, the Department has seen steady
growth in utilization of services in recent years. Typically, data (from Maryland’s Medicaid Management
Information System 2, MMIS2) are not considered complete until 12 months have passed for
adjudication of FFS claims and six months has passed for submission of managed care encounters.
15

Maryland Department of Health & Mental Hygiene, “Maryland Medicaid Telehealth Program: Telehealth
Provider Manual” (Baltimore, MD: Maryland Department of Health & Mental Hygiene, May 2016),
https://mmcp.dhmh.maryland.gov/Documents/Telehealth%20Program%20Manual%205.3.16.pdf.
16
Ibid.
17
Maryland Medical Assistance Program - Telemedicine – Modifications, 43 Md. Reg. 943-1008, 2016,
http://www.dsd.state.md.us/MDR/4317/Assembled.htm#_Toc459124759.
18
Ibid.
19
Under COMAR 10.09.49.02 currently, “Telemedicine” means the delivery of medically necessary somatic services
to a patient at an originating site by a distant site provider, through the use of technology-assisted communication.
“Telemental health” means the delivery of medically necessary behavioral health services to a patient at an
originating site by a distant site provider, through the use of technology-assisted communication.
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Therefore, claims data for the most recent period of analysis—October 2015 through August 2016—
should be considered preliminary.
Table 1: Number of Medicaid Participants with a Telehealth FFS Claim of MCO Encounter, by Federal
Fiscal Year
FFY 2013

FFS
MCO

FFY 2014

FFY 2015

FFY2016*

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

984

3,596

1,192

4,247

1,491

4,902

2,008

6,350

1

1

27

28

78

88

52

82

* FFY 2016 data is incomplete.
Table 2: Number of Medicaid Participants with a Telehealth Behavioral Health or Somatic Service, by
Federal Fiscal Year
FFY 2013

FFY 2014

FFY 2015

FFY2016*

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

# of
Enrollees

# of
Visits

Behavioral
Health

915

3,333

1,113

4,010

1,435

4,769

2,010

6,352

Somatic

70

264

106

265

134

221

50

80

* FFY 2016 data is incomplete.
Maryland Health Care Commission Task Force and Grants
The Maryland Health Care Commission (MHCC) is leading efforts to study the use of telehealth and
identify opportunities to expand adoption of this care delivery model. The Medicaid program has been
an active participant in these initiatives since their inception. In 2010, under the direction of the General
Assembly, MHCC created the Telemedicine Task Force (“Task Force”) to develop a plan for a
comprehensive statewide telehealth system of care. In 2013, the General Assembly enacted legislation
requiring the MHCC to study the use of telehealth by reconvening the Task Force.20 The goals of the
reconvened Task Force included identifying opportunities for using telehealth to improve health status
and care delivery in the State; assessing factors related to telehealth; identifying strategies for
20
Telemedicine Task Force – Maryland Health Care Commission, Senate Bill 776 (Ch. 319 of the Acts of 2013),
http://mgaleg.maryland.gov/2013RS/chapters_noln/Ch_319_sb0776E.pdf.
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telehealth deployment in rural areas; and determining the ability of telehealth to meet any increased
demand for health care services due to implementation of the Affordable Care Act. The Task Force’s
final report identified ten use cases as potential pilot projects for implementation in Maryland and made
a recommendation to replace the existing state definition of telemedicine with telehealth.21,22 These use
cases, which cover a broad spectrum of care and have been utilized by MHCC in framing requests for
proposals for telehealth grants, are as follows:
1. Improve transitions of care between acute and post-acute settings through telehealth.
2. Use telehealth to manage hospital prevention quality indicators (PQIs).
3. Incorporate telehealth in hospital innovative care delivery models through ambulatory
practice shared savings programs.
4. Require value-based reimbursement models to factor in reimbursement for telehealth.
5. Use telehealth in hospital emergency departments and during transport of critically ill
patients to aid in preparation for receipt of patient.
6. Incorporate telehealth in public health screening and monitoring with the exchange of
electronic health information.
7. Deploy telehealth in schools for applications including asthma management, diabetes,
childhood obesity, behavioral health, and smoking cessation.
8. Use telehealth for routine and high-risk pregnancies.
9. Deploy telehealth services widely at community sites, connected to health care professionals
and/or the statewide health information exchange.
10. Use telehealth for remote mentoring, monitoring and proctoring of health care practitioners
through telehealth for the expansion, dispersion and maintenance of skills, supervision, and
education.
Since fall 2014, MHCC has used its grant-making authority for issuing telehealth use case pilot projects.23
MHCC has funded eleven proposals during four rounds of grants. The experience gained from
implementing these projects will help to enable:
1) Better practices and industry implementation efforts;
2) Potential policies to support the advancement of telehealth; and
3) The design of large Telehealth Programs and projects across the State.
As MHCC begins to publish and finalize evaluations from their funded program, MHCC’s grant program
will play an important role in helping prioritize potential future Medicaid expansions. The Department

21

The Task Force adopted the following definition, “Telehealth is the delivery of health education and services
using telecommunications and related technologies in coordination with a health care practitioner.”
22
Maryland Health Care Commission, “Maryland Telemedicine Task Force: Final Report” (Baltimore, MD: Maryland
Health Care Commission, October 2014),
http://mhcc.maryland.gov/mhcc/pages/home/workgroups/documents/tlmd/tlmd_ttf_rpt_102014.pdf.
23
Maryland, Powers and Duties, Code Ann., Health General, 2014, secs. 19-109.
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will continue to review these evaluations, as many of the MHCC-funded telehealth services are not
eligible for Medicaid reimbursement.
Round 1: October 2014 – October 2015
During the first round, MHCC awarded three telehealth grants, totaling $87,888, to implement
applications to improve transitions of care between hospitals and nursing homes. The three grantees
were:
1. Atlantic General Hospital Corporation, in partnership with the Berlin Nursing and
Rehabilitation Center (Worcester County);
2. Dimensions Health Care System, in partnership with the Sanctuary of Holy Cross (Prince
George's County) and the Patuxent River Health and Rehabilitation Center (Prince George's
County); and
3. University of Maryland Upper Chesapeake Health, in partnership with the Bel Air facility of
Lorien Health Systems (Harford County).
The grantees used telehealth technology to coordinate care delivery between a comprehensive longterm care facility and a general acute care hospital. A final report, released in March 2016, detailed the
results of the grants.24 Grantees assessed the success of using telehealth to reduce hospital emergency
department visits and in-patient admissions and readmissions. Although the sample size of each project
was limited, initial findings among all grantees revealed successful outcomes in reducing emergency
department visits and in-patient admissions and readmissions. Two out of the three organizations also
identified cost saving. However, the third grantee experienced challenges engaging the provider
community when implementing their program and did not demonstrate savings during the grant period.
All three grantees emphasized the importance of engaging and educating providers and patients to
ensure a successful program.
Round 2: June 2015 – November 2016
The MHCC awarded a second round of telehealth grants, totaling $80,000, to demonstrate the impact of
using telehealth on care delivery in school-based health clinics, residential care, and hospitals. The three
grantees are:
1. Crisfield Clinic, LLC (Somerset County);
2. Lorien Health Systems (Howard County); and
3. Union Hospital of Cecil County (Cecil County).
Crisfield Clinic, a family practice clinic, is deploying telehealth in two schools to help students manage
asthma, diabetes, childhood obesity and behavioral health issues. Lorien Health Systems, a skilled
nursing facility and residential service agency, is using telehealth to address hospital prevention quality
indicators (PQIs), such as uncontrolled diabetes, congestive heart failure and hypertension, among
patients that are discharged home from the skilled nursing facility. Union Hospital of Cecil County is
using telehealth to address several hospitals’ PQIs, including diabetes, chronic obstructive pulmonary
24

Maryland Health Care Commission, “Long Term Care and Hospital Telehealth Project Grants: Brief and Final
Reports” (Baltimore, MD: Maryland Health Care Commission, April 2016),
http://mhcc.maryland.gov/mhcc/pages/hit/hit/documents/Telehealth_Brief_FINAL.pdf.
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disease, hypertension, heart failure and asthma, among patients discharged from the hospital to
home. The use of telehealth technology aims to improve access to care, enable early provision of
appropriate treatment and reduce hospital encounters. Grantees are required to implement the
technology in a meaningful way, including developing clinical protocols to demonstrate improved
outcomes. Grantees are also required to assess the impact of using telehealth against self-identified
measures aligned with project goals.
Round 3: December 2015 – May 2017
The third round of MHCC grants, which totaled approximately $90,000, targeted demonstrating the
impact of using telehealth technology to improve the patient experience and the overall health of the
population being served. The three grantees are:
1. Associated Black Charities (Dorchester County);
2. Gerald Family Care (Prince George’s County); and
3. Union Hospital of Cecil County (Cecil County).
Associated Black Charities, a community association that assists minority and rural communities with
navigating the health care system, is utilizing specialized mobile tablets to facilitate primary care and
behavioral health video consultations with a licensed nurse care coordinator from Choptank Community
Health System. Gerald Family Care is implementing telehealth video consultations and image-sharing
services between patients at three family practice locations and Dimensions Health System specialists
who provide gastroenterology, orthopedics, neurology and behavioral health services. Union Hospital of
Cecil County is providing chronic care patients discharged home with mobile tablets and peripheral
devices to capture blood pressure, pulse and weight, as well as on-demand patient education to
facilitate patient monitoring by a hospital care management team and data-sharing with primary care
and emergency department providers.
Round 4: June 2016 – November 2017
The MHCC awarded a fourth round of telehealth grants, totaling approximately $117,000, to support
value-based care delivery in primary care. The two grantees are:
1. MedPeds, LLC (Prince George’s County); and
2. Gilchrist Greater Living (Baltimore County).
MedPeds, LLC, a family medicine practice, will be using a mobile device application with patients to
facilitate 24/7 video-based telehealth with MedPeds providers, make appointments and access
electronic health records with the goal of increasing patient access to primary care providers and
improving outcomes for diabetic patients. Gilchrist Greater Living, a comprehensive primary care
geriatric medical practice, will provide senior patients with in-home telehealth monitoring devices to
support case management and early intervention for chronically ill patients in order to reduce hospital
admissions. Grantees are required to demonstrate how the use of telehealth, in conjunction with
existing care coordination, will be used to improve population health where the applicants aim to
expand patient access to health services tailored to the needs of different communities and patient
populations.
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Round 5: October 2016 – April 2018
The MHCC plans to award one or more grants during a fifth round. Projects will need to demonstrate
the impact of telehealth to increase access to health care and improve population health in rural
communities. The proposed use cases will serve patients in at least one of the counties located on the
eastern shore of Maryland (i.e., Caroline, Cecil, Dorchester, Kent, Queen Anne's, Somerset, Talbot,
Wicomico and Worcester). The total funding amount for the grant(s) is $100,000 for an 18-month
period.
The piloted grant programs have and will continue to provide preliminary data and information
surrounding the various applications of telehealth services in Maryland, as time allows for more
longitudinal analysis of their impact.
III. Literature Review
The Department conducted a literature review on telehealth technologies. The goal of this review was
to identify whether services provided in home health monitoring have the potential to enhance access,
improve patient outcomes and produce cost savings or are cost-neutral. This analysis focuses on use of
RPM and interactive video conferencing in the home. Current research suggests that remote patient
monitoring (RPM) applications have the ability to improve outcomes, and in some cases, reduce costs
for individuals with certain chronic conditions. Studies examining the use of video-conferencing in a
home setting are more limited.
Remote Patient Monitoring
RPM, also called home telehealth or home telemonitoring, refers to “the collection of patient data by
the patient at home, usually physiological data such as blood glucose, weight, and blood pressure over
time. This data is then transmitted to a health care provider or care team which reviews the data and
adjusts care (often medications) based on this data.”25 The patient must be provided with medical
monitoring hardware and software for the collection and transmission of the patient data for RPM.
These tools may be provided by the physician or a third party vendor. Participants or their caretakers
use these devices to report data to a provider at another location.
Early RPM models focused on the provision of services through home health agencies and hospitals.
Home health agencies needed services to be pre-approved by a physician and were reimbursed per
case, similar to hospital reimbursement methodology for RPM in settings such as the intensive care unit
(ICU). Some of the earlier hospital-based pilot studies used RPM to provide 24-hour monitoring in ICUs
that were fully staffed during the day and had limited staff at night and these studies found RPM to be
‘medically and economically’ effective. RPM was then adapted and used by some managed care
organizations to support disease management.26 Multiple studies spanning decades catalogue the
evolution of RPM.
25
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Studies from 1998-2002 of RPM for disease management demonstrated that RPM can be used
effectively to monitor cardiovascular, hematologic, respiratory, neurologic, metabolic, urologic and ObGyn diseases, as well as drug therapy. 27 A systematic review of these studies found that asthma, chronic
obstructive pulmonary disease (COPD) and chronic heart failure are the most common applications of
RPM. Additionally, this review found that RPM led to improved clinical outcomes, such as stabilization
and improvement of chronic diseases. Finally, it found that RPM was cost-effective for pediatric
pacemaker patients and patients suffering from chronic diseases.28 For patients with chronic conditions,
such as cardiovascular and respiratory diseases, recent studies of RPM have also shown positive
results.29 A review of studies found that telemonitoring reduced readmissions and improved quality of
care, particularly for high-risk, chronically ill patients.30 Additional studies support these findings. A
multi-national systematic review of economic evaluations of home health telemonitoring for
management of chronic diseases, such as congestive heart failure, diabetes, COPD and multiple
conditions, found evidence for reduced hospitalization and emergency department costs.31 An
examination of the review's studies of data from the United States found cost savings associated with
reduced hospitalizations, ER visits, and nurse home visits.32 These studies, however, do not focus on the
Medicaid population or evaluate different reimbursement methodologies.
In June 2016, the Agency for Healthcare Research and Quality (AHRQ) conducted a systematic review of
telehealth studies to examine the forms of services that were most and least effective.33 This report
found that RPM for COPD, heart failure (HF), diabetes, and multiple chronic diseases decreased
hospitalizations and emergency department visits. AHRQ also found that RPM was an effective modality
for providing telehealth services, and it was the most studied telehealth modality.34 However, AHRQ
determined that RPM for implanted cardioverter defibrillators reported that outcomes were the same
as regular office visits with no significant reduction in cost, hospitalizations or emergency department
visits. This study also found that RPM for ICUs and surgery support had no significant benefits.35
However, there are conflicting studies with regards to the benefits and cost effectiveness of RPM for
high-risk pregnancies, infants and preterm births.36
In addition to successful outcomes, studies have examined the differences in program implementation
to determine the factors that contribute to effective RPM. A meta-analysis of multinational randomized
controlled trials of patients with chronic heart failure conducted across a 10-year span (2003-2013)
found that RPM efficacy was associated with frequency of measurement and illness severity, as well as
Stephane Meystre, “The Current State of Telemonitoring: A Comment on the Literature,” Telemedicine Journal &
E-Health 11, no. 1 (2005): 63–69.
28
Ibid.
29
Totten et al., “Telehealth: Mapping the Evidence for Patient Outcomes from Systematic Reviews.”
30
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31
Julie Polisena et al., “Home Telehealth for Chronic Disease Management: A Systematic Review and an Analysis of
Economic Evaluations,” International Journal of Technology Assessment in Health Care 25, no. 3 (July 2009): 339–
49, doi:10.1017/S0266462309990201.
32
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33
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34
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with the speed of intervention and medication management.37 The efficacy of RPM tends to be greater
in patients with higher symptom severity and with increased measurement frequency. An increase in
measurement frequency allows health care practitioners to capture changes in vital signs with “greater
sensitivity,” thus allowing for active dose adjustment in response to changes in patient vital signs.38 This
study found that daily review and monitoring of patient vital signs and symptoms by nurses enabled
rapid and appropriate management of patients. As such, RPM was deemed highly effective in a “rapid
intervention RPM system where a patient’s dose was adjusted daily based on their vital signs.” However,
such systems have historically been constructed for only a small number of patients.39
Based on the literature, an effective RPM program would need to have certain key components. It
would need to focus on specific diseases to ensure effectiveness. Disease severity, frequency of
measurement and rapid intervention would also need to be included in any potential RPM program
development. This aligns with the current RPM programs found in other state Medicaid programs
including those interviewed, which are discussed in detail below. Each program incorporates at least
two of the above components, a focus on chronic disease and disease severity. State RPM programs
frequently focus on beneficiaries with multiple emergency department visits and hospitalizations for
chronic diseases such as COPD, congestive heart failure, asthma and diabetes.40
Live Video-Conferencing in the Home
While RPM in a home setting has been studied extensively, live video communication with the patient in
the home and its cost-effectiveness has not. Although studies demonstrate that video-conferencing has
the potential to expand care to patients in ICUs, critical access hospitals and rural areas with shortages
of health care providers; there have been limited studies examining its application in the home.41
Additionally, studies indicate that “the frequency of communication and monitoring appears to be more
effective in RPM than video-conferencing.”42
A systematic review, including 27 studies, examined videoconferencing in community settings when
used for mental health issues, neurological conditions, long-term care patients, oncology, rehabilitation,
37

Naoto Nakamura, Tadashi Koga, and Hiroshi Iseki, “A Meta-Analysis of Remote Patient Monitoring for Chronic
Heart Failure Patients,” Journal of Telemedicine and Telecare, December 18, 2013, 1357633X13517352,
doi:10.1177/1357633X13517352.
38
Ibid.
39
Ibid.
40
New York, Telehealth Delivery of Services, Public Health Law, vol. Public Health Law 29G, 2014, sec. 2999-cc,
http://law.justia.com/codes/new-york/2014/pbh/article-29-g/2999-cc/; Colorado Department of Health Care
Policy & Financing, “Home Health Telehealth,” 2016, https://www.colorado.gov/pacific/hcpf/home-healthtelehealth; Kansas Department of Health & Environment, “Kansas Medical Assistance Program: Fee-for-Service
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obesity, angina-heart failure, diabetes and Human Immunodeficiency Virus (HIV). The majority of studies
included in this review focused on mental health (n=11) and neurological conditions (n=6) with 1 to 2
studies focusing on the other diseases. The studies on mental health found cost savings when using
videoconferencing. However, the studies of neurological and other diseases were inconclusive, as the
results showed no potential benefits or showed potential benefits that were considered not significant
due to a low number of participants.43
AHRQ’s systematic review also examined videoconferencing for psychotherapy, as well as
communication and counseling.44 AHRQ found psychotherapy provided via videoconferencing in a home
setting improved clinical outcomes for patients with mental health issues. However, AHRQ only cited
one study showing cost savings, which were the result of reduced travel.45 Communication and
counseling was associated with improved clinical outcomes for chronic diseases such as diabetes and
mixed chronic conditions, but there were no reports of cost savings.46
IV. Review of States’ Medicaid Telehealth Programs and Other Payers
Other State Medicaid Programs: Overview
The Department conducted a review of other states’ Medicaid policies for telehealth; this included an
analysis of key differences in modalities covered, service limitations, and variation in reimbursement
models.47 Appendix I includes an overview of each individual state. In an effort to better understand the
telehealth polices that other agencies have implemented, the Department also conducted interviews
with several states by phone.48 Each state defines telehealth slightly differently, but for consistency of
the report, all services will be described using the term telehealth. Unfortunately, none of the states
interviewed has completed a comprehensive evaluation of their Telehealth Program.
In total, 48 states and the District of Columbia provide reimbursement for live video telehealth
interactions through their Medicaid programs. Only seven states reimburse for the live video
conferencing in a home setting. Coverage of store-and-forward delivered services is also limited and
reimbursed by only 13 states with most including significant restrictions. However, coverage for remote
patient monitoring by Medicaid programs continues to grow—18 states reimbursed for services in 2016,
43
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up from six states in 2013. Six states reimburse for services for all three modalities, although certain
limitations apply.
Some states elect to reimburse additional costs through the provision of an originating or distant site fee
to offset technical support, transmission charges and equipment. These add-on costs can be
incorporated into fee-for-service rates or separately reimbursed as an administrative cost by the state. If
they are separately billed and reimbursed, the costs must be linked to a covered Medicaid service.49 Of
the Medicaid Programs that currently reimburse for telehealth services, nearly forty percent (19 in
total), do not reimburse originating or distant sites for an additional facility or transmission fee.
As part of telehealth services, thirty-five percent of states cover RPM.50 Program and benefit design
varies by state. The majority of states that cover RPM have criteria in place that participants must satisfy
to qualify for services; these guidelines align with the research findings discussed earlier. For example,
participants commonly must have one or more chronic conditions, such as diabetes, and have had a
recent hospitalization related to that chronic condition.51
New York’s Telehealth Program
New York’s Telehealth Program began in 2007 on a limited scale and has since slowly expanded.
Currently, New York’s program includes three modalities: live video conferencing, store and forward
technology and RPM.52 New York permits the home as an originating site only for purposes of RPM. A
variety of health care services may be provided via telehealth, including assessment, diagnosis,
consultation, treatment, patient education, care management and assistance with self-management of a
patient. As is the case in Maryland, telephone conversations, e-mail correspondence and fax
transmissions between a practitioner and a participant or between two practitioners are not considered
telehealth. Remote consultations between practitioners for the purposes of teaching or skill building
also fall outside the definition of telehealth and are not reimbursable.
New York’s Telehealth Program permits both somatic and behavioral health providers to participate and
covers a more expansive group of providers than Maryland. Authorized provider types include physician
specialists, Certified Diabetes Educators, Certified Asthma Educators, psychiatric nurse practitioners,
dentists, genetic counselors, clinical psychologists, speech language pathologists, audiologists, licensed
clinical social workers (LCSWs) and licensed master social workers (LMSWs).53 Guidelines and protocols
to support the use of telehealth in New York State Office of Alcoholism and Substance Abuse Services
(OASAS) certified programs, including SUD behavioral care host models are under development.54
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New York’s distant and originating sites for telehealth are hospitals, facilities providing dental services,
Diagnostic and Treatment Centers (DTCs), FQHCs that have opted into Ambulatory Patient Groups, nonFQHC school based health centers and practitioners’ offices.55 In New York, for reimbursement and
billing purposes, only one payment is made when both the distant and originating sites are part of the
same network or billing entity. In such cases, the distant site bills Medicaid for the telehealth visit and is
responsible for reimbursing the in-network originating site facility or practitioner.56
Initially established as a pilot, New York is currently developing regulations to implement its RPM
program statewide. The RPM program will target individuals with unstable or uncontrolled conditions
that require frequent monitoring. Proposed covered conditions range from diabetes and blood pressure
monitoring to congestive heart failure and COPD. Patients who are the highest utilizers of the health
care system may also be targeted.57 To commence RPM services, the practitioner (a physician, nurse
practitioner or midwife) must have an established, documented and ongoing relationship with the
patient. Registered nurses are authorized to receive and review patient data. Periodic in-person
appointments may be required, and RPM is not seen as a substitute for care. Once a patient’s condition
is stable or controlled, RPM is no longer considered medically necessary and should be discontinued.
Similar to Maryland, an evolving issue related to telehealth is billing for the services. New York uses HCodes, CPT codes, and GT modifiers. When a qualified practitioner is present with the patient during the
telehealth encounter at the originating site and provides a separately reimbursable medical service, the
facility bills the appropriate E&M code.58 Similarly, when the originating site is a hospital, and a physician
is present with the patient, the physician bills the appropriate E&M code.59 If the qualified practitioner
at the originating site is not providing medical services and is only providing a telehealth link to the
distant site, the originating site bills the CPT code Q3014.60 This code (Q3014) will only be paid to spoke
facilities when billed as a stand-alone service. If the “originating” site is providing and billing for medical
services that take place at the time of the telehealth encounter, Q3014 is not reimbursed.
The New York Medicaid program does not cover the cost of telehealth equipment. While the state
requires providers to furnish any necessary equipment, the state does not have a set standard on the
actual equipment type.61 New York only requires that the equipment must be Health Insurance
Portability and Accountability Act (HIPAA) compliant and meet federal requirements.62
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Unfortunately, New York has not evaluated its Telehealth Programs. The uptake of services has been
minimal and the data are not yet sufficient to draw any conclusions; the RPM pilot program has also not
been evaluated.
Colorado’s Telehealth Program
Unlike some states, Colorado includes large isolated rural areas. Colorado’s Medicaid program differs
from Maryland’s in that the majority of the population receives care on a fee–for-service (FFS) basis.
Colorado’s Telehealth Program began approximately six years ago and continues to evolve as the
demands and need for services grow. Colorado offers telehealth services, which include coverage for
live video conferencing and RPM provided by Home Health Agencies.63 Colorado distinguishes between
telemedicine services, which it defines as occurring when a patient sees a provider through live video
conferencing, and telehealth, which it defines as the monitoring of member’s vital signs by their home
health nurse through electronic submission of the vital sign information from the member’s residence to
the member’s home health agency.64 To date, Colorado has not performed a comprehensive evaluation
of its telemedicine and telehealth programs.
Colorado’s list of covered telehealth providers for video conferencing is extensive. Permitted provider
types include physicians, nurses, podiatrists, physical therapists, physical therapist assistants (PT
assistants), occupational therapists, speech-language pathologists, physician assistants, psychologists
and certified nurse aides.65 Colorado views telehealth as a means of connecting participants who live in
rural areas to geographically distant providers.66 It gives the participant access to specialty providers.
Participants have options of receiving preventative and routine medical care, oncology consultations,
chronic-disease management, psychotherapy and obstetrical ultrasounds with live video conferencing.67
It is not meant to replace seeing a provider in-person when one is available.
Similar to other states the Department reviewed, Colorado’s RPM program is limited to very specific
conditions.68 According to Colorado’s provider manual, to commence RPM services, an individual must
meet the following criteria:
1. A client must have one or more of the qualifying diagnosis or conditions in order to be
eligible for telehealth monitoring:
a. Congestive Heart Failure;
b. Chronic obstructive pulmonary disease;
Colorado, Medical Assistance: Home and Community Based Services for the Developmentally Disabled (HCB-DD)
Waiver, 10 CCR, vol. 2505–10, n.d., sec. 8.524,
https://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionId=5999&fileName=10%20CCR%20250510%208.500.
64
Colorado Department of Health Care Policy & Financing, “Home Health Telehealth.”
65
Colorado, Medical Assistance: Physician Services, 10 CCR, vol. 2505–10, n.d., sec. 8.200.2,
http://www.sos.state.co.us/CCR/10%20CCR%20250510%208.200.pdf?ruleVersionId=5783&fileName=10%20CCR%202505-10%208.200; Colorado Medical Assistance
Program, “Telemedicine Manual,” https://www.colorado.gov/pacific/sites/default/files/Telemedicine_0.pdf.
66
Ibid.
67
Colorado, Medical Assistance: Physician Services, vol. 2505–10, sec. 8.200.2.
68
Colorado Department of Health Care Policy & Financing, “Home Health Telehealth.” The Department or its
designee has the authority to authorize coverage for other diagnoses or conditions at its discretion.
63

19

c. Asthma;
d. Diabetes;
e. Pneumonia; or
f. Other diagnosis or condition deemed eligible by the Department or its designee
2. The client shall require ongoing and frequent monitoring, a minimum of 3 times weekly,
to manage his or her chronic diagnosis, as defined and ordered by a qualified physician;
3. The client must demonstrate a need for ongoing monitoring as evidenced by:
a. Required medical intervention (including emergency room visits and
hospitalizations) two or more times in the last twelve months for conditions
related to the qualifying diagnosis;
b. An acute exacerbation of a qualifying diagnosis that requires telehealth
monitoring;
c. New onset of a qualifying disease that requires ongoing monitoring to manage
the client in his or her Residence;
d. Client has demonstrated history of poor management or compliance of their
qualified diagnosis.
4. The client and/or caregiver must be willing and able to comply with the telehealth
monitoring as ordered by the qualified physician.
Once RPM services commence, a registered nurse or licensed practical nurse must review all data within
24 hours of receipt of the ordered transmission. Periodic in-person visits are required every 14 days, and
RPM is not considered a substitute for regular care. In the event the participant or caregiver misses
more than five data transmissions in a thirty-day period, RPM services are discontinued. Once a
patient’s condition is stable or controlled, RPM is no longer considered medically necessary and should
be discontinued.
Like New York and Maryland, Colorado uses Q3104 to permit originating sites to bill for a facility fee for
live video conferencing.69 The originating provider may also bill for any office, outpatient or inpatient
E&M service that precedes a telehealth consultation and for other Medicaid covered services.70 Similar
to Maryland and New York, Colorado also requires the use of GT modifiers for distant sites. Generally,
Colorado does not reimburse distant sites for a transmission fee. However, distant site providers who
bill for services from a small subset of procedure codes are eligible for reimbursement of a five-dollar
transmission fee.71 Colorado’s Medicaid program is determining if new codes for telehealth are needed
or if they can continue to use the same codes used for in-person visits, since telehealth services are
meant to mirror in-person visits. For RPM, Colorado reimburses both a one-time installation fee of
$55.49 and a daily telehealth rate of $10.49, which can be billed if a home health unit is billed for the
same day.72
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Currently, Colorado also has a pilot project underway to evaluate a new online-based tool designed to
increase access to specialty care, the Accountable Care Collaborative eConsult Program.73 Colorado’s
eConsult Program uses telehealth technology to exchange patient information with providers and
specialty physicians. The software is HIPAA-compliant and uses an online consultation system. Primary
care medical providers use an online portal to enter clinical questions, medical information, test results,
consultation notes and images for specialists to review. Specialists can easily respond to clinical
questions and provide recommendations for ongoing care. eConsult’s purpose is to provide better
access to specialty care and to minimize provider workflows, as the online portal is available at all times.
Maryland will continue to monitor ongoing developments of this program.74
Kansas’s Telehealth Program
Kansas’ Telehealth Program is housed within its Medicaid and Home and Community-Based Services’
Frail and Elderly (HCBS-FE) programs.75 Since June 2004, the Kansas Medicaid program has reimbursed
select consultations, office visits, individual psychotherapy and pharmacological management services at
the same rate as face-to-face services when provided via telecommunication technology.76 Home
telehealth services are reimbursed by the Kansas HCBS-FE program.77
Kansas refers to telehealth services as telemedicine, which it defines as the use of communication
equipment to link health care practitioners and patients in different locations.78 Similar to Maryland,
Kansas does not reimburse for e-mail, telephone and fax transmissions. Documentation requirements
are the same as face-to-face services.79 The participant must be present at the originating site.
Originating sites may bill using the Q-code Q3014.80 Distant site providers must bill using a GT modifier;
however, not all codes are eligible for reimbursement. Kansas limits reimbursement to a small selection
of CPT codes and H-Codes.81 Additionally, consultation codes are no longer recognized for payment (CPT
codes 99241-99245 and 99251-99255).
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Kansas defines home telehealth as a remote monitoring system provided to a participant with one or
more qualifying chronic diseases.82 The program permits monitoring of a participant’s vital sign
measurements from his or her home setting to prevent a crisis episode. To qualify for home telehealth
services, the participant:
1. Must need disease management consultation and education,
2. Must have had two or more hospitalizations, including emergency department
visits, within the previous year related to one or more diseases, or
3. Must participate in Money Follows the Person (MFP) to move from a nursing facility
into the community.
This service modality is not available to participants living in an assisted living facility, a residential health
care facility or a home plus facility.83 If a participant fails to perform daily monitoring for seven
consecutive days, the case manager must be notified to determine if continuation of the service is
appropriate.
Home health agencies or county health departments may act as home telehealth providers and are
eligible for reimbursement. 84 A registered nurse or a licensed practical nurse with registered nurse
supervision must set up, supervise and provide participant counseling. Monthly status reports to the
physician and case manager are also required. The home telehealth program reimburses for the
installation and the daily use of the monitoring equipment. Equipment costs are not eligible for
reimbursement. Kansas reimburses up to seventy dollars for the installation of and training with the
equipment. This is billed as a unit that is equivalent to one installation using an S code (S3015). The
number of installations is limited to twice per calendar year. Kansas will reimburse for one unit daily,
which is equal to one day of service. Each unit is reimbursed at six dollars per unit and billed using an S
code (S0317). Providers can include home health agencies or county health departments with system
equipment capable of monitoring beneficiary vital signs daily. This includes, at a minimum, heart rate,
blood pressure, mean arterial pressure, weight, oxygen saturation, and temperature. Also, the provider
must have the capability to ask the beneficiary questions which are tailored to his or her diagnosis. The
provider and equipment must have needed language options such as English, Spanish, Russian, and
Vietnamese. Kansas has not evaluated their Telehealth Program.
Maine’s Telehealth Program
Maine’s largely rural geography in tandem with its harsh winters creates challenges for individuals
seeking to access care. As a result, Maine has implemented a Telehealth Program that is more
expansive than many other states, including Maryland. Maine’s Telehealth Program started in 2009 and
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has continued to grow.85 Maine’s Department of Health and Human Services administers the Telehealth
Program within its Medicaid program (MaineCare). Maine defines telehealth services as “the use of
information technology by a Health Care Provider to deliver clinical services at a distance for the
purpose of diagnosis, disease monitoring, or treatment.” Maine allows telehealth services to be a
combination of video and audio or via phone.86 Maine’s Telehealth Program covered services are
interactive telehealth services, telephonic services, and RPM services.87 Interactive telehealth services
are defined as “real time, interactive visual and audio telecommunications whereby a Member and a
Health Care Provider interact remotely through the use of technology.”88 Telephonic services mean “the
use of telephone communication by a health care provider to deliver clinical services at a distance for
the purpose of diagnosis, disease monitoring, or treatment.”89 RPM services mean “the use of
information technology to remotely monitor a Member’s health status through the use of clinical data
while the Member remains in the residential setting. RPM may or may not take place in real time.” 90
To enroll in Maine’s Telehealth Program, providers must register by writing a letter to the Department
of Health and Human Services and providing a detailed description of the telehealth services
participants can expect to receive.91 Maine’s telehealth regulations do not restrict the provider types
that can perform telehealth services, so long as the provider is enrolled in MaineCare, acting within the
scope of his/her license and otherwise eligible to deliver the underlying covered services.92 Maine
requires all providers to comply with federal, state and local regulations to protect patient safety. When
using telecommunication, all equipment must have security protocols, and any network services must
be HIPAA-compliant.93 The burden of implementing confidentiality protocols is on the provider and can
include use of unique passwords or identifiers for each employee or person with access to a telehealth
transmission to prevent unauthorized access to a telehealth transmission. The originating site is most
commonly a health care provider’s office, although a participant’s residence is also eligible if proper
equipment for telehealth services is available. The distant site—or receiving (provider) site—is defined
as the site at which the health care provider delivering the service is located at the time of service
delivery.94
Interactive telehealth services may be provided at a provider’s facility or the member’s home; services
must be medically appropriate and covered by the Medicaid program. Prior authorization to use
interactive telehealth services is only required if the underlying covered service requires prior
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authorization, and no prior face-to-face encounter is required.95 Telephonic services may be reimbursed
if interactive video telehealth services are unavailable, and a telephonic service is medically appropriate
for the underlying covered service. Reimbursement is not provided for communications solely between
providers and members when such communications would not otherwise be billable and
reimbursement for telephonic services is only available for E&M codes 99446 through 99449. Certain
services are expressly excluded from telehealth coverage, including, but not limited to: pharmacy
services for certain prescribed drugs, assistive technology services, services that require direct physical
contact with a recipient by a health care provider and that cannot be delegated to another health care
provider at the site where the recipient is located and any service medically-inappropriate for delivery
through telehealth services.
Like other states, Maine has established eligibility criteria for its RPM program. To qualify for services, an
individual must:
• Be eligible for home health services;
• Have a current diagnosis of a health condition requiring monitoring of clinical data at a
minimum of five times per week, for at least one week;
• Have had two or more hospitalizations or emergency department visits related to their diagnosis
in the past year, be in need of continuous monitoring during the previous calendar year or have
continuously received RPM services during the previous calendar year and have a continuing
need for such services, as documented by an annual note from a health care provider;
• Have RPM services included in their plan of care;
• Reside in a setting suitable to support RPM equipment; and
• Have the physical and cognitive capacity to effectively utilize the RPM equipment or have a
caregiver willing and able to assist with the equipment.96
Additionally, only providers who are certified home health agencies can be reimbursed for RPM
services.97 The provider ordering services must have prescribing privileges and document a face-to-face
encounter before the patient is eligible for RPM services.98 A registered nurse, nurse practitioner,
physician, or physician’s assistant must review all collected data.
Maine’s reimbursement model closely resembles Maryland’s although the circumstances in which an
originating site fee may be billed are more limited. MaineCare reimburses originating sites differently
depending on the scope of services provided. If the originating site has provided clinical services on-site
on the same day as the telehealth service, a provider may bill for those services, but not for an
originating site transmission fee. If an originating site is providing only a room and telecommunications
equipment to facilitate a telehealth encounter but no other services, the site may bill for an originating
site facility fee using code Q3014 for coordinating the telehealth service. The Q-code may not be billed
when the recipient is located at an originating site in the home. When submitting claims for telehealth
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services, the distant site must bill using the claim codes for the underlying service and the GT modifier.99
No separate transmission fees are available to distant sites. Although considered within the scope of
telehealth in Maine, reimbursement for telephonic services is restricted. Telephonic services are not
eligible for reimbursement using the GT modifier and providers may only bill for telephonic services
using a limited set of CPT codes (99445-99449). Home health agencies billing for RPM are reimbursed at
a monthly flat fee of $84.55, using the code S9110.100 Only the provider at the distant site is paid for
services. Maine has not evaluated its Telehealth Program.
Mississippi’s Telehealth Program
Mississippi implemented its program in an effort to improve care after being ranked as one of the
lowest performing states for health.101 In October 2003, the University of Mississippi Medical Center
piloted a Telehealth Program that focused on RPM for individuals with diabetes. Currently, Mississippi’s
Medicaid program covers medically necessary health services to Medicaid patients via telehealth.102
Mississippi’s Medicaid program reimburses for all three modalities of telehealth.
Mississippi Medicaid covers medically necessary health services to eligible Medicaid participants. In the
case of live video conferencing, services ineligible for reimbursement in a traditional in-person
encounter are also ineligible for reimbursement through telehealth. Mississippi restricts the originating
site to the following locations:
•
•
•
•
•
•
•
•

Physician or practitioner offices;
Outpatient Hospitals (including Critical Access Hospitals (CAHs));
Rural Health Clinics (RHCs);
FQHCs;
Community Mental Health/Private Mental Health Centers;
Therapeutic Group Homes;
Indian Health Service Clinics; or
School-based Clinics.

Mississippi does not cover phone conversations, e-mails, faxes or internet services for online medical
evaluations, or the cost to install or maintain any telecommunication devices, as telehealth services. At
this time, there are no specific restrictions limiting the location of the provider at the distant site.
Mississippi covers RPM services when they are medically necessary and ordered by a physician,
physician assistant or nurse practitioner.103 Mississippi covers medical devices used for RPM including
implantable pacemakers, defibrillators, cardiac monitors, loop recorders and external mobile
cardiovascular telemetry. Participants can also qualify for services if they (1) have been diagnosed with
one or more chronic conditions—diabetes, congestive heart failure or COPD—and (2) have had two or
99
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more hospitalizations in the previous twelve months for qualifying chronic conditions. The participant’s
primary provider must recommend the use of disease management services via RPM.104 Hospitalizations
for two different chronic conditions cannot be combined to satisfy the two or more hospitalizations
requirement. Finally, the participant must be capable of using the equipment and transmitting the
necessary data or have help to do so. In Mississippi, RPM services must be provided in the participant’s
private residence.105
Reimbursement for telehealth is similar to programs in other states. For live video conferencing,
Mississippi pays the originating site provider facility fee per completed transmission.106 The provider
cannot bill for an encounter or E&M code unless a separate identifiable service is performed.107
Mississippi Medicaid pays the distant site for the telehealth service provided at the same rate as an inperson visit.108 A GT modifier is used to indicate that services were rendered via telehealth.109 For RPM,
reimbursement for a daily monitoring rate to allow for the review of beneficiary information is limited to
one unit per day, regardless of the number of chronic diseases or conditions being monitored.110
Mississippi Medicaid will also pay a one-time set-up visit fee to install any necessary equipment and
train the beneficiary. Mississippi Medicaid does not reimburse for the duplicate transmission or
interpretation of remote monitoring data.
Mississippi has not formally evaluated its Telehealth Program to determine whether it has meaningfully
impacted outcomes or cost-savings. As was reported by other states Maryland spoke with, uptake of
telehealth services has been limited, although it has been increasing over time.
Other Payers’ Telehealth Programs
In addition to examining other states’ Medicaid Telehealth Programs, the Department also reviewed
Medicare’s Telehealth Program, the Department of Veterans Affairs’ program, and the Telehealth
Program administered by private payers located in Maryland. The Department interviewed the
Department of Veterans Affairs by phone.
Medicare’s Telehealth Program
Medicare coverage for telehealth is limited to live video interactions.111 However, pilot programs testing
store-and-forward services are underway in Hawaii and Alaska through demonstration projects.112
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Overall, telehealth costs account for a small portion of Medicare’s overall annual expenses—
approximately $5 million—less than 0.001% of its expenditures in 2012.113 The implicit concern is that
telehealth coverage will lead to excess use, which aligns with overall abuse and fraud concerns other
Telehealth Programs vocalized.114
Reimbursement is limited to select services covered by certain HCPCS and CPT codes.115 Examples of
covered services include annual wellness visits, kidney disease, behavioral health, substance abuse,
nutrition therapy in a group or individual setting, cardiovascular disease behavioral therapy,
pharmacological management and nutrition therapy.116 Certain services such as End-Stage Renal Disease
-related services requires that the provider must furnish at least one hands-on, in-person visit each
month in addition to any telehealth encounters to examine the vascular access site.117
Medicare’s authorized originating sites are very limited in comparison to most states, both
geographically and by provider type. Medicare beneficiaries are eligible for telehealth services only if
they are present at an originating site located in a rural Health Professional Shortage Area (HPSA)
located either outside of a Metropolitan Statistical Area (MSA) or in a rural census tract or a county
outside of a MSA.118 There are no restrictions mandating a specific distance between the originating site
and distant site. The originating sites authorized by law are the offices of physicians or practitioners;
hospitals; Critical Access Hospitals; Rural Health Clinics; FQHCs; Hospital-based or CAH-based Renal
Dialysis Centers (including satellites); Skilled Nursing Facilities; and Community Mental Health Centers
(CMHCs). Independent Renal Dialysis Facilities are not eligible originating sites. Providers authorized to
participate as a distant site are physicians; nurse practitioners; physician assistants; nurse-midwives;
clinical nurse specialists; certified registered nurse anesthetists; clinical psychologists, clinical social
workers and registered dietitians or nutrition professionals.
Reimbursement for telehealth services and applicable codes through Medicare are reviewed annually.119
Providers must use the GT modifier to indicate that the service was provided via telehealth. Medicare
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reimburses an originating site facility fee of $25.120 The distant site providers are reimbursed at their full
rate. The Medicare beneficiary pays 20 percent of the Medicare-approved amount for the provider
services for both the originating and distant sites, as well as any other Part B deductible that may
apply.121 Similar to Maryland’s program, RPM is not covered under the current Medicare policy.
Department of Veterans Affairs
Of the Telehealth Programs reviewed, the Department of Veterans Affairs (VA) had the most
comprehensive Telehealth Program. The VA Telehealth Program was implemented initially to reach rural
veterans but has since expanded. The VA has worked extensively to increase enrollment, as it mandates
its providers to enroll at least three percent of their patients enrolled in some version of telehealth.122
The VA has RPM services and allows providers to participate in telehealth services from their homes.123
Video conferencing services are also permitted.
The VA program has several unique features designed to protect the privacy of the patient and prevent
fraud. Individuals who submit information for RPM are provided with a special code used to confirm
their identity. Medical providers must also verify the individual’s identity prior to commencing video
conferencing services by verifying at least two identification data points, such as Social Security number,
date of birth or VA identification number.
Unlike models adopted by state Medicaid programs, VA providers are authorized to provide services
from their home, so long as the equipment used and the home environment is HIPAA-compliant. 124
They do not have to be in the office and the provider’s home can serve as the distant site. However, this
activity is subject to significant oversight and providers are monitored and audited regularly.
Additionally, providers must attend 15 or more trainings, including HIPAA and equipment training,
before being authorized to participate in telehealth and provide services from their own home.125
In 2015, with resources totaling $1.05 billion, the VA’s telehealth services program provided more than
2 million consultations to over 677,000 veterans, 45% of whom were in rural areas. In 2017, the VA
expects to deliver telehealth-based services to nearly 762,000 veterans.126 Thousands of veteran
patients are regularly using home telehealth devices, from blood pressure monitors to more complex
devices, to coordinate their care. Most of the VA’s patients easily learn how to use these devices and are
highly satisfied with home telehealth services. Some of the home telehealth devices that connect
veteran patients with their care coordinator can also provide information about overall health, their
specific conditions, and the various treatments that may be offered. These home telehealth devices can
also make it possible for the veterans to become more actively involved in the actual medical care. A
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care coordinator will work with the veteran to help them learn ways to self-manage their care needs. 127
Veterans can participate in RPM if they have chronic diseases such as diabetes, chronic heart failure,
COPD, depression or post-traumatic stress disorder.
The VA’s home telemonitoring program measures vital signs at home. This allows providers and nurses
to change medications or other treatment goals and prevent serious health problems from developing.
Unlike some state Medicaid RPM programs, the VA permits the veteran to connect with a VA hospital
using regular telephone lines, cellular modems—these act as doors for the transmission of
information—and cell phones (using an interactive voice response system). While not every VA patient
would benefit from home telemonitoring, for those that would, it can help them to remain at home and
live independently.
Private Payers
Pursuant to SB 781/HB 1149 (Chapters 579/580 of the Acts of 2012), Health Insurance – Coverage for
Services Delivered Through Telemedicine, Maryland’s Insurance Code requires commercial carriers to
reimburse for telehealth services.128
CareFirst BlueCross BlueShield (“CareFirst”) refers to its Telehealth Program as telemedicine and
initiated a reimbursement policy for telehealth visits across medical disciplines effective October 13,
2010, revising its policy effective August 17, 2015.129CareFirst’s policy requires that “telemedicine
services for diagnosis, consultation, or treatment must meet all the medical policy requirements of a
face-to-face consultation or contact between a health care provider and a patient.”130 For new patients,
initial telehealth visits are limited to consultations; subsequent telehealth visits may be for other types
of services. CareFirst requires documentation (i.e., in medical records) to prove that services were
indeed rendered. CareFirst does not provide for any technical fees or costs, such as transmission or
facility fees, for the provision of telehealth services, or for any services delivered through telehealth
services that are not covered when provided face-to-face. Deductibles, copayments or coinsurances
apply to telehealth services just as they do for face-to-face diagnoses, consultations or treatment
services. 131
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Additionally, CareFirst offers an Enhanced Monitoring Program for CareFirst members with chronic
conditions, which may need ‘careful monitoring’ in order for the patient to avoid unnecessary ED use or
hospitalization.132 This service is provided through Medtronic, which has entered a provider agreement
with CareFirst and bills a monthly rate for services rendered to eligible members.133 Medtronic, formerly
known as Cardiocom, is an independent company that provides home health telemonitoring services to
members in CareFirst's Patient-Centered Medical Home (PCMH) Program who have active care plans.
This service monitors a patient’s vital signs and symptoms daily and immediately transmits that data to
the provider to help the patient manage their condition at home. It also alerts the providers to changes
in the patient’s condition so that they can potentially intervene early to help avoid unscheduled
hospitalizations and emergency department visits. The patient receives a compact monitor in their
home or at work to optimize their experience through voice and written communication channels
allowing highly qualified nurses to monitor their status.134
V. Recommendations
Following a series of expansions culminating in extending coverage of telehealth services on a statewide
basis, the Department is considering what additional changes to make to enhance its existing Telehealth
Program. Medicaid recipients now have the ability to access both somatic and behavioral health
services using this important modality of care. Provider interest in telehealth also appears to be
increasing. With technology in this area rapidly advancing, engaging in interactive telehealth encounters
is also becoming easier and more affordable for providers and their patients. Additionally, the body of
research studying telehealth’s efficacy and cost-effectiveness continues to develop as adoption of
telehealth by health insurers, including Medicaid programs across the country, increases. Many
potential areas for expansion, such as live video conferencing into the home, remain understudied, and
evaluation of the impact of telehealth services on Medicaid programs is still in its early stages. Concerns
regarding the possibility for fraud and privacy breaches also persist. Given these limitations, many of
the states the Department interviewed have adopted an approach similar to Maryland and have
gradually expanded their Telehealth Programs incrementally over time. Despite these challenges, there
are several options for expanding the Maryland Medicaid Telehealth Program. Given these
considerations, the Department proposes several changes including (1) expanding coverage to include a
new modality, remote patient monitoring, (2) expanding coverage to include new permitted distance
sites and billable services to improve access to substance use disorder services and other types of care,
and (3) monitoring the reimbursement trends in other states.
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Coverage Expansion: Remote Patient Monitoring
Studies demonstrate that remote patient monitoring can be an effective means of managing certain
chronic conditions and reducing hospital admissions and unnecessary utilization of emergency care;
thus, improving patient outcomes and in some cases, resulting in cost savings.135 Given these findings,
the Department believes that authorizing coverage for remote patient monitoring services for
individuals with certain chronic health conditions and those who are high utilizers of services may be a
logical next step in the expansion of its Telehealth Program.
Approximately half of all adults in the United States had at least one chronic health condition in 2012,
with one quarter of all adults having at least two comorbid conditions. These individuals nationally
accounted for approximately 86% of medical costs in 2010.136 In Maryland, three of the top ten leading
causes of death (heart disease, chronic lung disease, and diabetes) are chronic conditions.137
Eleven of the eighteen state Medicaid programs that cover remote patient monitoring limit eligibility for
services to individuals with certain chronic diseases or health condition instability evidenced by frequent
hospitalizations or emergency room use.138 In alignment with the vast majority of other states, the
Department recommends no reimbursement for the purchase of electronic monitoring devices. The
health care provider should create a plan of technologies that will be used, along with a process for
loaning monitoring tools to patients. The loan period may be temporary or patients may be requested to
use application-based technologies, which are available for use on smartphone, tablet, or computer, to
interact with software applications given to them by the provider as long as all technology and software
applications are HIPAA compliant.
Developing a program expansion that aligns with these precedents could represent a logical next step
for Maryland. Specifically, the Department proposes that remote patient monitoring be limited to
patients that meet the following guidelines:
•

•

Has been diagnosed with at least one of the following chronic conditions:
o diabetes,
o congestive heart failure, or
o chronic obstructive pulmonary disease (COPD);
Has had two or more hospitalizations in the previous year for one of the chronic conditions
listed above; and
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•

Is capable of using the provided equipment and transmitting the necessary data or has an able
and willing person to assist them.

Coverage of remote patient monitoring would not be indefinite. The Department intends that once a
patient is stabilized for an appropriate amount of time that patient would transition into other types of
care and no longer need remote patient monitoring services. The vast majority of individuals with these
conditions are served under our HealthChoice managed care program. The Department plans on
working with the HealthChoice managed care organizations to implement starting January 2018.
Coverage Expansion: New Distant Sites and Covered Services
Under the Department’s existing regulations, reimbursement for behavioral health services is limited to
the fee schedule for clinical behavioral health services governed by COMAR 10.09.59.09. Expanding
coverage to include services offered by community-based substance use disorder (SUD) programs
represents an important opportunity to ensure recipients with an SUD diagnosis are able to access care
easily. Specifically, the Department proposes permitting Opioid Treatment Providers (OTPs, provider
type 32) and BHA-certified programs (provider type 50) to serve as distant site providers.
The expansion of telehealth services to these provider types would have implications for the
Department’s methadone rebundling proposal. Specifically, under the rebundling proposal,
reimbursement for counseling services will be provided separately from the weekly bundled rates for
Methadone Maintenance and Buprenorphine Maintenance.139 In addition, the Department will
reimburse OTPs for certain outpatient counseling codes. OTPs may refer patients with a clinical
necessity for more intensive treatment to a provider type 50. Under the proposed change, participants
will no longer be required to be seen in person each week of treatment and instead will be required to
have one face-to-face visit each month. This provision would continue to apply and telehealth services
could not be used to replace the required monthly face-to-face visit.
Reimbursement Modifications
Of the 49 Medicaid Programs that currently reimburse for telehealth services, nearly forty percent
(nineteen in total), do not reimburse originating or distant sites for an additional facility or transmission
fee. Technological advances are reducing barriers to access while reducing the cost of providing services
to patients. Enhanced access at a reduced cost is having an impact on how many payers, including
Medicaid, reimburse for services. This trend is also evident in Maryland’s commercial market. For
example, the state’s largest commercial payer, CareFirst, does not reimburse providers for a facility or
transmission fee. Given these considerations, the Department will continue to monitor this trend and
determine whether future changes are warranted.
Next Steps and Other Considerations
The Department remains committed to developing its Telehealth Program in a way that ensures access
to services and quality of care continue to improve across the state. The Department further recognizes
that availability of telehealth services serves as an important entry point for recipients who might
139
For additional information on the Department’s methadone rebundling proposal, see
http://dhmh.maryland.gov/bhd/Pages/integrationefforts.aspx.
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otherwise face challenges accessing services. These are some of the many reasons the Department has
expanded the Medicaid Telehealth Program significantly since 2012. The most recent program
expansion in 2015 to include statewide coverage for both somatic and behavioral health services has
gone a long way to ensuring participants have access to this critical modality of care.
In the coming months, the Department will continue to move forward with the planning process to
implement its recommendations, (1) expanding coverage to include a new modality, remote patient
monitoring and (2) expanding coverage to include new permitted distance sites and billable services to
improve access to substance use disorder services and other types of care. The Department will
continue to work on refining the design of the remote patient monitoring program with a planned
implementation date in January 2018. The Department is also in the process of drafting regulations to
expand coverage to include new permitted distance sites and billable services. The Department
anticipates these regulations would take effect once the Administrative, Executive and Legislative
Review (AELR) hold on new regulations is lifted, and will take effect in spring 2017.
Finally, the Department also remains dedicated to exploring opportunities to further enhance and
expand its Telehealth Program in the future. In collaboration with other departments and agencies,
including the Health Services Cost Review Commission and the MHCC, the Department will continue to
monitor developments in this area. The Department will also continue to monitor telehealth policies in
other states’ Medicaid programs as well as research studies that examine the effectiveness, both in
outcomes and cost, of telehealth services.
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Appendix 1: Medicaid Telehealth Coverage by State*
State

Modalities

Services

Non-Physician
Providers

Reimbursement

Geographic
Restrictions

Alabama

Remote patient
monitoring (for
diabetes and
congestive heart
failure patients
only)
Live video

Consults
Office or other outpatient visits
Individual psychotherapy
Psychiatric diagnostic services
Neurobehavioral status exam

Yes: physician’s
assistant, nurse
practitioner

No additional
fees

Originating must be in
Alabama
Distant sites may be
located in or outside
of the state of
Alabama as long as
the provider has an
Alabama medical
license and is enrolled
as an Alabama
Medicaid provider.
For rehabilitative
services the
originating site must
be:
Physician’s office
Hospital
Critical access hospital
Rural health clinic
Federally Qualified
Health Center (FQHC)
Community mental
health center
Public Health
department

Alaska

Arizona

Live video
Store and forward
Remote patient
monitoring

Live video
Store and forward

Initial or one follow-up visit
Consultation made to confirm
diagnosis
A diagnostic , therapeutic or
interpretive service
Psychiatric or substance abuse
assessments
Individual psychotherapy or
pharmacological management
services

Not specified

Medically necessary services
Behavioral Health, including
diagnostic consultation,
evaluation, individual and family
counseling, case management,
medication management
Pain management
Inpatient consultation
Medical nutrition therapy
Pharmacy management
Office, outpatient and surgery
follow up
Dentistry for enrollees under age
21

Yes: registered nurse
(RN), licensed
practical nurse,
clinical nurse
specialist, registered
nurse midwife,
registered nurse
practitioner, physician
assistant, physical/
occupational/speech/
respiratory therapist,
licensed clinical social
worker, licensed
marriage/family
therapist, licensed
professional
counselor, and
trained telepresenter
familiar with
recipient’s medical
condition

No
reimbursement
for equipment
and systems
No additional
fees

Normal FFS
payment rates
No additional
fees

Originating site:
Indian health service
clinic
Tribally-governed
facility
Urban clinic for
American Indians
Physician or other
provider office
Hospital
FQHC
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Arkansas

Live video

Consults
Fetal echography and
echocardiology
Inpatient hospital visits
FQHC encounters
Behavioral healthcare for
Rehabilitative Services for Persons
with Mental Illness (RSPMI)
program enrollees

Does not prohibit a
health benefit plan
from reimbursing
other healthcare
professionals

Originating site
facility fee is not
prohibited but
not mandated

Originating site:
Inpatient or nonemergency hospital
Physician office or
clinic
Ambulatory surgical
center
FQHC
Emergency
department
Patient’s home is an
allowed originating
site if patient is
receiving treatment in
connection for endstage renal disease

California

Live video
Store and forward
(for dermatology,
dentistry, and
ophthalmology)

Selected evaluation and
management (E&M) services for
patient visit and consultation
Selected psychiatric diagnostic
interview examination and
selected psychiatric therapeutic
services
Teledentistry
Interpretation and report of X-rays
and electrocardiograms performed
after telehealth transmission

Yes: any licensed
health care provider
or marriage/family
therapist, intern or
trainee

Normal FFS
payment rates

Type of setting is not
limited

Reimbursement
for originating
site facility fee
and distant site
transmission fee

Patient’s home is an
allowed originating
site
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Colorado

Live video
Remote patient
monitoring

Office visits for preventive and
routine medical care
Psychotherapy
Obstetrical ultrasounds

Yes: nurse
practitioners,
physician’s assistant,
psychologists

Reimbursement
for originating
site facility fee
and distant site
transmission fee;
Reimbursement
for installation
and patient
education on
remote patient
monitoring
equipment

Patient’s home may
not serve as an
originating site

Connecticut

Live video
Store and forward

Specialist consults

Yes: physical therapists,
chiropractors,
naturopaths,
podiatrists,
occupational
therapists,
optometrists, advanced
practice RNs, physician
assistants,
psychologists,
marital/family
therapists, clinical or
master social workers,
alcohol and drug
counselors,
professional
counselors, and
certified dietician
nutritionists

No additional
fees

Originating site:
FQHC
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Delaware

Live video

District of
Columbia

Live video

Evaluation and management
Consultation
Behavioral healthcare services
including, but not limited to,
psychiatric evaluation and
treatment, psychotherapies, and
counseling
Rehabilitation services including
speech therapy

Originating site
facility fee

Originating site:
Hospital
FQHC
Public health clinic
Program for AllInclusive Care for the
Elderly (PACE) centers

Normal FFS
payment rate

Originating and
distant site:
Hospital
FQHC
Nursing facility
Clinic
Physician group/office
Nurse practitioner
group/office
DC Public Schools and
DC Public Charter
Schools
Core Service Agency

Specific
reimbursement
guidelines for
participating
FQHCs
No additional
fees

Distant site may be
out-of-state if
provider is enrolled as
a DC Medicaid
provider is
appropriately-licensed
in their jurisdiction, in
addition to the
patient’s jurisdiction
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Florida

Georgia

Live video

Live video

Evaluation, diagnosis, or
treatment recommendation for
dental health, behavioral health
or physical health.

Yes: physicians,
dentists, psychiatric
nurses, RNs, advanced
registered nurse
practitioners, physician
assistants, clinical social
workers, mental health
counselors, marriage/
family therapists,
Masters-level certified
addictions
professionals,
psychologists

No additional
fees

Office visit
Pharmacologic management
Behavioral health services
including limited psychiatric
services, individual
psychotherapy and Assertive
Community Treatment,
Limited radiological services
A limited number of other
physician fee schedule services

Yes: physician
assistants, clinical
psychologists, nurse
practitioners, clinical
nurse specialists

Normal FFS
payment rate

Normal FFS
payment rate

Originating site
facility fee

Hospital outpatient
setting
Inpatient Setting
Physician office
Both originating and
distant site must be
located in Florida
Therapeutic and
community behavioral
health services must
be delivered from a
Medicaid enrolled
facility
Providers must be
located within 50
miles of the GA border
Originating site:
Provider office
Hospital
Critical access hospital
Rural health clinic
Skilled nursing facility
FQHC
Community mental
health center
School based clinic
GA public health clinic
Distant site:
Provider office
Hospital
Critical access hospital
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Rural health clinic
FQHC
Skilled nursing facility
Community mental
health center
GA public health clinic
Hawaii

Live video
Store and forward
Remote monitoring
(Both effective Jan
1, 2017)

Idaho

Live video

Complete parity with all services
and benefits covered under
Medicaid

Primary care
Specialty
Psychotherapy with evaluation
and management
Psychotherapy diagnostic review

Yes: mental health
providers, oral health
providers, advanced
practice registered
nurses, licensed
psychologists

Normal FFS
payment rate

Yes: licensed
therapists, licensed
occupational therapist,
licensed physical
therapist, advanced

No additional fee

;

No additional fee

Originating site:
No limitations,
including patient’s
home
Distant site:
Licensed out-of-state
providers may provide
telemedicine services
in consult with a
supervising State
licensed provider;
out-of-state
radiologists may
provide services in
Hawaii
DoD-employed
medical officers and
psychologists are
exempt from licensing
requirements
Originating site:
No limitations,
including patient’s
home
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Pharmacological management
Therapeutic consultation and
crisis intervention
Speech therapy, occupational
therapy and physical therapy
provided that an in-person
evaluation is completed first
Crisis intervention consults
School based Community
Rehabilitation Services
Illinois

Live video
Store and forward
(dermatology)
Remote patient
monitoring (home
uterine monitoring)

practice registered
nurses and physician’s
assistant

Yes: physician assistant,
podiatrist, advanced
practice nurse,
qualified mental health
professional,
occupational therapist

Distant site:
No geographic
limitations but
provider must licensed
in the State

Originating site
facility fee
(originating sites
who receive
reimbursement
for patients’
room and board
are not eligible
for facility fee)

Originating site:
Physician office
Podiatrist office
Local health
department
Community mental
health center
Outpatient hospital
Rural health clinic
Encounter rate clinic
FQHC
Provider must be
licensed by the state
of Illinois

Indiana

Live video
Remote patient
monitoring (as a
part of other home
health services)

Medically-necessary services
under the following categories:
Consultation
Office visit
Psychotherapy
Psychiatric diagnostic interview
End stage renal disease services

Originating site:
Normal FFS
payment rate,
only if distant site
deems provider’s
presence
medically-

Originating and
distant site must be at
least 20 miles apart
Following sites
exempt:
FQHC
Rural health clinic
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Pharmacologic management

necessary
Originating site
facility fee

Community mental
health center
Critical access hospital

Distant site:
Normal FFS
payment rate
Iowa

Live video

Behavioral Health Services
(contracted out)
Parity with Medicaid eligible
services provided in person

Kansas

Live video
Remote patient
monitoring (one or
more qualifying
chronic diseases)

Office visit
Individual psychotherapy
Pharmacological management

Yes: RNs or Licensed
Practical Nurses

Originating site
facility fee

Kentucky

Live video
Store and forward
(radiology only)

Consultation
Mental health evaluation and
management
Individual and group
psychotherapy
Pharmacologic management
psychiatric/psychological/mental
health diagnostic interview
examinations
Individual medical nutrition
services

Yes: outside
community mental
health center:
psychiatrists, licensed
clinical social workers,
psychologists, licensed
professional clinical
counselors, licensed
marriage/family
therapists, advanced
registered nurse
practitioners, speech
language pathologists,
occupational
therapists,

No additional
fees

No additional fee

Type of setting not
limited
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physical therapists,
licensed dietitians or
certified nutritionists,
RNs or dieticians,
Community mental
health center:
psychiatrists, licensed
psychologists, licensed
marriage/family
therapists, licensed
professional clinical
counselors, psychiatric
medical residents,
psychiatric registered
nurses, licensed clinical
social workers,
advanced registered
nurse practitioners
Louisiana

Live video
Remote patient
Monitoring
Audio only (certain
circumstances)

ff

Not specified

Yes: physician assistant, Only distant site
dentists, nutritionists,
provider
dieticians, RNs,
reimbursed
advanced practice
registered nurses,
licensed practical
nurses, certified nurse
assistants, offshore
health service
providers, ambulance
services, licensed
midwives, pharmacists,
speech-language

Distant site providers
need to maintain a
State license or
telemedicine license,
but do not need to be
physically located in
state
No limit on type of
originating site
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pathologists,
audiologists,
optometrists,
podiatrists,
chiropractors, physical
therapists,
occupational
therapists, certified or
licensed athletic
trainers, psychologists,
medical psychologists,
social workers, licensed
professional
counselors, licensed
perfusionists, licensed
respiratory therapists,
licensed radiologic
technologists, or
licensed clinical
laboratory scientists
Maine

Live video,
Audio only (certain
circumstances),
Remote patient
monitoring
(covered under
Home and
Community
Benefits for the
Elderly and for
Adults with
Disabilities)

Medically-appropriate services
not covered:
Equipment
Personal care aide services
Pharmacy services for prescribed
drugs
Assistive technology services
Non-emergency medical
transportation services
Ambulance services
Services that require direct
physical contact
Medically-inappropriate services

Yes: RNs, PAs and other
allied health
professionals

Originating site
facility fee

No limit on type of
originating site

Normal FFS
payment rate
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Maryland

Live video

Medically necessary behavioral
health and somatic services

Permitted originating
sites include:
college or university
student health or
counseling offices;
community-based
substance use disorder
providers; elementary,
middle, high schools or
technical schools with a
supported nursing,
counseling or medical
office; a deaf or hardof-hearing participant’s
home or any other
secure location as
approved by the
participant and the
provider; local health
departments;
FQHCs; hospitals,
including the
emergency
department; nursing
facilities; offices of
physicians, psychiatric
nurse practitioners,
nurse practitioners and
nurse midwives; opioid
treatment programs;
outpatient mental
health clinic; renal
dialysis centers; and

Originating site
transmission fee

No restrictions—
statewide coverage
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residential crisis
services sites.
Permitted distant site
providers include:
nurse midwives, nurse
practitioners,
psychiatric nurse
practitioners,
physicians, and
providers fluent in
American Sign
Language who provide
telehealth services to a
deaf or hard of hearing
participant
Massachusetts Remote patient
monitoring

Short-term home health
monitoring

Michigan

Inpatient consults
Office or other outpatient
consults and services
Psychiatric diagnostic procedures
Subsequent hospital care
Training services, diabetes,
End stage renal disease related
services
Individual behavior change
intervention
Behavioral health and/or
substance abuse treatment
services
Education service

Live video

H ome

Yes: board-certified
behavior and assistant
behavior analysts,
licensed and limited
licensed psychologists,
qualified behavioral
health professionals

Originating site
facility fee

Originating site:
County mental health
clinic or publicallyfunded mental health
facility
FQHC
Hospital
Physician or other
provider office,
including medical
clinic
Renal dialysis facility
Rural health clinic
Tribal health center
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Nursing facility subsequent care

Minnesota

Live video
Store and forward
Remote patient
monitoring (under
Elderly Waiver and
Alternative Care
programs)

Including but not limited to:
Consultations
Telehealth consults: emergency
department or initial inpatient
care
Subsequent hospital care
services with the limitation of
one telemedicine visit every 30
days per eligible provider
Subsequent nursing facility care
services with the limitation of
one telemedicine visit every 30
days
End-stage renal disease services
Individual and group medical
nutrition therapy
Individual and group diabetes

Skilled nursing facility
Speech language
Audiology services can
be within the school,
patient’s home, or any
other established site
deemed appropriate
by the provider
Behavioral health
Distant site:
Clinic
Patient’s home
Any other established
site deemed
appropriate by the
provider
Yes: nurse practitioner,
physician assistants,
nurse midwives, clinical
nurse specialists,
registered dietitian or
nutrition professionals,
clinical psychologists,
clinical social workers,
dentists, dental
hygienist, dental
therapists, advanced
dental therapists,
pharmacists, certified
genetic counselor,
podiatrists, speech
therapists, physical
therapist, occupational

FFS normal
payment rates

Originating site:
Office of physician or
practitioner
Hospital (inpatient or
outpatient)
Critical access hospital
Rural health clinic
FQHC
Hospital-based or
CAH-based renal
dialysis center
(including satellites)
Skilled nursing facility
End-stage renal
disease (ESRD)
facilities
Community mental
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self-management training with a
minimum of one hour of inperson instruction to be
furnished in the initial year
training period to ensure
effective injection training
Smoking cessation
Alcohol and substance abuse
(other than tobacco) structured
assessment and intervention
services

therapists, audiologists

health center
Dental clinic
Residential facilities,
such as a group home
and assisted living
School
Patient’s home
allowed, but provider
must be present

Mississippi

Live video
Store and forward
Remote patient
monitoring

Medically necessary health
services

Yes: physician
assistants, nurse
practitioners,
psychologists, licensed
clinical social workers,
licensed professional
counselors

Originating site
facility fee

Originating site:
Provider office
Outpatient hospital
(including critical
access hospital)
Rural health clinic
FQHC
Community and
private mental health
center
Therapeutic group
homes
Indian health service
clinic
School-based clinic

Missouri

Live video

Consultation made to confirm a
diagnosis
Evaluation and management
services
A diagnosis, therapeutic, or
interpretive service

Yes: advanced
registered nurse
practitioners, dentist,
oral surgeons,
psychologists,
pharmacists, speech

Originating site
facility fee

Originating site:
Provider office
Hospital
Critical access hospital
Rural health clinic
FQHC
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Individual psychiatric or
substance abuse assessment
diagnostic interview
examinations
Individual psychotherapy
Pharmacologic management

Montana

Live video

therapists,
occupational
therapists, physical
therapists

Missouri State
habilitation center or
regional office
Community mental
health center
Missouri State mental
health facility
Missouri State facility
Residential treatment
facility
Comprehensive
Substance use
treatment and
rehabilitation center
Nursing home
Dialysis center

Yes: advanced
No additional
registered nurse
fees
practitioners,
podiatrists,
pharmacists,
optometrists, genetic
counselors, physician’s
assistants, licensed
social workers, licensed
professional
counselors,
psychologists, speech
therapists,
occupational
therapists, physical
therapists, nutritionists,
diabetes counselor
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Nebraska

Nevada

Live video
Store and forward
Remote patient
monitoring

Live video
Store and forward

Medically necessary and
appropriate services

Medically necessary and
appropriate services including
group therapy

Yes: advanced
registered nurse
practitioners, nurse
midwives, dentists,
speech therapists,
occupational
therapists, physical
therapists,
optometrists

Originating site
transmission fee
for inpatient
facilities

Yes: licensed clinical
psychologists, licensed
clinical social workers,
mental health
counselors,
psychological assistants

Originating site:
facility fee (with
exception of
store and
forward
transmissions)

Normal FFS
payment
schedule

Children cannot
receive nonbehavioral health
services if comparable
service is located
within 30 miles of
residence

Originating site must
be a qualified
Medicaid provider
including:
Office of provider
Critical access hospital
Rural health clinic
FQHC
Hospital
ESRD Facility
Skilled Nursing Facility
Community Mental
Health Centers
(CMHC)
Indian Health
Services/Tribal
Organization/Urban
Indian Organization
School-Based Health
Centers
Schools
Family Planning Clinics
Public Health Clinics
Comprehensive
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Outpatient
Rehabilitation
Facilities
Community Health
Clinics (State Health
Division)
Special Children’s
Clinics
HIV Clinics
Therapy offices
Chiropractic offices
Distant site provider
must be Medicaidenrolled provider
New
Hampshire

Live video

Specialty medical services only

Yes: nurse
practitioners, clinical
nurse specialists,
nurse midwives, clinical
psychologists, clinical
social workers,
registered dietitians or
specified nutrition
professionals

No additional
fees
FFS normal
payment

Patients must be
located in a rural
health professional
shortage area or in a
county not in a
Metropolitan
Statistical Area

New Jersey

Live video

Psychiatry

No additional
fees

Originating site:
Mental health clinic
Outpatient hospital

New Mexico

Live video
Store and forward

Medically necessary services

Originating site
facility fee

No limit on originating
site
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New York

North Carolina

Live video
Medically necessary services
Remote patient
monitoring
Store and forward
(only as it relates to
home telehealth
programs)

Yes: physician
assistants,
psychologists, social
workers, licensed
clinical social workers,
nurse practitioners,
dentists, RNs (when
nurse is receiving
patient-specific
information or medical
data at a distant site by
means of remote
patient monitoring),
certified diabetes
educators, certified
asthma educators

FFS normal
payment

Live video

Yes: nurse
practitioners, nurse
midwives, physician
assistants; for
psychiatry: advanced
practice psychiatric
nurse practitioners,
advanced practice
psychiatric clinical
nurse specialists,
licensed psychologists,
licensed clinical social
workers, community
diagnostic assessment
agencies

Originating site
provider facility
fee

Medically necessary services
Psychiatry

Distant site
transmission fee
under certain
circumstances

Originating sites:
Hospital
Hospice
Office of Mental
Health-licensed
Facility for the
Mentally Disabled
Physician office
FQHC
Diagnostic and
treatment centers
School-based health
centers
Practitioner offices
Dental facilities
Patient cannot be in a
jail, detention center,
or prison
The distant site of the
service(s) must be of a
sufficient distance
from the originating
site to provide
service(s) to a
beneficiary
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North Dakota

Live video

New and established office and
other outpatient services
Psychiatric diagnostic evaluation
Individual psychotherapy
Pharmacologic management
Speech therapy (individual)
Initial inpatient telehealth
consultation

Long-distance
charges required
for out-ofnetwork sites
Distant
practitioner only
receives
reimbursement
Originating site
facility fee

Ohio

Live video

Office or other outpatient
services
Inpatient consultations
Psychiatry services, including
psychotherapy

Yes: licensed
psychologists

Originating site
facility fee
(provider cannot
be an inpatient
hospital or
nursing facility)

Distant site must be
sufficient distance
from the originating
site to provide
services to patients
who do not have
readily available
access to such
specialized services
allowed/reimbursed
by ND Medicaid via
telemedicine
Originating site:
Medical provider
office
FQHC
Rural health clinic
Primary care clinic
rural health center, or
primary care clinic
Outpatient hospital
Inpatient hospital
Nursing facility
Distant and originating
site must be at least 5
miles apart

Oklahoma

Live video
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Oregon

Live video
E-mail, telephone,
and fax may be
used when
videoconferencing
availability is
limited

Medically-necessary services,
including behavioral health
services

Yes: physical therapists

No additional
fees

No limit on originating
site

Pennsylvania

Live video

Psychiatry services, including
psychological evaluations and
psychotherapy

Yes: certified registered
nurse practitioners,
certified nurse
midwives, licensed
psychologists

Originating site
facility fee

Only hospitals may
serve as originating
and distant sites

Rhode Island

None

South Carolina

Live video
Remote patient
monitoring (limited
to long term care
management)

Office or outpatient visit
Inpatient consultation
Individual psychotherapy
Pharmacologic management
Psychiatric diagnostic interview
examination and testing
Neurobehavioral status
examination
Electrocardiogram interpretation
and report
echocardiography

Yes: nurse
practitioners, physician
assistants

Originating site
facility fee

Distant sites must be
located in SC Medical
Service Area, which is
the state of SC and
areas in NC and GA
within 25 miles of the
SC border

South Dakota

Live video
Remote patient
monitoring

Patient office consultation
Inpatient hospital consultation
Pharmacologic management
Office or other outpatient visit

Remote patient
monitoring: nurse

FFS normal
payment

Originating site may
not be located in the
same community as
the distant site

Originating site
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Diabetes outpatient selfmanagement education services

facility fee
No additional
fees

Tennessee

Live video

Crisis-related services

Texas

Live video
Remote patient
monitoring
(diabetes,
hypertension, or
other chronic
condition and high
risk patient)

Client assessment by a health
professional
Diagnosis, consultation, or
treatment by a physician

Utah

Vermont

Yes: certified nutrition
specialists, nurse
practitioners, physician
assistants, certified
nurse midwives,
licensed professional
counselors, licensed
marriage/family
therapists, licensed
clinical social workers,
psychologists, licensed
psychological
associates, provinciallylicensed psychologists,
licensed dieticians

Originating site
facility fee

An established
medical site
Mental health facility
State-supported living
center

Live video
Medically-necessary services
Remote patient
monitoring (pilot
project for diabetes
patients in rural
areas)

Yes: nurse practitioners

No additional
fees

No restrictions on
patient or provider
setting

Live video
Remote patient
monitoring
(patients who have
had congestive

Yes: registered nurse
nurse practitioners,
clinical nurse
specialists, licensed
practice nurses under

Originating site
facility fee
allowed but not
required

Medically-necessary primary care
services limited to primary care
specialties: internal medicine,
pediatrics, family medicine,
obstetrics and gynecology
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heart failure)

RN supervision,
physician assistants

Virginia

Live video
Store and forward
(diabetic
retinopathy
screening,
radiology and
dermatology only)

Evaluation and management
Psychiatric care
Speech therapy
Radiology
Specialty medical procedures

Yes: nurse
Originating site
practitioners, nurse
facility fee
midwives, psychiatrists,
psychiatric clinical
nurse specialists,
psychiatric nurse
practitioners, marriage/
family therapists,
school psychologists,
substance abuse
practitioners, clinical
nurse specialists,
clinical psychologists,
clinical social workers,
local education agency
(billing speech therapy)

Originating sites:
Provider office
Local education
agency
FQHC
Rural health clinic
Hospital
Nursing facility
Health department
clinic
Renal unit
Community service
board
Residential treatment
center

Washington

Live video
Remote patient
monitoring
(unstable condition
and at risk for
hospitalization)
Store and forward
(for associated
office visit between
client and referring
healthcare provider
only)

Medically-necessary services
Genetic counseling
Applied behavior analysis for
clients age 20 and under

FFS normal
payment model

Originating site:
Clinic
Community mental
health/ chemical
dependency setting
Dental office
Rural health clinic
FQHC
Home or any location
determined to be
appropriate by the
individual rendering
service
Hospital (inpatient

Originating site
facility fee
(except for
inpatient
hospital)
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and outpatient)
Neurodevelopment
center
Physician or other
health professional’s
office
School
Skilled nursing facility
West Virginia

Live video

Yes: physician
assistants, advanced
practice registered
nurse/nurse
practitioners, certified
nurse midwives, clinical
nurse specialists,
licensed psychologists,
licensed independent
clinical social workers

Originating site
facility fee

Originating sites:
Provider office
Private psychological
practice
Hospital
RHC
FQHC
Community mental
health center
Skilled nursing facility
Hospital based or CAH
based renal dialysis
center (including
satellites)
Rural health clinics
and FQHCs not
authorized to serve as
distant site

Wisconsin

Live video

Office or other outpatient
services; Consults
Outpatient mental health
services
Health and behavior

Yes: physician
assistants, nurse
practitioners, nurse
midwives, psychiatrists,
PhD psychologists

FFS normal
payment model
Originating site
facility fee

No specified
restrictions on
originating/patient
site location

57

assessment/intervention
End stage renal disease-related
services
Outpatient substance abuse
services
Wyoming

Live video

Medically-necessary services

Yes: advanced practice
nurses with specialty in
psychiatry/mental
health, mental health
professionals,
speech therapists,
psychologists and
neuropsychologists,
physician’s assistants
Medical professionals
are not required to be
present at the
originating site unless
medically-indicated

Originating site
facility fee

Originating site:
Hospital
Provider office
Community mental
health or substance
abuse treatment
center
Rural health clinic
FQHC
Skilled nursing facility
Indian health services
clinic
Development center
Hospital-based or
Critical Access
Hospital-based renal
dialysis centers
Developmental Center

Sources: State Laws and Reimbursement Policies. Center for Connected Health Policy. Accessed October 2016. http://cchpca.org/state-laws-andreimbursement-policies.
Telehealth: Policy Trends and Considerations. National Conference of State Legislatures, December 2015. Accessed July 2016.
http://www.ncsl.org/documents/health/telehealth2015.pdf.
Thomas, Latoya and Gary Capistrant. State Telemedicine Gaps Analysis: Coverage and Reimbursement. American Telemedicine Association,
January 2016. Accessed July 2016. http://www.americantelemed.org/docs/default-source/policy/2016_50-state-telehealth-gaps-analysis-coverage-and-reimbursement.pdf?sfvrsn=2
*Originally created July 2016, updates made in October 2016 based on individual states’ regulations
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