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Draft Telehealth Advisory Council Report
Attachment 1 – Florida Telehealth Unitization and Accessibility Report
Attachment 2 – Telehealth Stakeholder Providing Testimony to the Council
Attachment 3 – Chart of Healthcare Professions with National Licensure Compacts
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Draft Telehealth Advisory Council
Report of Recommendations
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Executive Summary
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To be completed after main body has been drafted
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Background
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Chapter 2016-240, Laws of Florida, created the Telehealth Advisory Council (Council) to make
recommendations to the Florida Governor and Legislature about telehealth. The law designated
the Secretary of the Agency for Health Care Administration (Agency) as the Council Chair and
the State Surgeon General (or designee) as a member. The Agency’s Secretary and the Surgeon
General were then directed to appoint thirteen Council members representing specific provider
and stakeholder groups. The Council was charged to review survey and research findings and to
employ that information to develop recommendations to increase the use and accessibility of
services provided via telehealth in the state.
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The law also directed the Agency, the Florida Department of Health, and the Florida Office of
Insurance Regulation to survey health care facilities, licensed professionals, insurance plans,
and Health Maintenance Organizations (HMOs) regarding availability, utilization, and coverage
of telehealth services in the state. The Agency was designated to compile the survey and
research findings; and to submit a report of those findings to the Governor, the President of the
Senate, and the Speaker of the House of Representatives by December 31, 2016. (Attachment
1)
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The Council is required to submit its report of recommendations to the Governor, Senate
President, and the House Speaker by October 31, 2017. This Telehealth Advisory Council
Report of Recommendations represents the members’ findings from detailed discussions and
deliberations during the course of ten (10) public meetings hosted in various regions of the
state; and as informed by formal presentations from approximately 30 individual providers,
stakeholders, and national experts (Attachment 2) as well as numerous public comments, the
Florida telehealth survey results, and national and state research compiled by members and
Agency staff. All meeting information, including the speaker presentations, survey results, and
research materials, have been archived on a dedicated Council website for reference as
needed. This report, when viewed in its electronic format, contains direct links to source
information or meeting materials when appropriate.
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Introduction

2
3
4
5
6
7
8
9
10
11
12

The United States, including Florida, is experiencing a shortage of health care professionals to
serve a growing and aging population. Data from the U.S. Health Resources and Services
Administration (HRSA) Bureau of Health Workforce indicated there were 615 federally
designated Health Professional Shortage Areas (HPSAs) within the state for primary care, dental
care, and mental health therapists in June 2014. More recent data from the bureau shows the
number of HPSAs in Florida grew to 623 by December of 2016.i The Florida Department of
Health has projected a need for 3,060 additional primary care physicians in the state by 2025.ii
The existing and emerging deficiencies in the physician and health care workforce is a driver of
innovation as the industry explores new strategies to extend the reach of existing healthcare
professionals. The adoption and use of telehealth technology is one strategy that is gaining
momentum nationally to help address these workforce deficiencies.
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The United States Department of Health and Human Services notes that telehealth is not a type
of healthcare service; it is a means or method used to deliver health care.iii The standard of
care for providing health services should not alter based on the mode of delivery. iv Telehealth
services can enable real-time (synchronous) communication between patients and healthcare
practitioners through video conferencing; facilitate the storage and forwarding (asynchronous)
of clinical data to offsite location for evaluation by specialist teams; and support remote
monitoring of patient’s chronic conditions via sensors and monitoring equipment. Telehealth
technology is evolving into wearable and even implantable devices (mobile health) that detect
information such as EKG readings.v While these technologies offer promising solutions, the
adoption and expansion of telehealth also presents specific challenges to facilities,
professionals, payers, and others. This report is intended to address the specific challenges that
were identified in the Florida Report on Telehealth Utilization and Accessibility and through
stakeholder testimony and research provided to the Council. The report presents six specific
areas with identifiable obstacles for the expansion of telehealth: the definition of telehealth,
health insurance coverage, reimbursement for telehealth, health practitioner licensure,
patient/consumer protection, and technology.
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The information presented to and reviewed by the Council demonstrates clear benefits from
utilizing telehealth technology and the provision of distant health services. There remain
significant opportunities to increase access and enhance the quality of services provided to
vulnerable populations, especially in isolated communities, both rural and urban.vi
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Defining Telehealth

35
36
37
38

The Council heard testimony from numerous stakeholders on a broad array of telehealth
applications. The value and utility of telehealth crosses most health service disciplines including
but not limited to primary medical care, specialty care, chronic disease management,
behavioral health, physical and occupational therapies, speech therapy, pharmacy, and home
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health. There are as many definitions of telehealth or telemedicine as there are use cases and
applications.
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The American Telemedicine Association uses the terms telemedicine and telehealth
interchangeably. Others use the term telemedicine as a specific reference to the practice of
medicine and telehealth as an encompassing term inclusive of the broader scope of health care.
Experts and stakeholders expressed the need for a clear definition of telehealth.vii Healthcare
practitioners indicated the need for a definition that will clarify the use of technological
modalities as a viable way to treat patients within their scope of practice. Health plans noted
the need for clarity in the allowable modes of telehealth for coverage and reimbursement
purposes.
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Recommendation(s):
There are several definitions for “telemedicine” in Florida regulations, but none for
“telehealth”. These definitions for telemedicine do include the broader language associated
with the term “telehealth”. Although the terms telemedicine and telehealth are commonly
used interchangeably, the term telehealth denotes the depth and range of the uses and
modalities. The Council determined the need for a broad definition of telehealth in order to
provide clarity on acceptable uses of current technology for treating patients, without
becoming a barrier to technological innovations in the future.
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To ensure clarity, the Council recommends that a definition of telehealth should be included in
statute and inclusive of six key components:
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1. Telehealth can be used for providing health care and public health services
2. Telehealth includes synchronous and asynchronous modalities
3. Practitioners treating Florida patients must be appropriately licensed in Florida or
appropriately supervised by a licensed Florida healthcare practitioner as prescribed by
law or rule
4. Healthcare practitioners must treat within the scope of their practice
5. Telehealth can be healthcare practitioner to healthcare practitioner or healthcare
practitioner to patient
6. There must be no limitations on geographic or site locations
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The Council offers the following language as a clear definition of telehealth for Florida:
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Telehealth means the mode of providing health care and public health services through
synchronous and asynchronous information and communication technology by a Florida
licensed healthcare practitioner, within the scope of their practice, who is located at a site other
than the site where a recipient (patient or licensed healthcare practitioner) is located.
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Health Insurance and Telehealth
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A large proportion of Florida healthcare stakeholders identify issues surrounding coverage and
reimbursement as primary policy concerns influencing the delivery and growth of telehealth
services. Healthcare facilities and practitioners have reported through surveys and testimony to
the Council a lack of adequate coverage and reimbursement for health care services provided
using telehealth technologies. Some stakeholders have expressed hesitancy to invest in
telehealth programs, citing that without some assurance regarding reimbursement they are
unable to determine a positive Return-On-Investment (ROI). Confirming these reports from
healthcare practitioners, a majority of Florida’s licensed health insurers indicated in their
response to the state’s Telehealth Utilization and Accessibility survey they offer only limited
coverage, if any, for telehealth services.viii Among Florida insurers that do cover telehealth,
coverage is typically limited to specific circumstances and methodologies or require special
coding.ix
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Executive leaders from the American Telemedicine Association and the Center for Connected
Health Policy, the nation’s federally funded national telehealth policy resource center,
presented information to the Council during April 2017. As of September 2017, both
organizations’ websites indicate thirty-four (34) states and the District of Columbia have
established health insurance parity laws to address gaps in coverage for telehealth services.x
According to a report published in August from the Center for Connected Health Policy, only
three of the states with telehealth parity laws explicitly mandate reimbursement parity.xi
Coverage and reimbursement parity laws apply varyingly to private and public payer plans in
each state where they exist. Some states limit coverage and reimbursement based on modality
and/or location.
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The Council members have emphasized the importance of establishing a clear distinction
between telehealth insurance coverage parity and reimbursement parity. The Council
recognizes telehealth coverage parity as a requirement of health plans to include benefits for
services provided via telehealth, when possible and appropriate, to the same extent the plan
covers the same services provided in-person. Coverage parity is silent regarding the amount of
payment for telehealth services. The Council recognizes telehealth reimbursement parity as a
requirement of health plans to pay healthcare facilities and practitioners for covered telehealth
services at an equivalent rate as the in-person reimbursement for the same service.
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Policies governing the nation’s primary public health care programs, Medicare and Medicaid,
also play a key role in shaping Florida’s telehealth landscape. These Federal programs strongly
influence how states are able to serve senior and vulnerable populations, including patients
who are dually eligible for both Medicare and Medicaid. There are efforts underway among
members of Congress to modify current Medicare payment guidelines to support the expanded
use of telehealth services nationally. States, including Florida, have greater flexibility to develop
policy for their Medicaid programs and enjoy full authority to establish guidelines for coverage
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of employees through state employee group health insurance programs, worker’s
compensation, and similar state-sponsored programs.
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The national paradigm shift among private and public payers toward quality and performancebased payment models serves as another driver to increase telehealth utilization. These valuebased payment arrangements incentivize health care practitioners to achieve the triple aim of
increasing access to health care services for all persons, providing the highest possible quality of
care, and minimizing costs. The thoughtful integration of telehealth modalities into healthcare
practitioner workflows can strongly support practitioners in meeting these goals.
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Coverage of telehealth services, whether voluntary or required, has also led to new discussions
around network adequacy requirements among health insurers and their stakeholders. The
National Association of Insurance Commissioners (NAIC) has developed a Managed Care
Network Adequacy Model Act as a guide for state lawmakers for evaluating insurers’ provider
networks. This model includes potential uses for telehealth in meeting a state’s network
adequacy requirements. If adopted, these measures offer a valuable benefit and incentive for
health plans to cover telehealth services.
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Telehealth Insurance Coverage
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Recommendation(s):
In order to increase access and use of telehealth in Florida, there must be an increase in
healthcare practitioners offering services via telehealth. The limited or lack of reimbursement
for telehealth service stifles the expansion of the use of this modality to treat patients. The
Council recommends the following:
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A number of healthcare facilities and licensed health practitioners have implemented successful
telehealth programs and have reported real benefits in terms of cost savings, quality outcomes,
and customer satisfaction. Others have been more reluctant to move toward the use of
innovative technologies without stronger assurance that a return on their investment is
achievable. One approach taken by some states to provide such assurance is through
implementing laws requiring insurers to cover health services offered through telehealth when
possible and appropriate, known as coverage parity. Coverage parity for telehealth services
does not require health plans to provide any new service lines or specialties, and is intended to
ensure patients have options for how they may be seen by healthcare practitioners, including
in-person or virtually.xii

1. Florida’s legislature require Florida-licensed health insurance plans (excluding Medicare)
provide coverage for healthcare services provided via telehealth if coverage is available
for the same service when provided in person.
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The intent of this recommendation is to ensure appropriate insurance coverage for the use of
telehealth in treating patients. Any legislative language developed should not require insurers
to add additional service lines or specialties, mandate a fee-for-service arrangement, inhibit
value based payment programs, or limit healthcare insurers and practitioners from negotiating
contractual coverage terms.
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Telehealth Insurance Reimbursement

25
26
27
28
29
30
31

The Council recognizes that the current and evolving national paradigm shift toward quality and
performance-based health care payment models has significant potential to drive greater
market use of telehealth. The U.S. Center for Medicare and Medicaid Services (CMS) is a
primary driver of health care policy nationally and has launched a variety of value-based
programs over recent years designed to reward healthcare practitioners for more favorable
outcomes and restrict reimbursement for services resulting in less favorable outcomes and/or
higher costs. Those CMS programs include:
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Telehealth reimbursement parity is recognized by the Council as a requirement of health plans
to pay healthcare practitioners and facilities for covered telehealth services at an equivalent
rate as the in-person reimbursement for the same service.xiii The Council received a great deal
of input from healthcare practitioners, healthcare facilities, payers, and stakeholders through
research findings, survey data, and direct testimony regarding reimbursement for telehealth
services. Reimbursement parity is a complex issue that must be considered from a variety of
perspectives. A majority of practitioners, for example, contend that adequate funding of
telehealth through reimbursement parity will serve to stimulate greater adoption of telehealth,
which would increase access to care and reduce overall health care spending over time.
Conversely, some payers and researchers predict that enhanced access through telehealth will
increase utilization, which would result in increased spending under traditional fee-for-service
payment models. Others suggest a time-limited requirement for payment parity would
stimulate telehealth use until value-based payment models more fully mature to better support
telehealth as a quality enhancement and cost reduction strategy. State policymakers must also
consider whether forced payment parity stifles individual providers’ ability to competitively
promote their telehealth programs to payers and other stakeholders separately from their inperson services.









Hospital Value-Based Purchasing Program (HVBP)
Hospital Readmission Reduction Program (HRR)
Value Modifier Program (aka: Physician Value-Based Modifier or PVBM)
Hospital Acquired Conditions Program (HAC)
End-State Renal Disease Quality Initiative Program (ESRD)
Skilled Nursing Facility Value-Based Program (SNFVBP)
Home Health Value Based Program (HHVBP)
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An increasing number of private and commercial health plans have adopted similar strategies
to contain costs and improve care outcomes among their provider networks. Council members
acknowledge that thoughtful planning and implementation of integrated telehealth strategies
can assist practitioners in more efficiently and effectively meeting the foundational goals of
value-based payment methodologies.
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Recommendation(s):
The Council recommends that the Florida legislature require Florida licensed health insurance
plans (excluding Medicare plans) to offer reimbursement for covered health care services
provided via telehealth. The intent of this recommendation is to ensure appropriate insurance
reimbursement for the use of telehealth in treating patients. Any legislative language
developed should not require insurers to add additional service lines or specialties, mandate
fee-for-service arrangements, inhibit value based payment programs, or limit healthcare
insurers and practitioners from negotiating contractual coverage terms.
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Medicare
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Recommendation(s):
It is the consensus of the Council that the State of Florida support modifications to Medicare
telehealth laws that would expand coverage to include remote patient monitoring as well as
store and forward modalities; expand of the types of healthcare practitioners covered; and
revise or eliminate the existing geographic and place of service requirements.
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Medicaid

Although Medicare is a federal program, Medicare laws and regulations often influence how
states are able to serve vulnerable populations, including patients who are dually eligible under
both the Medicare and Medicaid programs. There are many caveats governing telehealth
coverage under current Medicare payment guidelines, including strict requirements for the
geographic location and care setting of patients and limitations to specific technological
modalities. The United States Congress is currently considering several bills that would expand
or modify Medicare telehealth policy. One example is the Medicare Telehealth Parity Act, a
bipartisan effort that would incrementally expand Medicare coverage for telehealth to include
allied healthcare practitioner such as physical therapists, occupational therapists, audiologists,
speech-language pathologists, and others; would allow a wider variety of telehealth modalities
to be covered; and would expand the list of qualifying geographic locations.xiv The Council finds
the current Medicare policies related to telehealth coverage and reimbursement to be a
significantly limiting factor to growth and innovation, and supports congressional efforts to
expand coverage and reimbursement of telehealth in Medicare.

The Florida Medicaid fee-for-service rules were updated in June 2016 to expand the availability
of telehealth reimbursement to a broader array of licensed healthcare practitioners. Similar to
Medicare, Medicaid coverage in Florida is currently limited to live video conferencing and pays
the practitioner that provides the diagnosis only.xv With the vast majority of Florida Medicaid
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beneficiaries enrolled in managed care, Florida’s Medicaid Managed Care plans are authorized
to cover telehealth services with greater flexibility, although there is no state mandate for
coverage. Based on survey responses from Florida licensed health plans and HMOs, coverage
for telehealth is currently greatest among Florida Medicaid Managed Care plans and Affordable
Care Act Exchange Plans.xvi
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Recommendation(s):
The Council members and multiple stakeholders have praised Florida Medicaid for its support
of the expanded use of telehealth within the Statewide Medicaid Managed Care program, as
well as its continued efforts to modify administrative rules governing the Medicaid Fee-forService program to support the use of telehealth. The Council recommends the Agency
consider modifications to the Medicaid telehealth fee-for-service rule to include coverage of
store and forward and remote patient monitoring modalities in addition to live video
conferencing. The Council also recommends the Agency work with the Medicaid Managed Care
plans to promote the expansion of telehealth utilization statewide.
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Insurance Network Adequacy
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The National Association of Insurance Commissioners (NAIC) defines network adequacy as “a
health plan’s ability to deliver the benefits promised by providing reasonable access to a
sufficient number of in-network primary care and specialty physicians, as well as all health care
services included under the terms of the contract”. Network adequacy minimum requirements
are established to ensure consumers have access to needed care without unreasonable delay.
The NAIC has developed a Model Network Adequacy Act for use by states in developing laws
around this issue. The Act includes provisions allowing healthcare practitioners who offer
services via telehealth to be included in the plan network for purposes of network adequacy.xvii
Colorado was the first state to allow insurers to count available telehealth services in meeting
network adequacy requirements for certain specialties.xviii
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Recommendations(s):
The Council supports the NAIC provisions related to telehealth as a means to ensure network
adequacy among health plans and HMOs.
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Health Practitioner Licensure and Telehealth
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The ability for technology to bring health care to the patient irrespective of location expands
the market reach of healthcare practitioners in Florida. Health care professionals residing in
Florida are able to treat patients in other states, even globally where authorized. This expansion
of health care access conversely allows Florida patients to receive care from licensed healthcare
practitioners anywhere in the world. Assurances for patient protections and provider
accountability are imperative in these arrangements. In order to ensure adequate protections
and enforcement, Florida’s providers, stakeholders, and payers provided strong testimony to
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the Council encouraging a requirement that all health care professionals providing care to
Florida residents using telehealth be licensed in Florida, regardless of where the provider is
physically located.
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Interstate Licensure
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Recommendation(s):
In order to ensure the highest possible standard of care for Florida patients while allowing
health professionals to expand their patient reach, the Council recommends the following:

To ensure patient protection and healthcare practitioner accountability, the Council
recommends practitioners be licensed in the state in which the patient resides. The Council
acknowledges time and expense burdens associated with attaining licensure in multiple states
as a potential barrier to expanding healthcare practitioners’ use of telehealth. One opportunity
to address this challenge is through the establishment of interstate licensure compacts. Nine (9)
licensed health care professions currently have or are developing interstate compacts involving
multiple states (Attachment 3), including Florida’s current licensure compact for nursing as
adopted by the Florida legislature in 2016xix. Licensure compacts are established when a certain
number of states enact the same legislation, intended to streamline administrative processes
without undercutting the specific licensure requirements of any participating state. It is
important to note that compacts may actually increase the eligibility requirements for licensure
in some cases. Provider participation in a compact is voluntary, and the state maintains
jurisdiction over all practitioners providing care to patients within its borders. Compact
provisions vary from profession to profession and include distinct requirements and provisions
for differing professions. The Federation of State Medical Boards’ (FSMB) Interstate Medical
Licensure Compact creates an expedited process for eligible physicians to apply for licensure in
compact states.xx The Nurse Licensure Compact creates a multi-state license similar to a
driver’s license, where the initial licensing state and other compact participating states all
recognize the license.xxi Although, different in implementation, the intent is to provide a less
onerous process for practitioners seeking licenses in multiple states while maintaining the high
standards of Florida licensure.
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1. Maintain the requirement of Florida licensure for health practitioners treating patients
in Florida. This recommendation requires no change to current regulations and does not
inhibit the use of telehealth to treat patients.
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2. Participate in health care practitioner licensure compacts that ensure equivalent or
increased licensure requirements as Florida, when available and appropriate.
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Telehealth Standards of Care
It is imperative that Florida licensed practitioners understand and comply with established
standards of care whether treating patients in person or through telehealth. The Florida
Department of Health (Department), which is responsible for the licensure and regulation of
the more than 800,000 health professionals in the state, provided information to the Council
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clarifying that current rules are not intended to preclude Florida licensed practitioners from
using telehealth within their authorized scope of practice and established standards of care.
The Department is working to increase awareness and education among licensed health
professionals regarding their ability to employ telehealth within their practices. The
Department recognizes telehealth as a modality for providing health services as opposed to a
separate service, meaning the state’s established standards of care developed by each
regulatory health care board are applicable whether care is provided in person or using
telehealth.
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A number of stakeholders, primarily ancillary health care professionals (i.e. Physical Therapists,
Occupational Therapists, Audiologists, Speech-Language Pathologists, etc.), have indicated a
need for specific statutory authority to develop telehealth practice standards related to
telehealth, similar to the authority given to Boards of Medicine and Osteopathic Medicine.xxii
Other stakeholders deem the use of the general standard of care provisions in regulation
sufficient for practitioner oversight.
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Recommendation(s):
The Council acknowledges Florida’s current standards of care as sufficient for general
regulatory oversight of patient care; and recognizes each healthcare regulatory board has direct
authority for establishing appropriate standards based on knowledge and insight for their
respective practitioners.
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To ensure clarity for Florida licensed healthcare practitioners and stakeholders regarding the
ability to use telehealth as a modality of care, the Council recommends:
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1. The Department of Health and health care regulatory boards continue to educate and
raise awareness among licensees about their ability to utilize telehealth modalities as a
means treat patients when appropriate.
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2. The Florida legislature provide health care regulatory boards and councils specific
statutory authority to develop standards of care rules for telehealth, if the boards deem
it necessary and appropriate.
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Patient/Consumer Protection
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Health care practitioners’ responsibilities to patients are the same no matter which modality of
care is used; and likewise patients should have confidence in the standard of care they receive,
whether delivered in-person or through telehealth. Patients should expect competent,
confidential care and to receive accurate, timely, and complete information so that they may
make informed decisions about their care.
Health care practitioners and stakeholders also have a responsibility to manage risks related to
fraud and abuse in the delivery of healthcare services. There is no known evidence suggesting a
higher risk of abuse or fraud involving telehealth over any other mechanism of care. A provider
who bills for a disproportionate amount or frequency of services would warrant an audit of
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their treatment and billing practices, whether providing healthcare services via telehealth or a
more traditional modality of care.
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Patient-Provider Relationships & Continuity of Care
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Patient Consent
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Telehealth & Prescribing
Many medical conditions and procedures require prescription medications as a component of
the treatment plan. Both federal and state law governs appropriate prescribing, in particular
the prescribing of controlled substances. The Ryan Haight Online Pharmacy Consumer

While there is a significant and growing body of evidence supporting the use of telehealth to
expand and improve the provision of health care services, the use of telehealth does not
automatically diminish issues related to patient care, including coordination of care among
multiple providers. Ideally, when a patient receives care, information from the episode is
integrated into coordinated Electronic Health Records (EHRs) or similar systems and made
available to inform other treatments and services. There is some concern among providers and
payers, under increasing financial risk for patient care outcomes, regarding the high potential
for care fragmentation or service duplication that can result when patients seek or receive care
outside of established provider networks. Similar to visits that occur in non-network urgent
care centers, non-network direct to patient telehealth services could result in episodic care
without the information ever being shared with the patient’s primary care provider or health
plan - thus creating health care information silos. Although the Council recognizes the ability for
healthcare providers and patients to establish a relationship through telehealth, they also note
the importance of ensuring that patient care is coordinated among treating providers.
Recommendation(s):
The Council supports initiation of healthcare practitioner-patient relationships through
telehealth technology; and discourages the adoption of policies that would require patients to
see a practitioner in-person before receiving care through telehealth.

Prior to providing healthcare services, practitioners are required to ensure patients (or legal
proxies) are aware of the specific benefits, risks, and alternative courses of action they may
take for their care; and must receive and document patient consent. This is typically achieved
through an informed consent, which also relates to providers’ liability and legal exposure. In the
case of telehealth, it may be particularly beneficial for patients to know the potential risks, and
to understand that a condition or treatment may require a provider to defer to in-person
services. Section 766.103, Florida Statutes, governs the provision of medical consent for
treatment and is applicable regardless of the care delivery mechanism.
Recommendation(s):
The Council recommends maintenance of the current consent laws in Florida. The Council notes
that additional consent requirements may add unnecessary barriers for both providers and
patients attempting to utilize telehealth services.

13
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16

Protection Act (Ryan Haight Act) is a federal law that provides guidelines for the prescribing of
controlled substances through the internet. The Ryan Haight Act affirmatively recognizes
telehealth as a viable means of creating a treating relationship for the purpose of prescribing
controlled substances.xxiii This federal regulation prohibits the prescribing of a controlled
substance based solely on answering a questionnaire.
In Florida, medical doctors (allopathic and osteopathic), dentists, podiatrists, and some

advanced registered nurses and physician assistants can prescribe controlled substances.
Section 456.42, Florida Statutes, provides requirements for prescribing of controlled substances.
The Florida Medical Boards’ rules on telehealth, additionally, prohibit the prescribing of opioids
without an in-person visit – with the limited exceptions of treating of psychiatric disorders,
treating patients in a licensed health care facility, and treating patients in an emergency
medical situation.xxiv These rules also specify requirements needed to ensure a complete
record for any prescriptions. Although other health practitioners who prescribe do not have
specific standard of care provisions, the Ryan Haight Act and scope of practice laws do provide
boundaries for prescribing controlled substances when delivering care.

17
18
19
20
21
22
23

Recommendation(s)
The Council supports the establishment of provider-patient relationships through telehealth
and recommends rejecting any provision that would require an in-person examination prior to
treating and prescribing medication via telehealth. Limited exceptions should be made for
controlled substances as currently outlined in the Boards of Medicine and Osteopathic
Medicine rules.
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Technology
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The technology used to provide telehealth services is well established; it has existed for more
than 40 years. Rapidly evolving technological innovation in the current market is making
telehealth an increasingly accessible tool for both providers and patients. Healthcare
practitioners have noted, however, some overarching technological barriers to effective
telehealth implementations.xxv Primary examples include limited access to technology and
system networks (internet connectivity) in isolated communities, equipment costs, and
challenges related to interoperability with other health care technologies and documentation
systems. Noting continually increasing technological capability and decreasing costs, the
Council has noted technology as a diminishing barrier in implementing telehealth programs.
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Technology and Patient Access
Recognizing that some populations may have lower access to computers in a way that would
enable them to be used for telehealth, Council members noted that many health services can
be provided virtually through less expensive mobile devices such as smartphones. A vast
majority of the United States population now have a cellphone of some kind, including 92% of
adults with an income of less than $30,000 a year. The Florida Public Service Commission

14
1
2
3
4
5

operates and administers the federal LIFELINE program in Florida, which provides free or
discounted mobile phones (including smartphones) to individuals who are eligible and enrolled
in certain social services programs.xxvi Several of Florida’s Medicaid Managed Care plans
promote LIFELINE services to their members in order to support health care management
through access to internet-based services.

6
7
8
9
10
11
12
13
14
15
16
17
18
19
20

Approximately ten percent of American adults are “smartphone-only” internet users – meaning
they own a smartphone and do not have traditional broadband service at home.xxvii This
growing independence from in-home broadband services, however, does not diminish the need
for a strong broadband network in order for telehealth services to expand. Florida has been
very successful in implementing broadband connections throughout the state and is considered
one of the top ten “most connected states” by Broadband Now, a national organization that
compiles data from the Federal Communications Commission (FCC), the U.S. Census Bureau,
broadband providers, resellers, IP-verified customers and other sources. Currently, over 97% of
Floridians have access to wireline services and 100% have access to mobile broadband services.
A small segment of the population in Florida, about 600,000 individuals, have access to the
internet through mobile broadband only.xxviii Mobile broadband allows individuals to access the
internet from their mobile devices. Telephone and data service providers, however, typically set
limits on the amount of data a user can consume. These limits can inhibit some individuals
from using their devices to receive health services via telehealth due to the additional costs
imposed by telephone and data service providers for exceeding data limits.
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Technology and Healthcare Facilities/Practitioners
Florida health care providers specifically identified the cost of equipment needed to treat
patients using telehealth as a barrier.xxix The growing telehealth market and innovative
technological landscape, however, indicate ongoing price point reductions. Additionally,
research and stakeholder input suggests that telehealth technology is available at varying price
points.xxx The Council is supportive of payment parity for telehealth services as a strategy to
address initial technical cost concerns among providers, offering a clearer path toward Return
On Investment (ROI). There are also federal grant funding programs available to support
implementation of telehealth programs. Information about the availability of funding and
resources to assist providers is available through the nation’s federally funded Regional
Telehealth Resource Centers. The Southeastern Telehealth Resource Center provides resources
and guidance to providers in Florida for implementing and expanding telehealth services at
varying price points.xxxi
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Health care facilities and practitioners also identify interoperability gaps between health
technology vendors as a challenge at the national and state level. Florida health care facilities
have indicated through survey responses that a lack of interoperability between providers is a
barrier to development and implementation of telehealth programs. A bipartisan focus group
conducted by Health Affairs and the national Bipartisan Policy Center identified the lack of
interoperability between electronic health record systems and medical devices as a barrier to
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telehealth expansion.xxxii In addition to the challenges related to interoperability between
health care provider data systems, there is also a lack of interoperability between telehealth
technology and electronic health record (EHR) platforms.xxxiii Insufficient interoperability
among information systems has the potential to increase communication gaps and hinder the
continuity of patient care. Technology vendors and health care organizations are working to
improve systems’ interoperability through implementations that support data exchange, such
as the national eHealthExchange and Carequality. The eHealthExchange is a growing network of
exchange partners (ie. health care professionals) who securely share clinical information over
the Internet across the United States, using a standardized approach. Exchanges leverage a
common set of technical and data standards, legal agreements, and governance. Participants
are able to securely share health information with each other, without additional customization
and separate legal agreements. Carequality is advancing EHR interoperability by brokering
agreements among health IT vendors to implement a framework for point-to-point health
information exchange. In Florida, the Agency for Health Care Administration (Agency) provides
governance for the statewide Heath Information Exchange (HIE) program, which promotes
interoperability and offers services that allow sharing of patient information between
healthcare providers when needed.
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Recommendation(s):
The Council notes that technology-related barriers for providers will continue to decrease as
technological advances and market forces drive cost reductions. Significant barriers remain,
however, related to interoperability of health care information systems. Specific challenges to
interoperability include varying administrative policies among states and providers, such as
privacy laws – leading to misalignment, confusion, misinterpretation and sometimes overrestrictive interpretations of those laws.
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Noting diminishing technological barriers, the Council recommends:
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1. The Agency identify existing resources for health information exchange; existing and
potential solutions to expanding interoperability and pathways to potential
solutions.
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2. Florida continue promotion of existing programs and services available to increase
access to technology, access to broadband networks, and improved interoperability.
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3. Education opportunities be offered by medical schools and healthcare practitioner
associations related to the utilization to telehealth to treat patients. Educational
opportunities should include training on technology system security and HIPAA and
requirements needed to ensure the appropriate standard of care.
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Executive Summary
Chapter 2016-240, Laws of Florida, was passed during the state’s regular 2016 Legislative
Session, and was signed by Governor Rick Scott becoming effective on July 1, 2016. The law
directs the state’s Agency for Health Care Administration (AHCA), the Department of Health
(DOH), and the Office of Insurance Regulation (OIR) to collaboratively survey the Florida
licensed health care facilities, professionals, and payers of health care services in an effort to
determine and document:


The types of health care services provided via telehealth in the state



The extent to which telehealth is used by health care practitioners and health care
facilities nationally and in the state



The estimated costs and cost savings to health care entities, health care practitioners,
and the state associated with using telehealth to provide health care services



Which health care insurers, health maintenance organizations, and managed care
organizations cover health care services provided to patients in Florida via telehealth,
whether the coverage is restricted or limited, and how such coverage compares to that
insurer’s coverage for services provided in person

The law directs AHCA to compile the survey and research findings and submit a report of such
findings to the Governor, the President of the Senate, and the Speaker of the House of
Representatives on or before December 31, 2016. This report is submitted by the Agency to
meet the requirements of Chapter 2016-240; and represents the collaborative efforts across
AHCA, DOH, and OIR.
The new telehealth law also creates a Telehealth Advisory Council for the purpose of making
recommendations to the Governor and the Legislature. The law designates the Secretary of
AHCA as the Council’s Chair, and designates the State Surgeon General (or designee) as a
member. The Agency’s Secretary and the Surgeon General appointed 13 Council members
representing specific stakeholder groups. The Council is charged to review the survey and
research findings included in this report, and to employ that information to inform
recommendations to increase the use and accessibility of services provided via telehealth,
including the identification of any barriers to implementing or accessing services provided via
telehealth. A report of the Council’s recommendations must be submitted to the Governor, the
President of the Senate, and the Speaker of the House of Representatives on or before October
31, 2017.
3
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Highlighted findings contained within this initial report include:


Utilization of telehealth is expanding in Florida and nationally, both in terms of the variety
of applications and use cases as well as patient volume and demand.



Nearly half (44.8%) of Florida hospitals responding to AHCA’s telehealth survey indicated
that telehealth services are available through their facilities.



The most frequent use cases of telehealth reported by licensed health care facilities in
Florida include: neurology (including stroke care), home health/patient monitoring, primary
care, behavioral health, and radiology.



Nearly half (44%) of home health agencies responding to the Agency’s survey indicated
using telehealth to assist with remote patient monitoring.



Benefits reported from health care facilities and professionals offering telehealth services
include improved convenience for both patients and providers, improved efficiencies, and
improved patient care outcomes.



Financial barriers are the most frequently reported obstacles among health care facilities
and providers during both implementation and ongoing operations of telehealth programs.



Due to multiple and often conflicting definitions of telehealth at every level (Federal, State,
and among private payers and policymakers), there is significant uncertainty across
stakeholder groups regarding types of services and activities that may qualify as telehealth
for the purposes of coverage and reimbursement.



Despite great technological advances over time in the field of Health Information
Technology, including Electronic Health Records (EHR) systems and Health Information
Exchange (HIE) networks, there remain significant challenges with interoperability between
providers across the state and nationally, making it difficult for health care professionals to
obtain adequate medical history and clinical information at the time they are treating a
patient. These gaps in interoperability were cited by survey respondents as a common
barrier to the development and implementation of telehealth programs.



Research and survey findings indicate that few providers have achieved a financial Return
on Investment (ROI) attributable to the implementation of telehealth services; although
some examples do exist.



Many providers reported a lack of detailed knowledge about telehealth services, and
indicated interest in gaining access to evidence-based best practices, educational resources,
or training opportunities associated with telehealth.

This report details these and other findings from survey responses and highlights from a
literature review of national telehealth research studies.
4
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Introduction
The United States, including Florida, is experiencing a shortage of health care professionals to
serve a growing and aging population. Data referenced in the Florida House of Representatives
legislative staff analysis for House Bill 7087 (2016) noted that there were 615 federally
designated Health Professional Shortage Areas (HPSAs) within the state for primary care, dental
care, and mental health therapists as of June 19, 2014. The U.S. Department of Health and
Human Services, Health Resources and Services Administration (HRSA) Bureau of Health
Workforce data indicates that the number of HPSAs in Florida has grown to 623 by December of
2016. Multiple national proposals and recommendations have been developed in recent years
to address these shortages, including:


Creation of new scholarships and residency programs to train more providers



Expanding the scope of practice for certain health care professionals



More efficient utilization of the existing workforce through the expanded use of telehealth1

Chapter 2016-240, Laws of Florida was enacted by the legislature in 2016 creating a Florida
telehealth Advisory Council (Council) charged with reviewing research and survey findings and
developing recommendations to support expansion or increased access to health services
provided through telehealth in the state. The law requires the Florida Agency for Health Care
Administration (AHCA), the Florida Department of Health (DOH), and Florida Office of Insurance
Regulation (OIR) to respectively survey licensed health care facilities, licensed health care
practitioners, and licensed health care insurers and Health Maintenance Organizations (HMOs),
to assess the current Telehealth landscape across the state and to inform the Council’s work.
This report presents findings from the surveys as well as research findings compiled from
multiple resources representing both Florida and national perspectives. The focus of the
surveys and report, as guided by Chapter 2016-240, Laws of Florida, include:


National and state utilization of telehealth



Types of healthcare services provided via telehealth



Costs and cost savings associated with using telehealth to provide health care services



The extent of insurance coverage for providing health care services via telehealth and how
such coverage compares to coverage for in-person services



Barriers to using or accessing services through telehealth
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Survey findings will also be provided to the Telehealth Advisory Council (Council). The Council
is, in turn, required to submit a report of recommendations for increasing the use and
accessibility of telehealth to the Governor, the President of the Senate, and the Speaker of the
House of Representatives by October 31, 2017.

Florida Telehealth Surveys
Survey Methodology – Florida Licensed Health Care
Facilities
Florida’s Agency for Health Care Administration licenses more than 48,000 health care facilities
and businesses in Florida.
Agency staff first identified the facility types most likely to be utilizing telehealth services; then
executed a series of direct emails to the facility contact email addresses maintained by the
Agency within its facility licensure database for the selected facility types. A personalized email
was sent to the executive contact of each facility premise and included brief background
information on the authorization and purpose for the survey, instructions on how to complete
the survey, the facility’s specific AHCA-issued license number and AHCA file number for
reference, and information on how to contact Agency staff with questions about the survey.
The email then provided a hyperlink to the Agency’s electronic health facility survey. The
survey link was also published to the Agency’s website, on its dedicated Telehealth Advisory
Council webpage. The Agency used a variety of approaches to raise awareness of the survey
including a press release and electronic provider alerts to subscribed interested parties to notify
stakeholders and encourage participation in the survey. The facility survey was launched in
August, 2016 and surveys were collected through September 30 th. Agency staff monitored
response rates by facility type, and sent follow-up emails during the month of September to
those facility types with relatively low response rates.
Sixteen facilities types, totaling approximately 11,900 individual facilities, were identified as the
most probable users of telehealth. The overall response rate from those facilities was 49%.
(Figure 1)
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Figure 1. Florida Licensed Facility Telehealth Survey Response Rates

Office of Insurance Regulation Survey Methodology
The Florida Office of Insurance Regulation is responsible for the regulation, compliance, and
enforcement of statutes related to the business of insurance in the state. The Office worked
closely with the Agency to develop a survey for the state’s licensed health insurance plans and
Health Maintenance Organizations (HMOs) that aligned closely with the questions and focus of
the health care facility and licensed health care practitioner surveys. The Office leveraged its
existing health information systems to create the payer survey in a secure environment.
The Office conducted a direct email distribution of the survey notification to its constituents,
including active follow-up with nonresponsive payers periodically throughout the data
collection period. The health plan surveys were disseminated in September, and data was
collected through the month of October. The Office collected all survey responses and
provided a complete dataset of the responses to the Agency for analysis.
Fifty-Four (54) Health Plans offering at least one of six lines of business were surveyed. 100% of
the plans surveyed responded.
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Department of Health Survey Methodology
The Department of Health licenses health care practitioners in Florida and is required by
Chapter 2016-240, Laws of Florida, to survey practitioners as a condition of licensure renewal.
Most health care licensees are required to renew their licenses biennially in order to maintain
the right to practice; however, some professions require annual renewal of the license. Due to
the condensed time period from the effective date of the law (July 1, 2016) to the required
submission date for survey findings to the Governor and the legislature (December 31, 2017),
there was a limited number of health care professionals scheduled to renew their licenses
during the available data collection period.
DOH added the telehealth practitioner survey to their electronic license renewal application
effective July 1, 2016. In an effort to gain as much feedback from the state’s licensed health
care professionals as possible for this report, a volunteer survey was also offered by AHCA to
practitioners. The voluntary electronic survey was posted on the Agency’s dedicated telehealth
web page. The Department of Health encouraged provider participation through mutual
posting of the survey on both its FLHealthSource.gov homepage as well as their dedicated
website for clinical laboratories. Despite these efforts, the voluntary survey received relatively
limited response. Information provided in this report includes information from practitioners
that completed the Department of Health survey for renewal between July 1, 2016 and
December 1, 2016. To date the DOH licensure survey has generated a total of 26,579
responses.
Additional information from DOH licensed practitioners will be provided to the Council as it
becomes available for consideration in their final recommendations.
Nine types of practitioners renewed or began renewing their DOH license between July 1 and
December 1, 2016. (Figure 2) These licensees include nursing home administrators, athletic
trainers, a segment of registered nurses, consultant pharmacists, and a segment of medical
doctors. (Figure 3)
Figure 2. DOH Licensees with a Renewal Date between July 1 & Dec 31, 2016
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Figure 3. DOH Licensees with a Renewal Date after Dec 31, 2016

The state’s federally certified Rural Health Clinics (RHCs), Federally Qualified Health Centers
(FQHCs), and the Florida Department of Health’s 67 County Health Departments (CHDs) are also
entities which may provide telehealth services. A separate version of the Agency’s electronic
health professional survey was created, and a link to the survey was distributed to these
entities along with a request for voluntary completion. The Florida Association of Community
Health Centers (FACHC) assisted the Agency in distributing the voluntary survey to its’ member
FQHCs. The voluntary survey was also published on the Agency’s dedicated telehealth website.
Data collection from these provider types is on-going; and any information obtained from these
entities will be provided to the Council for consideration in their final recommendations to the
Governor and Legislature.
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Background
The term Telemedicine is often used as synonymous with telehealth, although some
stakeholders consider telehealth to be a more comprehensive term that encompasses not only
direct patient care (diagnosis and treatment), but also educational and administrative
processes. There is no universally accepted definition of telehealth. The definition used for the
survey is from Segen’s Medical Dictionary, which provides a fairly broad definition:
“Telehealth is a generic term for the remote delivery of health care through the use of electronic
information and telecommunications technologies.”2
Definitions for telehealth/telemedicine associated with Florida regulations can be found in the
Florida Boards of Medicine and Osteopathic Medicine rules 64B8-9.0141, FAC and 64B1514.0081, FAC respectively.
“Telemedicine” means the practice of medicine by a licensed Florida physician or physician
assistant where patient care, treatment, or services are provided through the use of medical
information exchanged from one site to another via electronic communications. Telemedicine
shall not include the provision of health care services only through an audio only telephone,
email messages, text messages, facsimile transmission, U.S. Mail or other parcel service, or any
combination thereof.3
Additionally, the Agency for Health Care Administration defines telehealth for the purpose of
fee-for-service reimbursement under the state’s Medicaid program, in rule 59G-1.057, FAC.:
“The practice of health care delivery by a practitioner who is located at a site other than the site
where a recipient is located for the purposes of evaluation, diagnosis, or treatment.”4
Although telehealth technology in some form has been in use since the 1960s, patient demand
for care access has more recently pushed telehealth into the mainstream. National studies
show that 74% of consumers use telehealth services; 76% of patients value access to care over
the need for human interaction with their health provider; 70% of patients are comfortable
talking with their health provider via text, email or video; and 30% of patients are already using
computers or mobile devices to check medical or diagnostic information.5
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A national survey of health care executives
published in 2016 reported 63% of health
care practitioners use some type of
telehealth platform to provide health
services. 6 Only 6% percent of surveyed
practitioners in Florida indicate they use
telehealth to provide health care services
(Figure 4).

Figure 4. Florida Licensed Health
Practitioners Who Completed
the Survey, Indicating They Offer
Telehealth Services

Figure 5. Florida Licensed
Hospitals That Completed the
Survey, Indicating They Offer
Telehealth Services

In 2013, 52% of hospitals in the nation
utilized telehealth and another 10% were
beginning the process.7 Of Florida hospitals
responding to the AHCA statewide survey,
45% indicate they offer health care through
some form of telehealth (Figure 5). A
majority of the facilities offering telehealth
services in Florida indicate the benefits are
patient
convenience
and
better
coordination of care (Figure 6). Patient
interest combined with health practitioner
workforce shortages and advancements in
technology make telehealth increasingly
vital to the health care delivery system.

Figure 6. Benefits Reported by Facilities Using Telehealth
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Health Care Services Offered via Telehealth
The United States Department of Health and Human Services notes that telehealth is not a type
of health care service; it is a means or method used to deliver health care.8 The standard of
care for providing health services should not alter based on the mode of delivery. 9 Telehealth
services can enable real-time (synchronous) communication between patients and care
providers through video conferencing; facilitate the storage and forwarding (asynchronous) of
clinical data to offsite location for evaluation by specialist teams; and support remote
monitoring of patient’s chronic conditions via sensors and monitoring equipment. Telehealth
technology is evolving into wearable and even implantable devices (mobile health) that detect
information such as EKG readings.10 Under each of the broader categories are various models of
use.
Examples of Hospital-Based Telehealth Platforms
Service Type

Description

Telestroke

Remote evaluations, diagnoses and treatment recommendations are transmitted
from neurologists to emergency medicine physicians treating stroke patients at
other sites

Teleradiology

Radiology images and associated data are transmitted between locations for the
purpose of primary interpretation or consult and clinical review

Tele-ICU

Networks of audiovisual communication and computer systems are linked with
critical care physicians and nurses to ICUs in other, often remote hospitals

Telemental Health

Mental health and substance abuse services are provided from a distance using
videoconferencing and other advanced communication technologies

Telepathology

The practice of pathology is performed at a remote location by means of video
cameras, monitors, and a remote controlled microscope

Remote Clinical
Monitoring

Disease management of patients using continuous or frequent periodic remote
clinical monitoring via advanced communication technologies (EKG, glucose testing,
etc.)

Telepharmacy

Pharmaceutical care for patients (or supervision to technicians) is provided at a
distance using advanced telecommunications technology

Cybersurgery

Surgeons use surgical techniques with a telecommunication conduit connected to a
robotic instrument to operate on a remote patient
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Telehealth is currently used in a broad array of applications. The use of telehealth crosses most
health service disciplines including, but not limited to, primary medical care, specialty care,
chronic disease management, behavioral counseling, physical therapy, speech therapy,
pharmacy, and home health (Figure 7). One of the most prevalent forms of hospital-based
telemedicine is radiological services, which use an asynchronous platform which allows
radiologists to perform their work in distant locations. Over 5 million patients have had
diagnostic radiology tests read by an off-site specialist11, according to the American Telehealth
Association. In the late 1990s and early 2000s, there were initiatives by some radiology groups
to locate physicians in Europe and Australia in order to leverage the benefits of time zone
differences with the United States. For example, a physician working during the daytime hours
in Australia could cover the night shift in the United States. 12

Figure 7. Florida Licensed Facilities Reporting Telehealth Utilization, by Facility Type and Service Type.
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Despite a vast number of potential applications and use cases; current telehealth industry
utilization can be categorized into four major classifications of health care services 13:


Patient care, including the sharing of audio, video, and medical data between the patient
and health care practitioner; specialist consultation; and diagnostic image review for the
purpose of treatment and diagnosis



Remote patient monitoring, including the collection and transmission of patient health
data to monitoring stations (i.e. electrocardiogram, glucose levels, blood pressure readings,
etc.)



Medical education and mentoring of health care practitioners on special topics or
procedures



Consumer medical and health information which can assist in improving life style changes
for improved health

Findings from the Agency’s survey of Florida licensed health care facilities demonstrates varied
usage of telehealth modalities across provider types, with the most use and variation occurring
among hospitals. Teleneurology is one of the most prevalent services offered from facilities
who utilize telehealth in Florida (Figure 8).
Figure 8. Types of Health Care Services Offered by Hospitals Completing the Survey That Currently Use Telehealth
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Telehealth Service Examples
Study on Veterans Affairs Use of Tele-rehabilitation
The United States Department of Veterans Affairs (VA) introduced its telehealth program in
1990 and is considered a pioneer in this industry. During calendar year 2012, the VA served
more than 485,000 patients and completed approximately 1.4 million telehealth
consultations.14 One study examined the VA’s use of telehealth on a group of 26 veterans living
in rural areas who received physical therapy via in-home video or tele-rehabilitation. All of the
participants in the tele-rehabilitation study showed significant improvement and reported
satisfaction with their experience. In addition to positive results, the use of tele-rehabilitation in
this case was associated with minimizing time, expense, and inconvenience of receiving inperson care. 15

Study on Impact of Virtual Physician Use in Skilled Nursing Facility
Cobble Hill Health Center, a 360 bed Skilled Nursing Facility in New York, participated in oneyear study that looked at the impact of using “virtual physicians” (video conferencing) outside
of regular primary care physician hours. According to the study 60%-70% of nursing facility to
hospital transfers, when viewed in retrospect, should not occur. Additionally, these transfers
often lead this senior population to increased confusion, fall risk, risk of skin ulcers, and
exposure to hospital acquired infections. During the one-year study, 91 patients avoided
unnecessary hospitalizations. Of those, 63% were long term care residents and 37% were short
term patients.16

Mayo Clinic Tele-Stroke Network Program
Real-time applications of telehealth can allow for instantaneous assistance through a live video
conferencing “hub and spoke” model. These real-time applications are often used for specialist
consultation. One example is for tele-neurology, when a patient is experiencing a stroke and a
neurologist is hours away. The Mayo Clinic has implemented a model to assist smaller and
underserved hospitals with less extensive neurology services in providing stroke care. The study
notes improved patient functional outcomes – with a higher percentage reporting no significant
disability, higher overall self-reported health, and improved neurological status within 24 hours
and after 90 days.17

United Kingdom Department of Health’s Whole System
Demonstrator Program
The United Kingdom’s study on remote patient monitoring is the largest known randomized
control trial of telehealth. The study involved 6,191 patients, including 3,030 patients who had
one of three conditions: diabetes, chronic heart failure (CHF), or Chronic Obstructive Pulmonary
Disease (COPD). The patients were remotely monitored by 238 general practitioners. Study
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results published in 2012 indicated a 45% reduction in mortality rates and 20% reduction in
emergency department admissions among the study population.18

The Extent of Telehealth Use by Health Care
Practitioner and Facility
The use of telehealth technologies to provide health care services is growing at a significant
rate. Among Florida facilities and practitioners that completed the survey and who indicated
they use telehealth, a majority have recently begun providing telehealth services. 55% of
practitioners and 19% of facilities indicate they began offering telehealth services for the first
time within the last year (Figures 9 & 10). Major factors driving the adoption of telehealth
include advancing technologies, an aging population, health practitioner shortage, and greater
acceptance of innovative treatment by patients. Although telehealth capabilities have been
available for many years, recent advancements in technology and greater accessibility to those
technologies are catalysts for growth.
Figure 9. Percent of Practitioners Who Reported Using
Telehealth for Less Than 1 Year.

Figure 10. Percent of Facilities That Have Been Using Telehealth
for Less Than 1 Year.
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Florida is especially impacted by a senior population that is growing faster than the national
rate. Persons aged 65 years and older comprised 12.4% of the United States population in
2000, but are expected to grow to be 19% of the population by 2030. 19 As of July 2015,
Florida’s seniors made up 19.4% of Florida’s population.20 Our nation’s senior population is
known to have higher rates of chronic disease including congestive heart failure (CHF), chronic
obstructive pulmonary disease (COPD), diabetes, hypertension (high blood pressure), and end
stage renal disease than persons under the age of 65. This growing population with complex
care needs is largely responsible for rising health care costs nationally and presents an urgent
need for innovative care delivery. Furthermore, while the senior population is increasing, the
health practitioner population is decreasing. The Association of American Medical Colleges
anticipates a shortfall of more than 130,000 physicians nationally by 2025. 21 Patients are also
becoming more proactive in their health care delivery choices - with utilization of telehealth
services expected to increase nationally from an estimated 250,000 patients in 2013 to an
estimated 3.2 million patients in 2018.22 Based on survey responses, a majority of Florida
patients using telehealth services offered through licensed facilities are between the ages of 1864. Close behind, 44 % of persons receiving health care via telehealth technology are seniors
(Figure 11).

Figure 11. Reported Age Categories of Floridians Using Telehealth Services
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Costs and Cost Savings
There are a number of different and varying costs associated with the development and
operation of telehealth services. Costs vary by delivery model and are a product of project
establishment and equipment investments, maintenance fees, communications fees, and
staffing expenses.23 Health care providers typically absorb the cost for implementation of
telehealth services.24 Florida facilities and practitioners are not immune to these costs,
indicating that equipment and on-going costs needed to provide telehealth services were
purchased using general operating funds (Figures 12 & 13).
Figure 12. Sources of Funding for Telehealth Equipment Among Facilities Offering Telehealth Services

100%

Figure 13. Sources of Funding for Telehealth Equipment Among Health Care Professionals Offering Telehealth Services
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Operational cost savings derived from employing telehealth services are typically denoted from
a Health System perspective rather than an individual provider perspective. The American
Hospital Association notes that direct return on investment for health care providers is limited;
particularly when there is limited coverage and reimbursement by health plans for the services
offered by telehealth. 25 Florida health facilities and practitioners identify costs,
reimbursement, and inability to determine a Return on Investment (ROI) as challenges in
providing telehealth services (Figures 15, 16, and 17).
From a national perspective, some studies have determined that telehealth can help achieve
the Institute for Healthcare Improvement’s (IHI) Triple Aim goals of improving the patient
experience of care, improving population health, and lowering health care costs by improving
access to appropriate, lower-cost services such as timely primary or specialty care, or through
lower-cost settings such as clinics, homes or workplaces.26 The U.S. Centers for Medicare and
Medicaid Services (CMS) view telehealth as a cost-effective alternative to traditional service
delivery.27 Florida health providers corroborate this theory by identifying diagnosis/treatment
and emergency care as top uses for telehealth (Figure 14).
Figure 14. Telehealth Use by Facilities

In terms of telehealth cost effectiveness related to clinical outcomes, some stakeholders
believe additional research is needed.28 A stakeholder group brought together by the Center
for Connected Health Policy found that additional controlled studies need to be done in this
area.29 The studies in this field are each limited to different telehealth modalities, settings,
diseases or conditions, or patient groups. This diversity makes it difficult to generalize cost
effectiveness as a whole. 30
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Figure 15. Barriers to Implementation Among Facilities Offering Telehealth
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Figure 16. Barriers to Implementation Among Facilities Attempting to Offer Telehealth Services
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Figure 17. Barriers for Implementing Telehealth Among Practitioners’ Private Offices or Group Practices

Studies Related to Telehealth Costs and Savings
Some studies related to cost effectiveness in telehealth have found comparable costs or cost
savings compared to traditional care delivery. In a legislatively mandated report, Maryland’s
Department of Health and Hygiene found that Medicaid expenditures using a live video
conferencing model could increase costs to the state by increasing services provided. 31 The
report also noted that the costs could potentially be off-set by reductions in emergency
department visits and transportation expenses. A separate study by Dale Yamamoto found
potential savings of $126 per acute care visit for private payers. This study also estimates
Medicare could save approximately $45 per telehealth visit when compared to the average
estimated cost of $156 for in-person care.32
22

39
United States is the Department of Veteran Affairs
One of the largest users of telehealth in the United States is the Department of Veteran Affairs
(VA). The VA has reported that home telehealth services reduced bed days associated with
inpatient hospital care by 59% and overall hospital admissions by 35% in 2013. Additionally,
clinical video telehealth services reduced bed days of care for mental health care patients by
38%. The VA identified cost savings of approximately $2,000 per person per year for home
telehealth; $34.45 per consult for clinical video telehealth, and $38.81 in travel costs per
consult for store-and-forward telehealth.33

United States Department of Justice
A report from the US Department of Justice in 1999 identified potential for cost savings in the
prison system. The initial demonstration included installing a telemedicine network and
interoperable health data exchange capabilities. The report demonstrated that telehealth could
play an important role in delivering quality health care in correctional systems at a cost savings
to most institutions. Based on the data from the study, the cost-benefit analysis concluded a
telehealth consultation would cost an average of $71, compared with $173 for an in-person
consultation. A follow up report in 2002 provided guidance to correctional institutions on
conducting a cost benefit analysis for determining the most appropriate technologies and
implementations.34

Study on Impact of Virtual Physician Use in Skilled Nursing Facility
The Cobble Hill study, which used virtual physicians during “off” hours to supplement in-person
care, was able to identify a project “net system savings” of over $1.1 million. However, the
study noted a projected increase in spending of over 137,000 for the New York Medicaid
program. 35

Mayo Clinic Telestroke Network Program
A telestroke network program implemented by Mayo Clinic reported a net savings to hospitals
for Medicare patients. This savings takes into consideration initial hospitalization recurrent
stroke, nursing home and rehabilitation costs. Additionally, Mayo identifies that Medicare
expenditures decrease overall when considering inpatient, recurrent stroke and rehabilitation
reimbursements. This is determined by the offset expenditures from decreasing recurrent
stroke and rehabilitation care.36
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Coverage and Reimbursement for
Telehealth Services

Figure 18. Percentage of Health
Plans That Reimburse for Telehealth

Reimbursement levels and allowances for telehealth services vary
from state to state and from entity to entity. Some public and private
payers limit reimbursement for health services offered through
telehealth technology by the type of telehealth service offered and/or
by the locations where care is provided and received. 43% of Florida
health insurers indicate that they cover some form of telehealth
services (Figure 18). Companies who offer Medicare Advantage plans
were shown as having the largest percentage of plans offering
reimbursement to health care providers for service provided through
telehealth technologies (Figure 19). Coverage typically is limited to
certain delivery types and requires special coding (Figure 20). A
majority of health insurers indicate very limited coverage. Florida
health care provider and practitioner survey responses (Figures 15 &
16) concur with health insurer responses by citing a lack of
reimbursement as a barrier to implementation
Figure 19. Percentage of Health Plans That Reimburse for Telehealth by Coverage Type

Figure 20. Percentage of Health Plans Reporting Required Conditions for Reimbursement
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Private and Commercial Insurance Coverage and
Reimbursement
As of December 2016, 29 states, including the District of Columbia, have active parity laws
which require private payer coverage and payment for telehealth services to be equitable with
coverage and reimbursements for face-to-face health services. Additional states have passed
similar parity laws that will become effective in 2017. Of this latter group, Massachusetts is the
only state that has regulations exclusively requiring private insurance companies to reimburse
for services provided through telehealth.37 The definition of telehealth in each of these states
varies, and some state definitions may include limitations on the telehealth modalities
encompassed in required coverage and payment models. (Figure 21)
Figure 21. States with Specific Telehealth Coverage and Reimbursement Regulations

MEDICAID AND PRIVATE PAYER COVERAGE
AND REIMBUREMENT POLICIES

Note: Not all private payer
laws require coverage of
telehealth.
Sources: American
Telemedicine Association;
Center for Connected
Health Policy; NCSL
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Notable differences in the state regulations include whether telehealth services must be
reimbursed at the same rate as in-person services; or whether the state only requires that the
same services be covered but allow for variable rates of reimbursement.38 Florida does not
currently have any statutory requirements related to private payer parity for telehealth
services. Some private payers in the state have voluntarily opted to provide coverage and
reimbursement for telehealth services (Figure 22).
Figure 22. Percentage of Health Plans Providing Coverage and Reimbursement for Telehealth

Medicare and Medicaid Coverage and Reimbursement
Medicare offers coverage for specific telehealth services delivered at designated sites covered
under Medicare. The U.S. Centers for Medicare and Medicaid Services (CMS) requires both a
distant site and a separate originating site (hub and spoke model) within its definition of
allowable telehealth services. Asynchronous (store and forward) activities are only reimbursed
by Medicare in federal demonstration projects in Hawaii and Alaska. To qualify for Medicare
reimbursement, the originating site must be located in a federally defined rural county,
designated rural, or identified as a participant in a federal telemedicine demonstration project
as of December 21, 2000.39 Additionally, the originating site is limited to specific designated
locations including a practitioner’s office, a Critical Access Hospital (CAH) or other hospital, a
federally certified Rural Health Clinic (RHC); a Federally Qualified Health Center (FQHC), renal
dialysis centers associated with a hospital or CAH, skilled nursing facility, or community mental
health center.
In addition to the 28 states that require parity coverage for telehealth services, there are
currently 18 states that provide Medicaid coverage and reimbursement for telehealth services.
At least 17 states have some reimbursement for remote patient monitoring; and nine states
reimburse for store and forward services under their Medicaid program. 40 Within each of these
reimbursement models, there are variances in the types of services, specialties, providers, and
locations that are covered.
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Figure 23. Percentage of Reimbursement to Health Facilities by Health Plan
type

The Florida Medicaid fee-for-service rules were updated in June, 2016 to expand telehealth
payments to a broader array of practitioners. Similar to Medicare, Medicaid coverage in Florida
is limited to live video conferencing, and pays the practitioner that provides the diagnosis
only.41 With the vast majority of Florida Medicaid beneficiaries enrolled in managed care,
Florida’s Medicaid Managed Care plans are authorized to cover telehealth services with greater
flexibility; however, there is no mandate for coverage. Based on survey responses by Florida
health plans, coverage for telehealth is greatest for Medicaid Managed Care and Affordable
Care Act Exchange Plans (Figure 22). Florida health care providers indicate very little
reimbursement for telehealth services no matter the plan type (Figure 23).
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Barriers to Telehealth
Although telehealth adoption and expansion are on the rise, stakeholders consistently
acknowledge there are challenges. The primary issues related to telehealth often cited are
financial, interoperability, and licensure.42 Florida providers and practitioners noted financial
issues and lack of interoperability as top barriers and challenges for implementing and
continuing to offer telehealth services. (Figures 15 & 17) Health plans indicate regulations and
liability concerns as barrier to providing coverage and reimbursement. (Figure 24)
Figure 24. Barriers to Health Plans in Covering and Reimbursing Telehealth

Financial
Florida facility and practitioner licensees who responded to the survey indicated the top three
barriers to implementing telehealth involve finances: inadequate reimbursement from payers,
insufficient funding capital, and the inability to determine return on investment. These were
also ongoing challenges for facilities in maintaining their programs. The same top three barriers
were identified by organizations that had tried to implement telehealth in the past, but had
discontinued their telehealth programs prior to responding to the survey. (Figures 15, 16, 17)
Although not the most frequently reported concern from payers, costs were identified among
the top three on-going challenges related to reimbursement for telehealth services.
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Figure 25. On-Going Challenges for Facilities Offering Telehealth
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Interoperability
Florida facility and practitioner licensees offering telehealth point to the lack of interoperability
between providers as a significant barrier to implementing telehealth. (Figures 15, 16, and 17).
Survey respondents for Florida facilities point to the lack of interoperability between providers
as a significant barrier to implementing telehealth. A bipartisan focus group brought together
by Health Affairs and the Bipartisan Policy Center also identified the lack of interoperability
between electronic health record systems and medical devices as a barrier to telehealth
expansion. They noted that the lack of interoperability is both a technical and human issue. In
some instances, the technical capability in place limits sharing of data; however, in some cases
technology vendors, individual practitioners, or health facilities express an unwillingness to
share information with other health care providers. 43
In addition to interoperability between health care provider data systems, there is also a lack of
interoperability between telehealth technology and electronic health record (EHR) platforms.
Recently, Cerner (EHR vendor) and American Well began a partnership to merge their
capabilities. 44 Allscripts (EHR vendor) began working with the University of South Florida Health
(USF Health) on a telehealth - EHR integration project in 2012. 45USF Health partnered with The
Villages Health system to provide telehealth services to the United States’ largest over-55
community. 46

Regulation and Liability
44% of health plans surveyed noted government regulations and liability as barriers for
covering telehealth services. The issue of interstate practice and reimbursement is among the
legal issues health plans must consider. Licensure of health care practitioner is the
responsibility of each state. Practitioners must be licensed in the state where the patient
resides. Health plans must ensure they are reimbursing health providers that are appropriately
licensed in the jurisdiction where they are treating patients.47

Knowledge
All facilities who completed the survey were provided an opportunity to express their opinion
on “what would assist [them] in implementing, sustaining, or expanding telehealth services”.
The responses varied greatly, however, there was a noted interest in additional information
about telehealth in general and specific research data. The types of services and activities that
fall under the auspice of telehealth were also an area of interest. Other respondents added the
need for resources to assist them in determining using if telehealth would be appropriate for
their facility.
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ATTACHMENT 2

Telehealth Stakeholders Providing Testimony
Formal Presentations
First Name

Last Name

Title

Representing

Date Presenting

Rena

Brewer

Program Oversite

Southeastern Telehealth Resource Center

11/17/2016

Lisa

Robin

Chief Advocacy Officer

Federation of State Medical Boards

11/17/2016

Ernest

Bertha, MD

Medical Director for Medical
Management

Sunshine Healthcare

1/17/2017

Erica

Floyd Thomas

Chief

Agency for Health Care Administration –
Medicaid Coverage and Utilization

1/17/2017

Nikole

Helvey

Chief

Agency for Health Care Administration – Health
1/17/2017
Policy Analysis and Transparency

Nathaniel

Lacktman, Esq

Chair, Telemedicine and Virtual
Care Practice

Foley & Lardner, LLP

1/17/2017

Elizabeth

Miller

Chief Operating Officer

WellCare

1/17/2017

Ken

Hetlage

Executive Vice President

Memorial Hospital

2/21/2017

Nathaniel

Lacktman, Esq

Chair, Telemedicine and Virtual
Care Practice

Foley & Lardner, LLP

2/21/2017

Deborah

Stewart, MD

Medical Director

Florida Blue Telehealth

2/21/2017
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Janet

Dubois, ARNP

President

Florida Nurse Practitioner Network

3/21/2017

Steven

Chapman, PhD

Director

Department of Health, Physician Workforce
Statistics

3/21/2017

Grace

Bryan, PA

Chair, FAPA PAC Board of
Trustees

Florida Association of Physician Assistants

3/21/2017

Michael

Jackson, Bpharm

Executive Director

Florida Pharmacy Association

3/21/2017

Claudia

Kemp, JD

Executive Director

Department of Health, Medical Quality
Assurance - Board of Medicine

3/21/2017

Ronald

Knaus, DO

Practitioner

Florida Osteopathic Medical Association

3/21/2017

Mary

Thomas, JD

Assistant General Counsel

Florida Medical Association

3/21/2017

Dean

Watson, MD

Chief Medical Officer

Tallahassee Memorial Healthcare

3/21/2017

Stan

Whittaker, ARNP

Chairman

Florida ARNP Association

3/21/2017

Mario

Gutierrez

Executive Director

Center for Connected Health Policy

4/21/2017

Eugenia

Seidel, MD

Practitioner

County Health Department

4/21/2017

Evelyn

Terrel

Regional Director of Rehab Services
Nicklaus Children’s School Program
and Telehealth Operations

4/21/2017

Latoya

Thomas

Director, State Policy Resource
Center

American Telehealth Association

4/21/2017

Anna

Baznik

CEO & President

IMPOWER, Behavioral Health Providers

5/16/2017
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Amy

Blakely

Vice President, Behavioral Health
Operations

IMPOWER, Behavioral Health Providers

5/16/2017

Cyndee

Bowen, SLP-CCC

Owner, Bowen Speech-Language
Therapy, LLC

Florida Speech Language Pathologists &
Audiologists Association

5/16/2017

Bob

Fifer, AuD

Director of Audiology & Speech
Pathology, University of Miami

Florida Speech Language Pathologists &
Audiologists Association

5/16/2017

Bjorn

Oskarrson, MD

Co-Director ALS Clinic

Mayo Clinic

5/16/2017

Marcus

Rose SLP-CCC

School Partnership Director

Florida Speech Language Pathologists &
Audiologists Association

5/16/2017

Rocky

Slonaker, MD

Chief Medical Officer

Pediatric Associates

5/16/2017

Lauren

Faison

Administrator Regional
Development, Population Health and Tallahassee Memorial Healthcare
Telemedicine

6/20/2017

Mary Jo

Gorman, MD

CEO

TripleCare

6/20/2017

Greg

Hindahl, MD

Vice President and Chief Medical
Information Officer

BayCare Health System

6/20/2017

Shayan

Vyas, MD

Medical Director of Telehealth

Nemours Children's Hospital

6/20/2017

Maureen

Mann

Executive Director

Boca Raton Regional Hospital Women's Institute 7/18/2017

Verbal Testimony
First Name
Amy

Last Name
Blakely

Title
Vice President, Behavioral Health
Operations

Representing
Blakely & Associates

Date Presenting
10/17/2016
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Drew

Kiser

Director of Rehabilitation

Brooks America Home Health Division

10/17/2016

Ronald

Renart, DO

President-elect

Florida Osteopathic Medical Association

10/17/2016

Sandy

Davis, PT

2016-2017 APTA House of
Delegates

Florida Physical Therapy Association

10/17/2016

Carrey

Officer

Director of Service Delivery
Innovation

Nemours Children's Hospital

10/17/2016

Dave

Sharland, PT

Physical Therapist

North Florida/South Georgia Veteran's
Administration

10/17/2016

Kevin

Bloomfield

Forensic Psychologist

Not Applicable

10/17/2016

John

Whitman

Executive Director

Wharton The TRESC Institute

10/17/2016

Gary

Cacciatore

VP & Associate Chief Regulatory
Counsel

Cardinal Health - Pharmacy Services

11/17/2016

Edward

Bonn

Regional Director, Business
Development, Southern Region

Eagle Hospital Physicians and Telemedicine

11/17/2016

Michael

Gervasi, DO

Chief Executive Officer

Florida Community Health Centers, Inc

11/17/2016

Boyd

Mark

Director for On-line Services

Florida Institute of Technology, Scott Center for
Autism Treatment

11/17/2016

Sandy

Davis, PT

2016-2017 APTA House of
Delegates

Florida Physical Therapy Association

11/17/2016

Michael

Smith, PhD

Psychologist

Florida Psychologist Association

11/17/2016

Sabrina

Gallo, Esq.

Shareholder

Greenberg Traurig

11/17/2016
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CEO & President
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11/17/2016

Aneel
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Founder

IMST Telehealth & Florida Telehealth
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Pediatrician
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Speech Language Pathologist

Florida Association of Speech Language
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Chair
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1/17/2017
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President & CEO
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1/17/2017
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Director of Regulatory Affairs
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2/21/2017

Carolyn

Grant

Director of Government Relations

Cardinal Health

2/21/2017

Anna
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President & CEO

IMPOWER, Behavioral Health Providers
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Executive Vice President

Memorial Hospital
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Stanley

Wilson

Dean of the College of Health Care
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Physical Therapy Association
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Carolyn
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Psychologist
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Anna

Baznik

President & CEO

IMPOWER, Behavioral Health Providers

3/21/2017

Mark

O'Brien

President & CEO

Tallahassee Memorial Healthcare

3/21/2017
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Administrator
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Assistant Professor of Clinical
Physical Therapy

Florida Physical Therapy Association

5/16/2017

Debbie

Sapp

Administrator

Pediatrics in Brevard

5/16/2017

Ronnie
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Doctor of Physical Therapy

Florida Physical Therapy Association

6/20/2017

Daniel
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Chief Executive Officer

Gardner Audiology

6/20/2017

Michael

Smith

Psychologist

Florida Psychologist Association
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Kenneth
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CEO
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Executive Director
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Molly

Ferguson

Director of Program Development

Florida Community Health Centers
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Psychologists
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Randy
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Quantum Foundation
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Aneel

Irfan

Founder

IMST Telehealth & Florida Telehealth
Workgroup
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Manal

Durgin, MD

Medical Director
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David

Moskowitz, MD
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Medical Officer

GenoMed, Inc

11/17/2016

David

Benn

Partner

Benn, Haro & Isaacs, PLLC

1/17/2017
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Executive Director
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Mike
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President
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Dentaquest
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Long, PhD, LMFT

Florida and Georgia licensed MFT,
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Health Care Professions with State Licensure Compacts

Practitioner Type

Licensure
Compact

Organization
Governing

Medical Doctors
(MD & DO) and
Physician Assistants
Registered &
Licensed Practical
Nurses
(Enhanced Version)
Registered &
Licensed Practical
Nurses

Yes

Interstate Medical
Licensure Compact
Commission (IMLCC),
National Council of
State Boards of
Nursing (NCSBN)
National Council of
State Boards of
Nursing (NCSBN)

Advanced Practice
Registered Nurses

Yes

Psychologists

Yes

Emergency Medical
Services (EMT &
Paramedic)
Physical Therapists

Yes

Pharmacists

Yes

Yes

Yes

No, but
e-transfer

Dentists

No

Speech-Language
Pathologist and
Audiologists

No

Occupational
Therapists

National Council of
State Boards of
Nursing (NCSBN)
Psychology Interjurisdictional Compact
(PSYPACT)
National Registry of
Emergency Medical
Technicians
The Federation of
State Boards of
Physical Therapy
National Association
of the Boards of
Pharmacy
American Association
of Dental Boards

Number of
states
participating
22 enacted
10 pending
legislation
25 enacted

26 enacted
(including
Florida)
5 pending
legislation
3 enacted
2 pending
legislation
3 enacted
6 pending
legislation
11 enacted
8 pending
legislation
14 enacted
4 pending
legislation
N/A

Notes

The initial licensure compact has 25
participants. Does not apply to APRNs.
The licensure compact was update and has
26 participating states including Florida with
pending legislation on 5 other states. Does
not apply to APRNs
This compact will come into effect once 10
states have enacted the legislation.
PSYPACT becomes operational when seven
states enact PSYPACT.
“REPLICA” licensure Compact enacted
May 8, 2017
Compact enacted
April 25, 2017
The NABP offers an Electronic Licensure
Transfer Program for qualifying pharmacists.

N/A

Investigating the merits of establishing an
Interstate Dental Licensure Compact

State Governments –
National Center for
Interstate Compacts
(CSG)

N/A

No

The American
Occupational Therapy
Association, Inc.

N/A

American Speech-Language-Hearing
Association (ASHA), National Council of State
Boards (NCSB), and stakeholders—are
establishing an Advisory Committee to
discuss the development of a compact.
Investigating the merits of establishing
professional license portability for the
occupational therapy profession possibly
through the creation of a licensure compact.

Respiratory
Therapists

No

American Association
for Respiratory Care

N/A

Mental Health
Counselors/Social
Workers

No

Association of Social
Work Boards

N/A
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Tab 2 – Materials Related to Health Insurance and Telehealth

 Center for Connected Health Policy Report: Telehealth Private Payer Laws:
Impact and Issues
 NAIC Health Benefit Plan Network Access and Adequacy Model Act

59

REPORT

Telehealth Private Payer Laws:
Impact and Issues
by the Center for Connected Health Policy

AUGUST 2017
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Foreword
State health policy leaders are faced with the challenge of addressing the diverse health
care needs of the populations they serve. As they look for ways to expand patient access to
care, especially in rural areas, they turn to the potential of telehealth or telemedicine, the
use of technology to deliver health care to patients in a setting different from that of the
provider. There would seem to be great potential here—advancements in technology have
made these services more reliable and affordable. There is greater access to high-speed
broadband and wireless communication as well as more interest in value-based payments
for care. While a substantial body of evidence for telehealth exists, its use is not
widespread.
State leaders have been looking at ways to expand and clarify telehealth reimbursement
policies, especially as they relate to private payers. Since 2010, there has been nearly
triple the number of states that have enacted legislation related to telehealth care. These
laws range in scope and features. Many contain limiting factors, such as the language used
in the law; whether there is payment parity between the service provided via telehealth or
in person; the type of telehealth modality used; location of service; and type of provider
who can offer the service.
To get a better understanding of these laws and to assess their impact on telehealth utilization, the Center for Connected Health Policy assessed the response by selected commercial
payers to telehealth private payer laws. The report was written by Center for Connected
Health Policy staff—Mei Wa Kwong, JD, policy advisor and project director; Christine Y.
Calouro, MA, program associate; and Laura M. Nasseri, MA, program associate.
The report, which was commissioned by the Reforming States Group (RSG), grew out of
the group’s interest in the topic. Supported by the Milbank Memorial Fund since 1992, the
RSG is a bipartisan group of state executive and legislative leaders who meet annually to
share information, develop professional networks, and commission joint projects.
Telehealth continues to offer great potential to improve the convenience and effectiveness
of care. It is our hope that this report will provide evidence and experience to help leaders
and decision makers develop policies that promote the appropriate utilization of telehealth
modalities and expand access to care for the populations they serve.
Trina A. Gonzalez
Program Officer
Milbank Memorial Fund
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Introduction
Health systems across the country face increasing pressure to expand access to care, while
improving the efficiency and quality of that care in the face of limited resources. Consequently, state policymakers have shown a growing interest and receptivity to the use of
telehealth technologies to help meet these demands. Telehealth is defined as the use of
electronic technology to provide diagnostic and treatment services, enhanced communication and care coordination, patient monitoring, and education from a distance. This virtual
communication can be between two health care providers, or between the health consumer
and the provider. Transmittal and response can be in the more widely utilized and known
“real time” live video; asynchronous or “store-and-forward” communication, which uses a
secure email platform and is not in real-time; or through remote patient monitoring (RPM).
Telehealth care modalities have been in use for decades and have been shown to be as
effective in many situations as in-person care, yet they are not as widely used as they might
be. While telehealth may not be appropriate for all health care interactions since some
situations require physical interaction between patient and provider, a substantial body of
literature and evidence demonstrates the benefits of telehealth.
Studies have found that telehealth has been used effectively in a multitude of specialties
such as mental health, dermatology, and treatment of chronic diseases. In 2012, Wootton
published a literature review of remote control trials for management of five chronic conditions: asthma, chronic obstructive pulmonary disease, diabetes, heart failure, and hypertension. The review included over 1,300 studies.1 After a thorough analysis, he found a
total of 141 remote control trials in which 148 telemedicine interventions had been tested
with nearly 37,000 patients. He determined that 108 of the trials were favorable toward
the telemedicine intervention, and 38 trials showed no statistical difference between the
telemedicine intervention and traditional care. This meta-analysis showed that in 99% of
the studies, telemedicine interventions were as good as or better than traditional approaches to care.
The US Department of Veterans Affairs (VA) and the correctional system have been longtime users of technology to provide care without a provider physically present with the
patient. A VA report in 2013 showed home telehealth services reduced bed days of care by
59% and hospital admissions by 35%, while clinical video telehealth services reduced bed
days of care for mental health patients by 38%. In terms of cost savings, home telehealth
(where the patient is home and receives services from a provider in another location) reduced health care costs by roughly $2,000 per person per year, while clinical video telehealth saved roughly $34.45 per consult and store-and-forward telehealth saved roughly
$38.81 per consult in travel costs for the patient.2
But it is not just government organizations such as the VA and corrections facilities that are
benefiting from telehealth. For example, the use of RPM to reduce hospital readmissions,3
as well as address chronic conditions, as the Wootton study also noted, have led to better
results than traditional in-person approaches.4 The use of store-and-forward for dermatological assessments has been effective and is accepted by both providers and patients.5
Milbank Memorial Fund • www.milbank.org
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In recent years, several other factors have played a role in improving the policy and practice
environment that make telehealth a more attractive option in health care delivery. These
factors include:
•
•
•

•

advances in technology that make these services more reliable and less expensive;
greater access to high-speed broadband and wireless communication;
increased health coverage for millions of Americans through passage of the Affordable
Care Act (ACA), although the availability and distribution of primary and specialty care
providers remains skewed; and
the movement toward value-based payments for care.

This perfect storm of factors has led to an increased interest by state and federal policymakers to consider incorporating telehealth into the growing demands on health systems
and payers. Even with the expected rollback of the ACA, states will still find themselves in
the challenging position of addressing the growing health needs of their populations, potentially with less federal assistance.
Bipartisan efforts to reform Medicare telehealth-related policies have repeatedly stalled in
Congress, yet states have been quite active in expanding telehealth reimbursement policies, particularly as they relate to private payers. In the last few years, one of the most
common forms of telehealth-related legislation is private payer laws that require payers to
treat telehealth-delivered care the same way as in-person care. Since 2010, 23 states and
the District of Columbia have passed some form of a private payer law, yet prior to 2010,
only eight states had laws (among the first laws passed were those in California and Oklahoma in 1997).6 Across states, the laws range in scope and features, adding complexity to
a telehealth policy environment in which no two states are alike.
Although private payer telehealth laws are gaining momentum, there has not been a comprehensive analysis of these laws and the impact they have on expanding the use of and
payment for telehealth-delivered services.
To further understand and assess the impact of telehealth private payer laws on utilization,
the Center for Connected Health Policy (CCHP) conducted a five-month study (September
2016 to January 2017) that sought to accomplish the following:
•
•
•
•

Assess and describe the response by selected commercial payers to telehealth private
payer laws.
Describe the effects of telehealth private payer laws on utilization.
Assess any influence these laws had on state Medicaid telehealth policies.
Provide suggestions to improve private payer laws and their impact.

In addition to addressing these issues, this report flags potential issues policymakers may
wish to address to expand greater utilization of telehealth modalities. While private payer
laws vary in using the term “telemedicine” or “telehealth,” this report will use the term
“telehealth” as representative of both terms. Additionally, while many people, including
those in the media, may call these laws “telehealth private payer parity laws,” this paper
will use the term “telehealth private payer laws.”
Milbank Memorial Fund • www.milbank.org
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Private Payer Laws Analysis
As of September 2016, 31 states and the District of Columbia have passed telehealth
private payer laws.7 (For a list of states, see Appendix B, Table 1.) While these laws share
some common features, no two state laws are exactly alike. Additionally, implementation
of these laws varies from state to state. Some telehealth private payer laws may contain
factors that limit the scope of telehealth reimbursement or use in delivering services,
similar to what is seen in Medicare policy—and
Private Payer Laws Evaluation Factors
this may have been the intent of policymakers
Payment
when crafting the language. Investigating the
•
Did the legislation allow for some form of
specific reasons behind the decision to include
telehealth private payer reimbursement?
these factors was beyond the scope of the
•
Did the legislation contain a mandate?
project. However, it is possible to analyze the
•
Did the legislation require parity in payment?
comprehensiveness of the enacted telehealth
Modalities
private payer laws by examining the law in
•
Did the legislation allow for live video
each state and its impact on the commercial
reimbursement?
plans. (Additionally, some of the enacted laws
•
Did the legislation allow for store-and-forward
are possibly second or third attempts to get
reimbursement?
legislation passed. A summary of the failed
•
Did the legislation allow for remote patient
monitoring reimbursement?
telehealth private payer laws over the last few
years can be found in Appendix A.)
Location

Critically important in this study was the
analysis of the actual language and structure
of each telehealth private payer law. We found
that how the law was written can determine
the expansiveness of reimbursement and can
predict telehealth utilization. Opinions vary
among health care systems, providers, and
commercial insurers about what is considered
“progressive” telehealth private payer law
language. That said, there are specific factors
contained in some telehealth private payer
laws that recognize telehealth-delivered care
to be on a par with services provided in person
and attempt to treat them comparably. However, the appearance of these characteristics may
come with limitations or caveats that separate
and slow the utilization of telehealth. One
example is limiting the definition of telehealth
to only one modality, when there are three modalities available: live video, store-and-forward,
and remote patient monitoring.
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•
•

Did the legislation refrain from placing a
geographic limitation?
Did the legislation refrain from limiting
originating sites?

Providers
•
•
•
•

Did the legislation refrain from limiting
providers?
Did the legislation refrain from limiting
specialties?
Did the legislation refrain from requiring a
telehealth-specific informed consent?
Did the legislation refrain from requiring
a health care provider to be present at the
originating site?

Other
•
Did the legislation exclude a requirement
that makes a mandate “subject to terms and
conditions”?
•
Did the private payer law include
Medicaid?
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To understand these differences among states with telehealth private payer laws, CCHP
analyzed the existing laws. This examination provided an initial baseline for each state on
its telehealth private payer reimbursement policy according to key characteristics. However, while this examination provided a baseline perspective, nuances of written language
and the absence of language were seen to affect how the policy was applied. It should
also be pointed out that the absence of any one factor did not necessarily have a negative
or restrictive impact. For example, if a telehealth private payer law only defines telehealth
as the use of live video, a private payer may still choose to include other modalities in its
covered benefits. In CCHP’s examination of the telehealth laws among the states, there do
not appear to be any statutory limitations on providing payment for a health service via any
of the modalities, although there may be other regulatory factors that govern the provision
of services via those modalities (such as having a valid medical license, how to establish
patient-provider relationship, etc.).
To conduct this assessment, CCHP used the following key criteria to determine the relative
impact of these laws on telehealth use and reimbursement:
1. Inclusion/exclusion of language—Is the presence or lack of certain language or phrases
a help or hindrance to the utilization of telehealth?
2. Parity in payment—Does the law require that a payment amount for telehealth-delivered services be equal to that which is given for in-person services?
3. Modality—Are there any limitations on what type of telehealth modality can be used?
4. Location—Are there any limitations on where a telehealth service can take place?
5. Providers and specialties—Are there any limitations on the types of provider who may
provide services via telehealth and/or the types of specialty it can be used for?
Fourteen questions were developed to address these factors. (See page 6.) The questions
were structured so that an answer of “yes” was considered a positive result in favor of progressive telehealth policy and a limitation was not seen as being in place. Each factor was
rated with a score of “1” if the response to the question was a “yes,” and a score of “0” if
it was a “no.” A detailed explanation of the methodology employed and specific scoring for
each state with a telehealth private payer law can be found in Appendix B.

Baseline Results of Analysis
The results of the analysis yielded both common and different features among the state
laws. It was difficult to single out any one factor that had the greatest impact on the
utilization of telehealth because many of these factors were interconnected and one could
affect others.
Inclusion/Exclusion of Language
Overall, the vast majority of state telehealth private payer laws contained some limiting
factors. Only Minnesota scored a perfect score of 100% (based on the scoring system
described above). Arizona and Montana received the lowest scores of 57.1%. However, the
numbers represent only part of the story. While a state law may have received a “0” score
for a factor, the presence or absence of a factor did not necessarily mean that telehealth
Milbank Memorial Fund • www.milbank.org
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in that state was stifled. For example, while it might seem unnecessary to assess whether
there was an explicit mandate to reimburse for telehealth, if that mandate was not there, a
health plan would not be legally required to reimburse for telehealth. From another perspective, if the mandate was there, could there be other sections in the law that would
undermine this mandate in some way? These questions, which need to be answered to fully
assess the potential impact of the law, are explored below.
Many telehealth private payer laws include the phrase “subject to the terms and conditions
of the policy of the payer” or similar limiting language. Fourteen states, or 41.1%, use this
type of phrase in their private payer law, although the phrase itself is not clearly defined,
allowing for various interpretations. Do the terms and conditions of the policy refer to the
general common language and conditions found in any health plan? Or, is the intent of
the language to allow payers the flexibility to determine the terms and conditions of their
telehealth policies? In other words, does the vagueness of this phrase provide payers with
the ability to develop telehealth policies that are limited because these restrictions are part
of the “terms and conditions”?
Figure 1.

State Private Payer Laws vs. State Payment Parity Laws
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Source: The Center for Connected Health Policy’s State Telehealth Laws and Reimbursement Policies: A
Comprehensive Scan of the 50 States and the District of Columbia (September 2016).

Parity in Payment
A misconception among many telehealth proponents is that a state’s telehealth private
payer law is an assurance that the payment for telehealth-delivered care will be the same
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as it would be if delivered in person. In fact, our research indicates that only three state
telehealth private payer laws have an explicit mandate for payment parity. Therefore, in
28 states and the District of Columbia, commercial health plans are only required to cover
a telehealth-delivered service if the service is covered if delivered in person, but are not
legally required to reimburse at the same rate as is paid for in-person delivered services.
This gives private payers the flexibility to set lower or higher rates of reimbursement for
telehealth-delivered services.
Modality
In all the states with a telehealth private payer law, live video is the modality most often
referred to in the definition of telehealth. Store-and-forward and RPM appeared less
frequently (See Figure 1.). (Only 71.9% of the state laws included store-and-forward and
56.3% included RPM.) If these modalities are not explicitly described in a state’s definition of telehealth, the private payer can use its discretion as to whether and how much to
pay for the service, if at all. As noted earlier in the paper, these other modalities, particularly RPM, have great potential to improve health outcomes for patients and bring down
costs, but the exclusion of these modalities in the law allows private payers to exclude
services delivered via these modalities from their reimbursement policies.
Figure 2.

Modalities Included in State Private
Payer Laws’ Definition of Telehealth
(N = 32)
32

35
30
23

25

18

20
15
10
5
0
Live Video

Store-and-Forward

Remote Patient Monitoring

Source: Data from the Center for Connected Health Policy analysis of private payer laws.

Location
Restrictions that limit where a telehealth service can be provided (the patient’s location),
either geographically or by site, appear less often in private payer laws in comparison to
the restrictive policies of Medicare. Medicare limits the location of where a patient may

Milbank Memorial Fund • www.milbank.org

9

69

receive a service via telehealth to specifically defined “rural” health professional shortage
areas or to nonmetropolitan statistical areas. This limitation has been cited as a significant
barrier to the use of telehealth since only certain parts of the country qualify.8 The fact
that most state telehealth reimbursement laws lack these limitations indicates that states
tend to view telehealth-delivered care as benefiting more than just the rural underserved
population. (Only Arizona contains a geographic limitation, and it will be eliminated in
January 2018.) Just four out of the 31 states and the District of Columbia have some type
of site limitation. Not having any site restrictions allows private payers to pay for services
that take place in less traditional health care locations such as the workplace or home and
advances one of the important strengths of telehealth-delivered care, which is providing
care anywhere the health consumer is located. However, most laws also do not prohibit
restrictions on sites, which would allow providers to still limit where a patient may receive
telehealth-delivered services.
Figure 3.

Factors of Private Payer Laws
(out of 31 states and the District of Columbia)

n

Include all three modalities

n

Include phrase: “Subject to the

n

No geographic or site limits

n

No limit on providers or specialties

terms and conditions”

Source: Data from the Center for Connected Health Policy’s analysis of private payer laws.

Providers and Specialties
Most telehealth private payer laws refrained from requiring that the law be applied to a
specific list of providers or specialties. This language in the law theoretically enables health
care providers other than physicians to be reimbursed within private payer policies. Audiologists, speech pathologists, physical therapists, and others could presumably be eligible for
reimbursement, depending on the parameters of the plan. However, language that requires
that all services and providers be reimbursed may not necessarily be present in the actual
Milbank Memorial Fund • www.milbank.org
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law. A law may simply omit any mention of providers or specialties, leaving the payer with
the ability to impose certain limitations, such as reimbursement for only a narrow set of
services such as physicians’ office consultations.
Other Factors
Other factors that were examined in CCHP’s analysis of telehealth private payer laws were
selected based on the potential negative effect they could have on provider behavior. These
factors could be seen by providers as additional burdens they would not have to face if
providing services in person and could discourage them from using telehealth, because
resources to meet these requirements might outweigh the benefits of utilizing the technology. One such requirement is to have a separate informed consent (which in some states
can be written and/or oral) specifically for telehealth. There is debate in the field regarding
the impact of the additional informed consent. Some believe that requiring an additional
informed consent gives the impression that telehealth is more “dangerous” than in-person
care and may prejudice patients and deter them from agreeing to the use of the technology. Others view it as an opportunity to provide education and information to patients.
And some believe that requiring a form of consent deters providers from using telehealth
because it is yet another administrative burden. Though the impact and effects of an additional informed consent are debatable, it was flagged in this analysis due to its potential
influence on providers.
Also included in this analysis was whether there was any language specifically related to
reimbursement in the Medicaid program. The results were mixed. Nearly one-third of the
states did have some Medicaid provision within their telehealth private payer law. This is
important because in some states Medicaid may be the largest payer. Not including Medicaid could have the unintended consequence of depriving many beneficiaries of access to
services that could be delivered via telehealth. Additionally, as will be discussed in a later
section, private payers may adopt telehealth payment policies that mirror either Medicare
or Medicaid telehealth policies. How a Medicaid program shapes its telehealth reimbursement policies can have a significant impact on the payment policies of private plans operating in their state.

Key Takeaways from Private Payer Law Analysis (See Figure 3.)
•
•
•
•

Inclusion or exclusion of certain language may create barriers to the utilization of telehealth by allowing payers to limit the types or uses of services that are reimbursed.
Very few telehealth private payer laws mandate parity in payment amount.
Store-and-forward and RPM are less likely to be included in a telehealth private payer
law.
Unlike Medicare, telehealth private payer laws tend not to include explicit exclusions on
types of services, providers, and limitations on locations, both geographic and site.

Milbank Memorial Fund • www.milbank.org

11

71

Private Payer Interviews
To gain a deeper understanding of the impact of the private payer parity laws among the
states, CCHP conducted interviews with selected commercial health plan executives. The
representatives of the plans included medical officers, vice presidents, counsel, and designated telehealth policy representatives. The interviews were conducted to determine how
the telehealth private payer laws affected these plans, how they developed the plans to be
in compliance with the law, and how some of the factors identified in the previous section
on the payment policies of health plans influenced the plans.
Standardized interviews were conducted with willing commercial payers in six selected
states. Questions were developed to address the five previously identified factors that impact utilization of telehealth. These questions were designed to assess how plans dealt with
each of the factors that have an impact on telehealth utilization, especially if a law’s vague
or omitted language gave private payer plans latitude in developing their telehealth policies. CCHP also asked about the availability of data to determine the extent to which there
had been greater receptivity for telehealth among the commercial plans given the existence
of a telehealth private payer law.
The criteria used for the selection of these states were (1) a telehealth private payer law
had been in place for at least three years, and (2) if any major amendments were made to
that law, those amendments must have been in place for at least three years. A goal in the
selection process was also to include states that varied in both geography and population.
The states selected were California, Mississippi, Montana, Oklahoma, Texas, and Virginia.
None of these states had payment parity as part of their private payer laws. All states with
an explicit requirement for payment parity failed to meet the three-year enactment requirement. (See Table 1.)
Over a period of four months, a variety of commercial health plans in all six of the selected
states were contacted. Initial outreach was made through multiple channels to representatives in the health plans, including media relations and specific staff associated in some
way with a plan’s telehealth program. CCHP agreed to not identify the participants in these
interviews to obtain the most open responses to the questions possible.
It should be noted that some plans declined to participate, but at least two plans in each
state were interviewed either via phone or email. Some interviewees were large national
plans that have a presence in multiple sample states, while others were limited to one
state. Several interviewees provided copies of their telehealth reimbursement policies.
Given that some health plans declined to participate, it is possible that the interview
sample may have been more biased toward those willing to incorporate telehealth as a
reimbursable benefit. To try to counteract this possibility, CCHP conducted online research
of telehealth policies of those health plans that declined to be interviewed, as a means of
gathering information that responded to the assessment questions. A list of questions used
can be found in Appendix C.
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Table 1. Selected Sample Private Payer Law Features
State

Parity in Live
Payment Video
Included

Store-andForward
Included

Remote
Patient
Monitoring
Included

No Geographic No Site
Limit
Limit

No Limit
on Provider

No Limit on
Specialty

California

N

Y

Y

Y

Y

Y

Y

Y

Mississippi

N

Y

Y

Y

Y

Y

Y

Y

Montana

N

Y

Y

N

Y

N

N

Y

Oklahoma

N

Y

Y

Y

Y

Y

Y

Y

Texas

N

Y

Y

Y

Y

Y

Y

Y

Virginia

N

Y

Y

Y

Y

Y

Y

Y

Interview Findings
As noted, some private payer laws may appear to require all services delivered via telehealth to be reimbursed as they would if they were provided in person. However, further
examination reveals that there may be some flexibility in the interpretation. The specific
language included in these laws and other regulations or statutes may impact whether all
services are reimbursed the same way that in-person services are or if there are limitations/
restrictions imposed by insurance carriers. All payers interviewed had some limitation on
their telehealth reimbursement policies in some form or another.
Modality Limitations
While all six sample states’ telehealth private payer laws allowed for all three modalities
within telehealth to be reimbursed, the majority of selected plans only reimbursed for live
video. Some plans provided limited reimbursement for store-and-forward, but only for specific specialties such as dermatology or ophthalmology. RPM was not being reimbursed by
any of the selected payers, although several interviewees noted that, in the near future, it
might be either a pilot project or an option in a specific type of plan, such as an employer
plan.
Provider and Specialty Limitations
Most of the interviewees said they limited the types of services reimbursed if the service
was provided via telehealth. One interviewee said it was the policy of the organization to
not reimburse for telehealth-delivered services unless an established patient-provider relationship existed. Another interviewee mentioned that the health plan’s policies mirrored the
Medicaid policies in the state. None of the six states in the sample had specific language
in the private payer law regarding what services could or could not be reimbursed if the
service was provided via telehealth.
Most plans did not limit the type of provider who could provide services, although they did
require the provider to be a member of its network, with one exception discussed below.
Some plan manuals required additional actions by the provider that included such things
as requiring them to share medical records with a primary care provider or obtaining informed consent (factors which may be required by a state licensing board or law).
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Parity in Payment
When interviewees were asked if the reimbursement amount was the same regardless of
whether the service took place in person or via telehealth, almost all answered yes. One
interviewee said its telehealth reimbursement was slightly less than in-person service
because they calculated a lower overhead cost for the telehealth service. Another interviewee was uncertain but believed that the reimbursement amount for telehealth services
was the same or slightly less than what was paid in person. It should be noted that none of
the six sample states had a mandate on parity of payment in their laws, although nearly all
the interviewees were paying the same or near the same amounts per service regardless of
delivery method.
Location Limitations
In some cases, the health plans imposed other limitations such as defining the specific
sites where the telehealth interaction could take place (doctor’s office, clinic, etc.), but
none of the interviewees had geographic restrictions such as the ones Medicare places on
telehealth (it should be noted that in the interviews only commercial plans were discussed
and not Medicare Advantage plans).
Third-Party Providers and Network Providers
Several interviewees noted that their organizations had several options for enrollees to utilize telehealth. One option was using a network provider that offered services via telehealth.
Reimbursement to that provider operated much the same as if the service had been provided in person. In addition, several interviewees noted that they contracted directly with a
third-party provider that provides online services to their enrollees, usually for less complex, more common cases such as colds or sore throats. These third-party providers were
contracted by the health plan and paid according to the terms of the negotiated contract.
Interestingly, several of the interviewees said their own network providers could join these
third-party provider services and still be network providers, although they would receive
the contracted rate for services rendered through the third-party provider. In some cases,
a health plan may also have its own asynchronous online system that allows enrollees to
communicate with their network providers.
CCHP obtained a copy of a telehealth provider manual for a multistate payer that declined to be interviewed for this report. The manual describes the state’s telehealth network program, where the plan has created specific specialty locations that connect with
presentation sites (where the patient would be located), thus allowing enrollees to seek
telehealth-provided services using their own network providers, not those of a third-party
provider. Even though CCHP was unable to interview this payer, the telehealth policy is
worth noting because it is a different approach by a payer providing telehealth services.
Utilization and Provider and Consumer Reactions
All the interviewees declined to provide exact figures on telehealth utilization. One interviewee noted that tracking data would be difficult because the organization did not require
providers to use the telehealth modifiers of GT (live video) or GQ (asynchronous), which
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is typically used when billing for telehealth delivered services, and could not distinguish
between an interaction that took place via telehealth or in person. However, the interviewee
believed utilization was low. Other interviewees echoed this. When asked for their thoughts
about why utilization was low, several reasons were given:
•

•

•

Patients were reluctant to initially start using telehealth, though once they did, many
responded positively. However, there was still a preference by many enrollees to see a
provider in person.
In-network providers were reluctant to utilize the technology for reasons that ranged
from lack of training, skepticism that telehealth would provide quality services, or concerns that they could see a loss of business (this was particularly true in at least one
case where a plan also engaged a third-party provider).
Lack of education/awareness that these services were available or understanding exactly what these services could do for enrollees.

When talking about low utilization, several of the interviewees expressed their continued
belief in the benefits of telehealth and the hope that there would be greater uptake in its
use. However, when asked if they considered expanding their current telehealth policies,
several interviewees voiced caution. They noted concerns about efficacy in certain interactions. Most preferred a slower, more thorough approach to expansion that could include
their own pilot projects before considering larger changes. While we did not sense any reluctance on the part of the interviewees to move forward with telehealth, it was evident that
the interviewees only wanted to reimburse for services for which they felt telehealth could
be appropriately used, such as routine office visits.
Key Takeaways from Private Payer Interviews
•
•
•
•
•
•
•
•

Most interviewees limited telehealth reimbursement to services provided via live video.
Most interviewees limited the types of services they will reimburse if provided via telehealth.
Policies from other sectors such as licensing boards affected the payers’ policies on
telehealth.
Most of the interviewed payers were paying the same amount for telehealth services that
they would if the service was delivered in person.
At least initially, both patients and providers were reluctant to utilize telehealth.
Telehealth was greatly underutilized.
Both patients and providers had a lack of understanding/awareness that the plan would
pay for telehealth-delivered services.
While supportive of telehealth, the interviewees noted that they would need to be convinced that expanding payment for services and/or use of other modalities to deliver care
was beneficial.
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Medicaid Policies
To assess whether there was any correlation between changes in telehealth private payer laws and those in a Medicaid program, CCHP interviewed Medicaid representatives or
examined Medicaid policies for the six sample states where private payer interviews were
conducted. Half of the sample states, California, Mississippi, and Oklahoma, included a
Medicaid policy factor within the private payer law they adopted.
Representatives of each of the state Medicaid programs were interviewed, and the telehealth policies of the respective states described in their Medicaid provider manual were
researched and identified. The list of questions asked can be found in Appendix C.
Most of the states interviewed had a Medicaid telehealth policy in place before the telehealth private payer law was enacted, and, in the majority of states, the law’s passage had
little or no impact on their policies, unless there was a specific provision that applied, such
as in California. When California updated its telehealth laws in 2012, it included private
payer provisions along with specific reforms of telehealth coverage policies directed at the
Medicaid program.
Medicaid telehealth policies tended to have similarities with private payer policies, with
private payers sometimes replicating Medicaid policy. Live video was the most common
modality reimbursed in Medicaid programs, as it was for private payers. Medicaid programs tended to be more explicit about defining telehealth or telemedicine as “live” or
“real-time” or “interactive.” In Texas, however, another term was used to describe one of
the other modalities, such as “telemonitoring” for RPM. California was one of the few (and
the only state in the sample selection) that reimbursed for store-and-forward, but only in
specific specialties: dermatology, ophthalmology, and dentistry. Additionally, as with many
private payers, these Medicaid programs reimburse at the same rate for telehealth as they
would for in-person delivered services.
The Medicaid programs in this interview sample did not limit the geographic location of
where a patient may receive services. Several interviewees, including those from Montana and Oklahoma, stated that geographic hurdles impeded access to providers—and
such hurdles were one reason to institute a telehealth policy. However, half of the sample
states (Mississippi, Texas, and Virginia), in fact, had specific site location limits on where
a patient may receive services, typically limiting services to some type of licensed health
facility.
Half of the sample states’ Medicaid programs described specific lists of eligible providers
and services available for telehealth reimbursement, whereas the other half included fewer
details on who and what could be reimbursed for telehealth delivered services. Representatives from Montana noted that one of the main reasons the state sought to reimburse for
telehealth in its Medicaid program was the severe shortage of providers in the state’s rural/
frontier areas. This urgent need may be the reason for Montana’s less detailed and possibly
broader telehealth policies when compared with those of other states.
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While some states reported that reaction to telehealth-delivered care from providers and
enrollees had been positive, they cited some challenges providers face when initiating and
maintaining these services. These challenges included the cost of equipment to start a
telehealth program and, most significantly, confusion over how to bill—despite the length
of time most of these programs have been in place.
In the interviews, it was noted that telehealth policies from other sectors have an impact
on the utilization of telehealth by providers. State licensing boards such as the medical
board may impose certain requirements on their licensees as to how telehealth is used in
their practices. These factors may create enough of a burden to discourage a provider from
utilizing the technology. The impact of the licensing board policies echoes some findings in
the private payer interviews.
Oklahoma Medicaid noted that it conducts, on average, 10,000 telehealth visits annually.
The Texas Medicaid program is legally required to provide a report to the legislature every
two years. The most recent report (December 2016) notes that utilization of telehealth has
grown steadily over the years, with the number of providers increasing as well. Behavioral
health remains a much in-demand service.9 Although representatives from Virginia did not
have figures, they estimated that telehealth is being underutilized in Medicaid. Other interviewees did not provide utilization data or information.
Key Takeaways from Medicaid Interviews
•
•
•
•
•

Private payer laws have little impact on Medicaid telehealth policies unless they are
explicitly written into the law.
Some Medicaid programs have defined lists of services and providers for which they will
reimburse, while others have broader policies.
Providers face challenges in implementing telehealth programs, such as cost of equipment and understanding how to bill.
Other sectors’ policies, such as licensing boards’ requirements, affect the spread of
telehealth.
Most Medicaid programs pay the same for telehealth-delivered services as they do for
in-person services.

Discussion
Based on the findings of this study, several issues have emerged regarding the underutilization of telehealth-delivered care in states, despite attempts to encourage its use with the
passage of private payer reimbursement laws.
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Examples of Potentially Problematic Private Payer Law Language
All sample states listed below lack language in their telehealth private payer laws that would
require payment parity for telehealth-delivered services.
Language that provides health plans latitude to limit reimbursement to certain services:
California – Health & Safety Code Section 1374.13(c)
No health care service plan shall require that in-person contact occur between a health care
provider and a patient before payment is made for the covered services appropriately provided through telehealth, subject to the terms and conditions of the contract entered into
between the enrollee or subscriber and the health care service plan, and between the health
care service plan and its participating providers or provider groups.
Virginia – Code of Virginia Section 38.2-3418.16(C)
An insurer, corporation, or health maintenance organization shall not exclude a service for
coverage solely because the service is provided through telemedicine services and is not
provided through face-to-face consultation or contact between a health care provider and a
patient for services appropriately provided through telemedicine services.
Language that explicitly limits the services that are required to be reimbursed:
Arizona – Arizona Code Section 20-841.09(A) & (E)(1)
All contracts issued, delivered or renewed on or after January 1, 2015 must provide coverage for health care services that are provided through telemedicine if the health care service
would be covered were it provided through in-person consultation between the subscriber
and a health care provider and provided to a subscriber receiving the service in a rural region
of this state.
“Health care services” means services provided for the following conditions or in the following settings:
(a) Trauma
(b) Burn
(c) Cardiology
(d) Infectious diseases
(e) Mental health disorders
(f) Neurological diseases including strokes
(g) Dermatology
Language that limits where reimbursable telehealth services may take place:
Tennessee – Code Title 56. Insurance Section 56-7-1002(a)(4)
“Qualified site” means the office of a healthcare services provider, a hospital licensed under
title 68, a facility recognized as a rural health clinic under federal Medicare regulations, a
federally qualified health center, any facility licensed under title 33, or any other location
deemed acceptable by the health insurance entity.
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Location Limitations
Limits on where patients may receive services appeared to have minimal restrictions either
in statute or private payer policies. Geographic limitations were practically nonexistent, and
private payers were more willing to allow nontraditional sites such as the home and workplace to act as originating sites for telehealth services (although Medicaid programs tended
to stay with health care facilities as eligible sites).
However, other factors provided room for some private payers to create limitations within
their telehealth policies, either intentionally or not.

Inclusion/Exclusion of Language
Private payer laws, generally aimed at encouraging uptake in the use of telehealth, may not
have been crafted to provide the expanded opportunities for telehealth that policymakers
intended. The absence of specific language or inclusion of ambiguous language can create
situations that impede the greater utilization of telehealth. For example, just over 41%
of the states with private payer laws have a variation of the phrase “subject to the terms
and conditions of the policy of the payer” embedded within that law. Yet, the definition
or intent of that phrase is unclear and open to interpretation. For providers such as large
medical systems, this ambiguity can create a billing nightmare when multiple payers have
different terms and conditions for telehealth care.
Virginia provides an example of a “loophole” in the private payer law. The law states, “An
insurer, corporation, or health maintenance organization shall not exclude a service for
coverage solely because the service is provided through telemedicine services and is not
provided through face-to-face consultation or contact.…”10 If a payer finds a reason not to
cover a telehealth service that is not based on the use of telehealth, it would be well within
the law.

Parity in Payment
In 28 states and the District of Columbia, private payers were not legally required to reimburse telehealth services at the same rate as in-person services. It did not appear, however,
that many private payers were reimbursing less for telehealth-delivered services than for
in-person services. However, a recent action by a payer in New York may be the start of a
new trend. The passage of the telehealth parity law in New York did not include payment
parity language. After the law went into effect, Excellus Blue Cross Blue Shield notified
providers in its network that reimbursement for telehealth-delivered services would be 50%
less than what was paid for in-person services.11 Excellus was well within the law to establish that policy. While this appears to be an isolated case, it demonstrates that the lack of a
clear payment parity mandate in a telehealth law gives health plans the discretion to set its
own reimbursement/payment amounts for telehealth care at lower rates than for comparable in-person care, in effect creating a disincentive for providers to utilize telehealth modalities. Minnesota is one of the states with explicit payment parity language and can serve as
a model for other states considering amending or passing a telehealth payment parity law.

Milbank Memorial Fund • www.milbank.org

19

79

Modality
As noted earlier, there is evidence that modalities other than live video offer effective care
with favorable patient outcomes and cost savings. Yet, while all private payer laws cover
live video, 71.9 % and 56.3% include reimbursement for store-and-forward and RPM,
respectively. Although there appears to be no restriction on private payers reimbursing for
these modalities even if the law does not require them to, many payers, both public and
private, are hesitant to do so, preferring to only reimburse for live video and not for the other two modalities. The lack of acceptance of these other modalities ensures that only part
of telehealth’s potential is realized.

Services and Providers
Few private payer laws impose any limitations on the type of provider or service that can be
reimbursed. However, the laws in these states may lack language specifically addressing
providers or services, leaving it to the discretion of a private payer to set policies that define
reimbursement. In the interviews conducted with private payers, almost all said they did
not have limits on the type of provider who may utilize telehealth and be reimbursed. However, the interviewees placed limitations on the type of services reimbursed when the services were provided via telehealth. For example, while a payer may reimburse for a variety
of health care providers, the payer may only reimburse for a limited set of services, such as
an office consultation, and not for other services a practitioner may provide via telehealth.
Many reasons were given for these limitations, including the need to have an established
provider-patient relationship, belief that certain services could not be adequately provided
via telehealth, and billing issues using the current procedural terminology (CPT) codes.
To receive payment, a provider submits a claim noting the CPT code that correlates to the
service provided. But CPT codes were not designed with telehealth in mind. Some codes
require in-person contact between provider and patient. Telehealth providers have struggled
with these concerns for some time. The discrepancy between facets of telehealth and CPT
codes has led to the American Medical Association’s recent work on telehealth-specific CPT
codes that will presumably address such issues.
As an alternative, some payers ask telehealth providers to bill a general office consultation
code, a practice that both Medicare and some Medicaid programs also employ. However,
doing this might discourage providers from using telehealth since the amount of reimbursement for a general office consultation may be lower than what the provider is entitled to
when billing with the proper CPT code. CPT codes represent an obstacle to using telehealth
for every service.
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Other Factors that Could Influence Use of Telehealth
Beyond reimbursement policies, other factors play a role in influencing the utilization of
telehealth-delivered care. Interviewees from the public and private sectors noted that both
provider and patient hesitancy or lack of knowledge of telehealth deter its use. Provider
and consumer education are not factors of any existing private payer law. Policymakers may
wish to consider how both providers and health care consumers can learn about the benefits of telehealth modalities and any changes in the law. This type of consumer education
could take the form of requiring health plans to provide adequate information to providers
and enrollees, or the state could consider taking a more active educational role. Additionally, specialized training, especially in Medicaid programs, could be offered to providers so
they may better understand how to properly bill for telehealth-delivered services.
Other requirements in law or by licensing boards can place additional burdens on providers
utilizing telehealth, which could find their way into private payer policies, as noted earlier
in some of the private payer interviews. The actions of state licensing boards can have an
impact on the success of a telehealth reimbursement policy. If licensing board policies
are too burdensome for licensees, they will hesitate to provide services via telehealth. This
reduces the number of telehealth providers and the utilization of telehealth. While it is understandable that regulatory boards wish to ensure the health and safety of patients, these
policies should provide licensees with the flexibility to utilize the technology when they
deem it appropriate and safe.
Contracting with a third-party provider has become increasingly common among private
payers, so much so that many might favor using only a contracted third-party entity to
provide services via telehealth under a commercial plan and not involve their established
network providers. While none of the interviewees indicated this type of favoritism, CCHP
has learned that in two states, not among the six sample states, there is concern that this
type of third-party provider contracting is edging out network providers. As interviewees
indicated, many third-party contractors only see less complex clinical cases. If in-network
telehealth providers are not allowed to utilize and be reimbursed for telehealth care, payers
will limit the extent of services and conditions that can be treated via technology and possibly create disparate levels of care. There may also be a lack of integration of information
to a primary care provider with the use of the third-party contractors, which impacts the
continuity of care for patients.
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Conclusion
Telehealth-delivered health care continues to have great promise, but policy obstacles inhibit the full potential of these technologies to achieve the Triple Aim of better health outcomes, improved patient and provider experiences, and increased efficient use of resources
to lower costs. It is clear from this study that there is a broad misconception that, because
telehealth private payer laws are in place in many states around the country, telehealth is
achieving its promise of providing the same patient benefit and payment as in-person care.
The reality is that many private payer laws have been weakened by their lack of clarity and
often contain clauses that may negate much of the intent of the legislation. More careful
crafting of the language for these laws and a more comprehensive implementation plan will
assist in greater utilization of telehealth to deliver health services. Also, further analysis
should be considered in the future to assess the impact of specific payment parity laws in
Delaware, Hawaii, and Minnesota after they have been in place for at least three years.

Considerations for Policymakers

•
•
•
•
•

Consider using explicit language in private payer laws that details the exact intent of
policymakers, such as ensuring all modalities are to be reimbursed by private payers.
Ensure that payment parity language is included in the laws if it is the intent of
policymakers to have telehealth reimbursed at the same rate as in-person services.
Consider inclusion of some type of education component for both providers and
consumers.
Consider a robust, comprehensive telehealth policy within the state Medicaid program.
Work with state licensing boards to create telehealth policies that allow licensees the
flexibility to utilize technologies in delivering care but still take into consideration the
safety of the patient.
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Appendix A
Failed Past Legislation
Over the last few years, states have introduced a multitude of telehealth legislation. Collectively, most of this legislation failed to pass, although approximately 30% to 40% of bills
did pass. Many of these bills involve private payer reimbursement and/or reimbursement in
a state Medicaid program. By examining these bills, especially if bills on the same subject
passed in subsequent years, a picture begins to emerge about the elements that, if not
present, affect the eventual passage or failure of the legislation. Additionally, an examination of this kind also provides a history of a state’s attempts at passing private payer and/or
Medicaid reimbursement.

Methodology
To translate the failed bills into quantifiable
data, two researchers conducted a content
analysis. Fourteen factors were examined for
private payer bills and 11 factors were looked
at for Medicaid bills. The factors were based on
the most common features found in telehealth
reimbursement language. These factors were
also cited as barriers by telehealth advocates if
they were missing or restrictive because the opportunities to use and receive reimbursement
for telehealth would be limited.
Some legislation included both a private payer
and Medicaid reimbursement provision. These
bills were evaluated through both the private
payer and Medicaid filter noted above.

Private Payer Laws Scoring Factors
•
•
•
•
•
•
•
•
•
•

Did the legislation allow for some form of
telehealth private payer reimbursement?
Did the legislation contain a mandate?
Did the legislation require parity in payment?
Did the legislation allow for live video reimbursement?
Did the legislation allow for store-and-forward
reimbursement?
Did the legislation allow for remote patient
monitoring reimbursement?
Did the legislation refrain from placing a
geographic limitation?
Did the legislation refrain from limiting originating sites?
Did the legislation refrain from limiting
providers?
Did the legislation refrain from limiting
specialties?
Did the legislation refrain from requiring a
telehealth-specific informed consent?
Did the legislation refrain from requiring
a health care provider to be present at the
originating site?
Did the legislation exclude a requirement
that makes a mandate “subject to terms and
conditions”?
Did the legislation include Medicaid?

Each factor was rated with a score of “1” if
•
it appeared in the bill and a score of “0” if it
•
was absent. For example, if a private payer bill
allowed for reimbursement for three modalities
of telehealth (live video, store-and-forward,
•
remote patient monitoring), the bill was scored
as a three—one point for each type of reimbursement. If the bill did not cover reim•
bursement of any of the three modalities, the
researcher scored it as a “0” for each modality.
For private payer bills, a perfect score of “14” (or 100%) was possible or “11” (or 100%)
for Medicaid bills.12 Only failed legislation in the years 2013, 2014, and 2015 were
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examined (the 2016 legislative session had not been completed for all states at the time
this research took place). Using LexisNexis, the researchers searched for and selected all
private payer or Medicaid reimbursement bills introduced in all 50 states and the District
of Columbia in the selected years that did not pass. Some states introduced the same bills
simultaneously in both houses. If one bill eventually was passed, the other bill was not
included in this analysis.
Once the bills were retrieved either through LexisNexis or through the state’s legislative
website, two researchers independently scored the bills. Their findings were then compared
and, if a difference rate of over 5% was found, the researchers discussed reasons to determine what led to the differences (different interpretation of language, misreading, etc.)
and revisited their scoring. Once the differences were below 5%, the lead researcher on the
project scored each bill and compared the scores with what the two researchers found. If
the difference rate between the lead and the two researcher findings was over 5%, all three
researchers met to determine the reasons for the differences. In this study, the scoring
on any items between the two parties did not exceed 5%. In cases where the researchers
differed on what score to give a feature, the lead researcher made the final determination.
Each bill was then given a percentage score, based upon the presence of the positive qualities found in each bill.

Analysis
Twenty-nine states introduced legislation that was related to private payer and/or Medicaid
reimbursement for telehealth over the 2013 to 2015 legislative periods. If legislation failed
in a previous year, many of the states introduced another private payer bill the following
year. Interestingly, not all states that had a bill the following year modified it to contain
less expansive features. Several states simply reintroduced the same bill that had failed or
had bills that were more expansive than the previous year. Of the 29 states that had failed
private payer and/or Medicaid legislation in 2013 to 2015, seven states eventually passed
private payer laws. Of those states that passed laws after having failed legislation, those
successful bills were generally narrower than the legislation that failed previously.
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Appendix A. Table 1. States that Passed Private Payer Laws after Previous Legislation Failed
STATE

FAILED LEGISLATION SCORE
YEAR 1

FAILED LEGISLATION
SCORE YEAR 2

PRIVATE PAYER LAW IN STATUTE
SCORE

Connecticut

85.7%

78.6%

71.4%

Indiana

—

78.6%

71.4%

Illinois

78.6%

64.3%

57.1%

Minnesota

92.9%

100.0%

100.0%

New York

81.8%

81.8%

92.9%

Oklahoma

85.7%

85.7%

85.7%

Rhode Island 85.7%

78.6%

71.4%

Minnesota, New York, and Oklahoma had equivalent or more expansive legislation that
eventually passed, but the other states passed scaled-down bills. This indicates that limiting the ambitions of private payer reimbursement may have assisted in eventual passage.
Another factor that may have affected the success of legislation was the representative
makeup of the state legislatures, but a detailed analysis of this is beyond the scope of this
study.
It should be noted that each factor examined was weighted equally. Different parties may
weigh certain factors more heavily than others. Therefore, a bill that scored 71.4% may,
in some parties’ view, be better than a bill that scored 85.7%. For example, one state may
view reimbursable live video, store-and-forward, and remote patient monitoring as more
important factors than not having an expansive list of providers who are eligible for reimbursement.
Overall, the most common factors found in nearly all bills were:
•
•
•

A mandate to cover services if they are provided via telehealth;
Including live video in that coverage of service; and
Exclusion of a provider with the patient during a telehealth interaction.

The most common factors missing from the legislation were:
•
•
•

A specific mandate to pay an equal amount for services regardless of whether they were
delivered via telehealth or in person;
Inclusion of store-and-forward and/or remote patient monitoring for reimbursement; and
Imposing a geographic restriction.

These factors indicate that while policymakers may be comfortable with requiring reimbursement for live video, they are not as open to including store-and-forward and RPM modalities. Additionally, unlike Medicare, which imposes a geographic restriction on telehealth
services, state policymakers are less inclined to require that limitation when developing
policy that applies to private payers.
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Ten of the 29 states with failed legislation included a Medicaid factor in those bills. Most
private payer laws ignore Medicaid, though some states will introduce solo Medicaid legislation. There were a variety of reasons for the lack of Medicaid inclusion, including that a
state Medicaid program may already be reimbursing for telehealth. For example, 48 states
and the District of Columbia currently reimburse for some live video services.13 Another
likely factor is cost concerns in Medicaid.
However, one significant omission must be addressed in private payer laws—a mandate to
pay the same amount for services regardless of how they are delivered, via telehealth or in
person. The majority of state private payer laws lacked this specific language. In general,
it has not proven to be an issue because private plans appear to be reimbursing the same
for services regardless of how they are delivered. However, in 2016 in New York, a private
payer issued a notice to its providers indicating that it will pay 50% of what would be paid
for in-person service if the service was delivered via telehealth. New York’s private payer
law lacks a specific requirement to pay the same amount. This may be the start of a trend
in states that do not require a private payer to reimburse for the same amount.
Additionally, another feature noted in the scoring is the inclusion in some private payer laws the phrase “subject to the terms and conditions of the contract.” This phrase,
depending on whether there is clear direction in the legislative language, can act as a
loophole for private payers to impose limitations on telehealth. Does the phrase refer to
contracts between the payer and enrollee? If so, then the terms and conditions will most
likely be the common ones seen, such as co-pay language or requirements about seeing an
in-network provider. Or does the language refer to contracts between the payer and provider? In this case, the payer may put limitations on how and when telehealth is used.
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Appendix B
Detailed Methodology in Calculating Baseline for Current Telehealth
Private Payer Laws
The Center for Connected Health Policy selected a set of key factors to examine the impact
of when and how telehealth is reimbursed under private payer laws. These factors were
identified as those that impact the utilization of telehealth based upon the effect they had
under Medicare policy for limiting telehealth expansion. Additional features were selected
either because they were common policies in state telehealth reimbursement laws or by
their very nature imposed restrictions or mandated policy to encourage use of telehealth.
Five distinct factors were looked at:
1. Inclusion/exclusion of language—Is the presence or lack of certain language or phrases
a help or hindrance to the utilization of telehealth?
2. Parity in payment—Does the law require that a payment amount for telehealth-delivered services be equal to that which is given for in-person services?
3. Modality—Are there any limitations on what type of telehealth modality to be used?
4. Location—Are there any limitations on where a telehealth service can take place?
5. Providers and specialties—Are there any limitations on the types of providers who may
provide services via telehealth and/or the types of specialty it can be used for?
A list of 14 questions (See page 23.) was developed to address the five factors above. The
questions were structured so if the answer was “yes,” it was considered a positive result
in favor of progressive telehealth policy since no limitation appeared to be in place. Each
factor was rated with a score of “1” if the response to the question was a “yes” and a score
of “0” if it was a “no.” For example, if a private payer law allowed for reimbursement for
three modalities of telehealth (live video, store-and-forward, remote patient monitoring),
the bill was given a score of three—one point for each type of modality. If the bill did not
provide reimbursement for any of the three modalities, the researcher scored it as a “0”
for each modality. The higher the score, presumably he higher the probability that the law
would create a more favorable environment for telehealth.
The bills were retrieved either through LexisNexis or through the state’s legislative website
with two researchers independently scoring the bills. Their findings were then compared,
and if a difference rate of over 5% was found, the researchers discussed reasons to determine what led to the differences (different interpretation of language, misreading, etc.)
and resolved their differences until their difference rate was below 5%. The lead project
researcher independently scored each bill and compared the score with those of the two
researchers. If the difference rate between the lead and the two researchers’ findings was
over 5%, all three researchers met to determine the reasons for the differences. In this
study, the scoring on any item between the two parties did not exceed 5%. In cases where
the researchers differed on what score to give a feature, the lead researcher made the final
determination. Each bill was then given a percentage score based upon the presence of the
positive qualities found in each bill. See Table 1 for how each law scored.
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Appendix B. Table 1. Scoring of Telehealth State Private Payer Laws
State

Mandate
to Cover
Telehealth

Parity in
Payment

Live
Video
Included

Store-andForward
Included

Remote
Patient
Monitoring
Included

No
Geographic
Limit

No Site
Limit

No Limit
on Type of
Provider

No Limit
on Type of
Specialty

Additional
Informed
Consent Not
Required

Presenter
with Patient Not
Required

Subject to
the Terms
and Conditions

Medicaid
Included

Score

AK

Y

N

Y

Y

Y

Y

Y

N

N

Y

Y

Y

N

71.4%

AZ

Y

N

Y

N

N

N

Y

Y

N

Y

Y

Y

N

57.1%

AR

Y

N

Y

N

N

Y

N

Y

Y

Y

Y

N

Y

64.3%

CA

Y

N

Y

Y

Y

Y

Y

Y

Y

N

Y

N

Y

78.6%

CO

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

N

78.6%

CT

Y

N

Y

Y

Y

Y

Y

Y

Y

N

Y

N

N

71.4%

DE

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

Y

Y

N

85.7%

DC

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

Y

Y

78.6%

HI

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

N

85.7%

IL

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

Y

N

57.1%

IN

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

Y

N

71.4%

KY

Y

N

Y

Y

Y

Y

Y

Y

Y

N

Y

Y

Y

85.7%

ME

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

Y

N

71.4%

MD

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

Y

N

71.4%

MI

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

64.3%

MN

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

N

N

100.0%

MS

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

Y

85.7%

MO

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

85.7%

MT

Y

N

Y

Y

N

Y

N

N

Y

Y

Y

N

N

57.1%

NE

N

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

78.6%

NV

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

92.9%

NH

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

N

78.6%

NM

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

85.7%

NY

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

92.9%

OK

Y

N

Y

Y

Y

Y

Y

Y

Y

N

Y

Y

Y

85.7%

OR

Y

N

Y

N

N

Y

Y

Y

Y

Y

Y

N

N

64.3%

RI

Y

N

Y

Y

N

Y

Y

Y

Y

Y

Y

N

N

71.4%

TN

Y

N

Y

Y

N

Y

N

Y

Y

Y

Y

N

Y

71.4%

TX

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

85.7%

VT

Y

N

Y

Y

N

Y

Y

Y

N

N

Y

N

Y

64.3%

VA

Y

N

Y

Y

Y

Y

Y

Y

Y

Y

Y

Y

N

85.7%

WA

Y

N

Y

Y

N

Y

N

Y

Y

Y

Y

N

Y

71.4%
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Appendix C
Questions Asked in Private Payer Interviews
•
•
•
•
•
•
•
•

Besides live video, does your organization reimburse for any other modalities, i.e.,
store-and-forward or remote patient monitoring?
Does your plan reimburse for eConsult (physician-to-physician secure email consults)?
Does your plan reimburse the same services through telehealth as you would through
in-person? Or do you have a specific list of telehealth codes you will reimburse for?
Does your plan have any restrictions on location? Can the patient be located in their
home?
Does your plan reimburse at the same rate for telehealth services, as you would for
in-person services?
In the year that the private payer law went into effect, did your plan’s telehealth reimbursement policy change at all?
Does your plan have any data on telehealth utilization that you can share? For example,
do you know how many telehealth interactions occur each year under your plan?
Has there been a noticeable impact on cost, quality, or outcomes?
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Appendix D
Questions Asked in Medicaid Interviews
•
•
•
•
•
•
•
•

Why did your state Medicaid decide to reimburse for telehealth?
What were some of the factors that led your state to shape the current telehealth policies in Medicaid?
What has been the response to telehealth from Medicaid providers? Enrollees?
What pros/cons has the state Medicaid program seen in adopting telehealth policies?
What barriers do you see to greater usage of telehealth to deliver services?
Is your state Medicaid program considering expanding your telehealth policies?
Did passage of the state private payer law impact the Medicaid policies in any way?
Do you have any usage data that you will be able to share?
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MINNESOTA STATUTES 2017

256B.0625

256B.0625 COVERED SERVICES.
Subdivision 1. Inpatient hospital services. (a) Medical assistance covers inpatient hospital services. A
second medical opinion is required prior to reimbursement for elective surgeries requiring a second opinion.
The commissioner shall publish in the State Register a list of elective surgeries that require a second medical
opinion prior to reimbursement, and the criteria and standards for deciding whether an elective surgery
should require a second medical opinion. The list and the criteria and standards are not subject to the
requirements of sections 14.001 to 14.69. The commissioner's decision whether a second medical opinion
is required, made in accordance with rules governing that decision, is not subject to administrative appeal.
(b) When determining medical necessity for inpatient hospital services, the medical review agent shall
follow industry standard medical necessity criteria in determining the following:
(1) whether a recipient's admission is medically necessary;
(2) whether the inpatient hospital services provided to the recipient were medically necessary;
(3) whether the recipient's continued stay was or will be medically necessary; and
(4) whether all medically necessary inpatient hospital services were provided to the recipient.
The medical review agent will determine medical necessity of inpatient hospital services, including inpatient
psychiatric treatment, based on a review of the patient's medical condition and records, in conjunction with
industry standard evidence-based criteria to ensure consistent and optimal application of medical
appropriateness criteria.
Subd. 1a. Services provided in a hospital emergency room. Medical assistance does not cover visits
to a hospital emergency room that are not for emergency and emergency poststabilization care or urgent
care, and does not pay for any services provided in a hospital emergency room that are not for emergency
and emergency poststabilization care or urgent care.
Subd. 2. Skilled and intermediate nursing care. (a) Medical assistance covers skilled nursing home
services and services of intermediate care facilities, including training and habilitation services, as defined
in section 252.41, subdivision 3, for persons with developmental disabilities who are residing in intermediate
care facilities for persons with developmental disabilities. Medical assistance must not be used to pay the
costs of nursing care provided to a patient in a swing bed as defined in section 144.562, unless (1) the facility
in which the swing bed is located is eligible as a sole community provider, as defined in Code of Federal
Regulations, title 42, section 412.92, or the facility is a public hospital owned by a governmental entity with
15 or fewer licensed acute care beds; (2) the Centers for Medicare and Medicaid Services approves the
necessary state plan amendments; (3) the patient was screened as provided by law; (4) the patient no longer
requires acute care services; and (5) no nursing home beds are available within 25 miles of the facility. The
commissioner shall exempt a facility from compliance with the sole community provider requirement in
clause (1) if, as of January 1, 2004, the facility had an agreement with the commissioner to provide medical
assistance swing bed services.
(b) Medical assistance also covers up to ten days of nursing care provided to a patient in a swing bed
if: (1) the patient's physician certifies that the patient has a terminal illness or condition that is likely to result
in death within 30 days and that moving the patient would not be in the best interests of the patient and
patient's family; (2) no open nursing home beds are available within 25 miles of the facility; and (3) no open
beds are available in any Medicare hospice program within 50 miles of the facility. The daily medical
assistance payment for nursing care for the patient in the swing bed is the statewide average medical assistance
skilled nursing care per diem as computed annually by the commissioner on July 1 of each year.
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Subd. 2a. Skilled nursing facility and hospice services for dual eligibles. Medical assistance covers
skilled nursing facility services for individuals eligible for both medical assistance and Medicare who have
waived the Medicare skilled nursing facility room and board benefit and have enrolled in the Medicare
hospice program. Medical assistance covers skilled nursing facility services regardless of whether an
individual enrolled in the Medicare hospice program prior to, on, or after the date of the hospitalization that
qualified the individual for Medicare skilled nursing facility services.
Subd. 3. Physicians' services. (a) Medical assistance covers physicians' services.
(b) Rates paid for anesthesiology services provided by physicians shall be according to the formula
utilized in the Medicare program and shall use a conversion factor "at percentile of calendar year set by
legislature, "except that rates paid to physicians for the medical direction of a certified registered nurse
anesthetist shall be the same as the rate paid to the certified registered nurse anesthetist under medical
direction.
(c) Medical assistance does not cover physicians' services related to the provision of care related to a
treatment reportable under section 144.7065, subdivision 2, clauses (1), (2), (3), and (5), and subdivision 7,
clause (1).
(d) Medical assistance does not cover physicians' services related to the provision of care (1) for which
hospital reimbursement is prohibited under section 256.969, subdivision 3b, paragraph (c), or (2) reportable
under section 144.7065, subdivisions 2 to 7, if the physicians' services are billed by a physician who delivered
care that contributed to or caused the adverse health care event or hospital-acquired condition.
(e) The payment limitations in this subdivision shall also apply to MinnesotaCare.
(f) A physician shall not bill a recipient of services for any payment disallowed under this subdivision.
Subd. 3a. Sex reassignment surgery. Sex reassignment surgery is not covered.
Subd. 3b. Telemedicine services. (a) Medical assistance covers medically necessary services and
consultations delivered by a licensed health care provider via telemedicine in the same manner as if the
service or consultation was delivered in person. Coverage is limited to three telemedicine services per
enrollee per calendar week. Telemedicine services shall be paid at the full allowable rate.
(b) The commissioner shall establish criteria that a health care provider must attest to in order to
demonstrate the safety or efficacy of delivering a particular service via telemedicine. The attestation may
include that the health care provider:
(1) has identified the categories or types of services the health care provider will provide via telemedicine;
(2) has written policies and procedures specific to telemedicine services that are regularly reviewed and
updated;
(3) has policies and procedures that adequately address patient safety before, during, and after the
telemedicine service is rendered;
(4) has established protocols addressing how and when to discontinue telemedicine services; and
(5) has an established quality assurance process related to telemedicine services.
(c) As a condition of payment, a licensed health care provider must document each occurrence of a
health service provided by telemedicine to a medical assistance enrollee. Health care service records for
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services provided by telemedicine must meet the requirements set forth in Minnesota Rules, part 9505.2175,
subparts 1 and 2, and must document:
(1) the type of service provided by telemedicine;
(2) the time the service began and the time the service ended, including an a.m. and p.m. designation;
(3) the licensed health care provider's basis for determining that telemedicine is an appropriate and
effective means for delivering the service to the enrollee;
(4) the mode of transmission of the telemedicine service and records evidencing that a particular mode
of transmission was utilized;
(5) the location of the originating site and the distant site;
(6) if the claim for payment is based on a physician's telemedicine consultation with another physician,
the written opinion from the consulting physician providing the telemedicine consultation; and
(7) compliance with the criteria attested to by the health care provider in accordance with paragraph (b).
(d) For purposes of this subdivision, unless otherwise covered under this chapter, "telemedicine" is
defined as the delivery of health care services or consultations while the patient is at an originating site and
the licensed health care provider is at a distant site. A communication between licensed health care providers,
or a licensed health care provider and a patient that consists solely of a telephone conversation, e-mail, or
facsimile transmission does not constitute telemedicine consultations or services. Telemedicine may be
provided by means of real-time two-way, interactive audio and visual communications, including the
application of secure video conferencing or store-and-forward technology to provide or support health care
delivery, which facilitate the assessment, diagnosis, consultation, treatment, education, and care management
of a patient's health care.
(e) For purposes of this section, "licensed health care provider" means a licensed health care provider
under section 62A.671, subdivision 6, and a mental health practitioner defined under section 245.462,
subdivision 17, or 245.4871, subdivision 26, working under the general supervision of a mental health
professional; "health care provider" is defined under section 62A.671, subdivision 3; and "originating site"
is defined under section 62A.671, subdivision 7.
Subd. 3c. Health Services Policy Committee. (a) The commissioner, after receiving recommendations
from professional physician associations, professional associations representing licensed nonphysician health
care professionals, and consumer groups, shall establish a 13-member Health Services Policy Committee,
which consists of 12 voting members and one nonvoting member. The Health Services Policy Committee
shall advise the commissioner regarding health services pertaining to the administration of health care
benefits covered under the medical assistance and MinnesotaCare programs. The Health Services Policy
Committee shall meet at least quarterly. The Health Services Policy Committee shall annually elect a
physician chair from among its members, who shall work directly with the commissioner's medical director,
to establish the agenda for each meeting. The Health Services Policy Committee shall also recommend
criteria for verifying centers of excellence for specific aspects of medical care where a specific set of combined
services, a volume of patients necessary to maintain a high level of competency, or a specific level of technical
capacity is associated with improved health outcomes.
(b) The commissioner shall establish a dental subcommittee to operate under the Health Services Policy
Committee. The dental subcommittee consists of general dentists, dental specialists, safety net providers,
dental hygienists, health plan company and county and public health representatives, health researchers,

Copyright © 2017 by the Revisor of Statutes, State of Minnesota. All Rights Reserved.

160
256B.0625

MINNESOTA STATUTES 2017

4

consumers, and a designee of the commissioner of health. The dental subcommittee shall advise the
commissioner regarding:
(1) the critical access dental program under section 256B.76, subdivision 4, including but not limited
to criteria for designating and terminating critical access dental providers;
(2) any changes to the critical access dental provider program necessary to comply with program
expenditure limits;
(3) dental coverage policy based on evidence, quality, continuity of care, and best practices;
(4) the development of dental delivery models; and
(5) dental services to be added or eliminated from subdivision 9, paragraph (b).
(c) The Health Services Policy Committee shall study approaches to making provider reimbursement
under the medical assistance and MinnesotaCare programs contingent on patient participation in a
patient-centered decision-making process, and shall evaluate the impact of these approaches on health care
quality, patient satisfaction, and health care costs. The committee shall present findings and recommendations
to the commissioner and the legislative committees with jurisdiction over health care by January 15, 2010.
(d) The Health Services Policy Committee shall monitor and track the practice patterns of physicians
providing services to medical assistance and MinnesotaCare enrollees under fee-for-service, managed care,
and county-based purchasing. The committee shall focus on services or specialties for which there is a high
variation in utilization across physicians, or which are associated with high medical costs. The commissioner,
based upon the findings of the committee, shall regularly notify physicians whose practice patterns indicate
higher than average utilization or costs. Managed care and county-based purchasing plans shall provide the
commissioner with utilization and cost data necessary to implement this paragraph, and the commissioner
shall make this data available to the committee.
(e) The Health Services Policy Committee shall review caesarean section rates for the fee-for-service
medical assistance population. The committee may develop best practices policies related to the minimization
of caesarean sections, including but not limited to standards and guidelines for health care providers and
health care facilities.
of:

Subd. 3d. Health Services Policy Committee members. The Health Services Policy Committee consists

(1) seven voting members who are licensed physicians actively engaged in the practice of medicine in
Minnesota, one of whom must be actively engaged in the treatment of persons with mental illness, and three
of whom must represent health plans currently under contract to serve medical assistance recipients;
(2) two voting members who are physician specialists actively practicing their specialty in Minnesota;
(3) two voting members who are nonphysician health care professionals licensed or registered in their
profession and actively engaged in their practice of their profession in Minnesota;
(4) one consumer who shall serve as a voting member; and
(5) the commissioner's medical director who shall serve as a nonvoting member.
Members of the Health Services Policy Committee shall not be employed by the Department of Human
Services, except for the medical director.
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Subd. 3e. Health Services Policy Committee terms and compensation. Committee members shall
serve staggered three-year terms, with one-third of the voting members' terms expiring annually. Members
may be reappointed by the commissioner. The commissioner may require more frequent Health Services
Policy Committee meetings as needed. An honorarium of $200 per meeting and reimbursement for mileage
and parking shall be paid to each committee member in attendance except the medical director. The Health
Services Policy Committee does not expire as provided in section 15.059, subdivision 6.
Subd. 3f. Circumcision. Circumcision is not covered, unless the procedure is medically necessary.
Subd. 3g. Evidence-based childbirth program. (a) The commissioner shall implement a program to
reduce the number of elective inductions of labor prior to 39 weeks' gestation. In this subdivision, the term
"elective induction of labor" means the use of artificial means to stimulate labor in a woman without the
presence of a medical condition affecting the woman or the child that makes the onset of labor a medical
necessity. The program must promote the implementation of policies within hospitals providing services to
recipients of medical assistance or MinnesotaCare that prohibit the use of elective inductions prior to 39
weeks' gestation, and adherence to such policies by the attending providers.
(b) For all births covered by medical assistance or MinnesotaCare on or after January 1, 2012, a payment
for professional services associated with the delivery of a child in a hospital must not be made unless the
provider has submitted information about the nature of the labor and delivery including any induction of
labor that was performed in conjunction with that specific birth. The information must be on a form prescribed
by the commissioner.
(c) The requirements in paragraph (b) must not apply to deliveries performed at a hospital that has
policies and processes in place that have been approved by the commissioner which prohibit elective
inductions prior to 39 weeks' gestation. A process for review of hospital induction policies must be established
by the commissioner and review of policies must occur at the discretion of the commissioner. The
commissioner's decision to approve or rescind approval must include verification and review of items
including, but not limited to:
(1) policies that prohibit use of elective inductions for gestation less than 39 weeks;
(2) policies that encourage providers to document and communicate with patients a final expected date
of delivery by 20 weeks' gestation that includes data from ultrasound measurements as applicable;
(3) policies that encourage patient education regarding elective inductions, and requires documentation
of the processes used to educate patients;
(4) ongoing quality improvement review as determined by the commissioner; and
(5) any data that has been collected by the commissioner.
(d) All hospitals must report annually to the commissioner induction information for all births that were
covered by medical assistance or MinnesotaCare in a format and manner to be established by the
commissioner.
(e) The commissioner at any time may choose not to implement or may discontinue any or all aspects
of the program if the commissioner is able to determine that hospitals representing at least 90 percent of
births covered by medical assistance or MinnesotaCare have approved policies in place.
(f) The commissioner of human services may discontinue the evidence-based childbirth program and
shall discontinue all affiliated reporting requirements established under this subdivision once the commissioner

Copyright © 2017 by the Revisor of Statutes, State of Minnesota. All Rights Reserved.

162
256B.0625

MINNESOTA STATUTES 2017

6

determines that hospitals representing at least 90 percent of births covered by medical assistance or
MinnesotaCare have approved policies and processes in place that prohibit elective inductions prior to 39
weeks' gestation.
Subd. 4. Outpatient and physician-directed clinic services. Medical assistance covers outpatient
hospital or physician-directed clinic services. The physician-directed clinic staff shall include at least two
physicians and all services shall be provided under the direct supervision of a physician. Hospital outpatient
departments are subject to the same limitations and reimbursements as other enrolled vendors for all services,
except initial triage, emergency services, and services not provided or immediately available in clinics,
physicians' offices, or by other enrolled providers. "Emergency services" means those medical services
required for the immediate diagnosis and treatment of medical conditions that, if not immediately diagnosed
and treated, could lead to serious physical or mental disability or death or are necessary to alleviate severe
pain. Neither the hospital, its employees, nor any physician or dentist, shall be liable in any action arising
out of a determination not to render emergency services or care if reasonable care is exercised in determining
the condition of the person, or in determining the appropriateness of the facilities, or the qualifications and
availability of personnel to render these services consistent with this section.
Subd. 4a. Second medical opinion for surgery. Certain surgeries require a second medical opinion to
confirm the necessity of the procedure, in order for reimbursement to be made. The commissioner shall
publish in the State Register a list of surgeries that require a second medical opinion and the criteria and
standards for deciding whether a surgery should require a second medical opinion. The list and the criteria
and standards are not subject to the requirements of sections 14.01 to 14.69. The commissioner's decision
about whether a second medical opinion is required, made according to rules governing that decision, is not
subject to administrative appeal.
Subd. 5. Community mental health center services. Medical assistance covers community mental
health center services provided by a community mental health center that meets the requirements in paragraphs
(a) to (j).
(a) The provider is licensed under Minnesota Rules, parts 9520.0750 to 9520.0870.
(b) The provider provides mental health services under the clinical supervision of a mental health
professional who is licensed for independent practice at the doctoral level or by a board-certified psychiatrist
or a psychiatrist who is eligible for board certification. Clinical supervision has the meaning given in
Minnesota Rules, part 9505.0370, subpart 6.
(c) The provider must be a private nonprofit corporation or a governmental agency and have a community
board of directors as specified by section 245.66.
(d) The provider must have a sliding fee scale that meets the requirements in section 245.481, and agree
to serve within the limits of its capacity all individuals residing in its service delivery area.
(e) At a minimum, the provider must provide the following outpatient mental health services: diagnostic
assessment; explanation of findings; family, group, and individual psychotherapy, including crisis intervention
psychotherapy services, multiple family group psychotherapy, psychological testing, and medication
management. In addition, the provider must provide or be capable of providing upon request of the local
mental health authority day treatment services and professional home-based mental health services. The
provider must have the capacity to provide such services to specialized populations such as the elderly,
families with children, persons who are seriously and persistently mentally ill, and children who are seriously
emotionally disturbed.
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(f) The provider must be capable of providing the services specified in paragraph (e) to individuals who
are diagnosed with both mental illness or emotional disturbance, and chemical dependency, and to individuals
dually diagnosed with a mental illness or emotional disturbance and developmental disability.
(g) The provider must provide 24-hour emergency care services or demonstrate the capacity to assist
recipients in need of such services to access such services on a 24-hour basis.
(h) The provider must have a contract with the local mental health authority to provide one or more of
the services specified in paragraph (e).
(i) The provider must agree, upon request of the local mental health authority, to enter into a contract
with the county to provide mental health services not reimbursable under the medical assistance program.
(j) The provider may not be enrolled with the medical assistance program as both a hospital and a
community mental health center. The community mental health center's administrative, organizational, and
financial structure must be separate and distinct from that of the hospital.
Subd. 5a. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5b. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5c. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5d. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5e. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5f. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5g. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5h. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5i. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5j. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5k. [Repealed, 2007 c 147 art 5 s 41]
Subd. 5l. Intensive mental health outpatient treatment. Medical assistance covers intensive mental
health outpatient treatment for dialectical behavioral therapy for adults. The commissioner shall establish:
(1) certification procedures to ensure that providers of these services are qualified; and
(2) treatment protocols including required service components and criteria for admission, continued
treatment, and discharge.
Subd. 6. [Repealed, 1991 c 292 art 7 s 26]
Subd. 6a. Home health services. Home health services are those services specified in Minnesota Rules,
part 9505.0295 and sections 256B.0651 and 256B.0653. Medical assistance covers home health services at
a recipient's home residence or in the community where normal life activities take the recipient. Medical
assistance does not cover home health services for residents of a hospital, nursing facility, or intermediate
care facility, unless the commissioner of human services has authorized skilled nurse visits for less than 90
days for a resident at an intermediate care facility for persons with developmental disabilities, to prevent an
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admission to a hospital or nursing facility or unless a resident who is otherwise eligible is on leave from the
facility and the facility either pays for the home health services or forgoes the facility per diem for the leave
days that home health services are used. Home health services must be provided by a Medicare certified
home health agency. All nursing and home health aide services must be provided according to sections
256B.0651 to 256B.0653.
Subd. 7. Home care nursing. Medical assistance covers home care nursing services in a recipient's
home. Recipients who are authorized to receive home care nursing services in their home may use approved
hours outside of the home during hours when normal life activities take them outside of their home. To use
home care nursing services at school, the recipient or responsible party must provide written authorization
in the care plan identifying the chosen provider and the daily amount of services to be used at school. Medical
assistance does not cover home care nursing services for residents of a hospital, nursing facility, intermediate
care facility, or a health care facility licensed by the commissioner of health, unless a resident who is otherwise
eligible is on leave from the facility and the facility either pays for the home care nursing services or forgoes
the facility per diem for the leave days that home care nursing services are used. Total hours of service and
payment allowed for services outside the home cannot exceed that which is otherwise allowed in an in-home
setting according to sections 256B.0651 and 256B.0654. All home care nursing services must be provided
according to the limits established under sections 256B.0651, 256B.0653, and 256B.0654. Home care nursing
services may not be reimbursed if the nurse is the family foster care provider of a recipient who is under
age 18, unless allowed under section 256B.0654, subdivision 4.
Subd. 8. Physical therapy. (a) Medical assistance covers physical therapy and related services.
Specialized maintenance therapy is covered for recipients age 20 and under.
(b) Services provided by a physical therapy assistant shall be reimbursed at the same rate as services
performed by a physical therapist when the services of the physical therapy assistant are provided under the
direction of a physical therapist who is on the premises. Services provided by a physical therapy assistant
that are provided under the direction of a physical therapist who is not on the premises shall be reimbursed
at 65 percent of the physical therapist rate.
Subd. 8a. Occupational therapy. (a) Medical assistance covers occupational therapy and related services.
Specialized maintenance therapy is covered for recipients age 20 and under.
(b) Services provided by an occupational therapy assistant shall be reimbursed at the same rate as services
performed by an occupational therapist when the services of the occupational therapy assistant are provided
under the direction of the occupational therapist who is on the premises. Services provided by an occupational
therapy assistant that are provided under the direction of an occupational therapist who is not on the premises
shall be reimbursed at 65 percent of the occupational therapist rate.
Subd. 8b. Speech-language pathology and audiology services. (a) Medical assistance covers
speech-language pathology and related services. Specialized maintenance therapy is covered for recipients
age 20 and under.
(b) Medical assistance covers audiology services and related services. Services provided by a person
who has been issued a temporary registration under section 148.5161 shall be reimbursed at the same rate
as services performed by a speech-language pathologist or audiologist as long as the requirements of section
148.5161, subdivision 3, are met.
Subd. 8c. Care management; rehabilitation services. (a) A care management approach for authorization
of rehabilitation services described in subdivisions 8, 8a, and 8b shall be instituted. The care management
approach shall require the provider and the department rehabilitation reviewer to work together directly
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through written communication, or telephone communication when appropriate, to establish a medically
necessary care management plan. Authorization for rehabilitation services shall include approval for up to
six months of services at a time without additional documentation from the provider during the extended
period, when the rehabilitation services are medically necessary due to an ongoing health condition.
(b) The commissioner shall implement an expedited five-day turnaround time to review authorization
requests for recipients who need emergency rehabilitation services.
Subd. 8d. Home infusion therapy services. Home infusion therapy services provided by home infusion
therapy pharmacies must be paid the lower of the submitted charge or the combined payment rates for
component services typically provided.
Subd. 8e. Chiropractic services. Payment for chiropractic services is limited to one annual evaluation
and 24 visits per year unless prior authorization of a greater number of visits is obtained.
Subd. 8f. Acupuncture services. Medical assistance covers acupuncture, as defined in section 147B.01,
subdivision 3, only when provided by a licensed acupuncturist or by another Minnesota licensed practitioner
for whom acupuncture is within the practitioner's scope of practice and who has specific acupuncture training
or credentialing.
Subd. 9. Dental services. (a) Medical assistance covers dental services.
(b) Medical assistance dental coverage for nonpregnant adults is limited to the following services:
(1) comprehensive exams, limited to once every five years;
(2) periodic exams, limited to one per year;
(3) limited exams;
(4) bitewing x-rays, limited to one per year;
(5) periapical x-rays;
(6) panoramic x-rays, limited to one every five years except (1) when medically necessary for the
diagnosis and follow-up of oral and maxillofacial pathology and trauma or (2) once every two years for
patients who cannot cooperate for intraoral film due to a developmental disability or medical condition that
does not allow for intraoral film placement;
(7) prophylaxis, limited to one per year;
(8) application of fluoride varnish, limited to one per year;
(9) posterior fillings, all at the amalgam rate;
(10) anterior fillings;
(11) endodontics, limited to root canals on the anterior and premolars only;
(12) removable prostheses, each dental arch limited to one every six years;
(13) oral surgery, limited to extractions, biopsies, and incision and drainage of abscesses;
(14) palliative treatment and sedative fillings for relief of pain; and
(15) full-mouth debridement, limited to one every five years.
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(c) In addition to the services specified in paragraph (b), medical assistance covers the following services
for adults, if provided in an outpatient hospital setting or freestanding ambulatory surgical center as part of
outpatient dental surgery:
(1) periodontics, limited to periodontal scaling and root planing once every two years;
(2) general anesthesia; and
(3) full-mouth survey once every five years.
(d) Medical assistance covers medically necessary dental services for children and pregnant women.
The following guidelines apply:
(1) posterior fillings are paid at the amalgam rate;
(2) application of sealants are covered once every five years per permanent molar for children only;
(3) application of fluoride varnish is covered once every six months; and
(4) orthodontia is eligible for coverage for children only.
(e) In addition to the services specified in paragraphs (b) and (c), medical assistance covers the following
services for adults:
(1) house calls or extended care facility calls for on-site delivery of covered services;
(2) behavioral management when additional staff time is required to accommodate behavioral challenges
and sedation is not used;
(3) oral or IV sedation, if the covered dental service cannot be performed safely without it or would
otherwise require the service to be performed under general anesthesia in a hospital or surgical center; and
(4) prophylaxis, in accordance with an appropriate individualized treatment plan, but no more than four
times per year.
(f) The commissioner shall not require prior authorization for the services included in paragraph (e),
clauses (1) to (3), and shall prohibit managed care and county-based purchasing plans from requiring prior
authorization for the services included in paragraph (e), clauses (1) to (3), when provided under sections
256B.69, 256B.692, and 256L.12.
Subd. 9a. Volunteer dental services. (a) A dentist not already enrolled as a medical assistance provider
who is providing volunteer dental services for an enrolled medical assistance dental provider that is a nonprofit
entity or government owned and not receiving payment for the services provided shall complete and submit
a volunteer agreement form developed by the commissioner. The volunteer agreement shall be used to enroll
the dentist in medical assistance only for the purpose of providing volunteer dental services. The volunteer
agreement must specify that a volunteer dentist:
(1) will not be listed in the Minnesota health care programs provider directory;
(2) will not receive payment for the services the volunteer dentist provides to Minnesota health care
program clients; and
(3) is not required to serve Minnesota health care program clients when providing nonvolunteer services
in a private practice.
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(b) A volunteer dentist enrolled under this subdivision as a fee-for-service provider shall not otherwise
be enrolled in or receive payments from Minnesota health care programs as a fee-for-service provider.
(c) The volunteer dentist shall be notified by the dental provider for which they are providing services
that medical assistance is being billed for the volunteer services provided.
Subd. 9b. Dental services provided by faculty members and resident dentists at a dental school. (a)
A dentist who is not enrolled as a medical assistance provider, is a faculty or adjunct member at the University
of Minnesota or a resident dentist licensed under section 150A.06, subdivision 1b, and is providing dental
services at a dental clinic owned or operated by the University of Minnesota, may be enrolled as a medical
assistance provider if the provider completes and submits to the commissioner an agreement form developed
by the commissioner. The agreement must specify that the faculty or adjunct member or resident dentist:
(1) will not receive payment for the services provided to medical assistance or MinnesotaCare enrollees
performed at the dental clinics owned or operated by the University of Minnesota;
(2) will not be listed in the medical assistance or MinnesotaCare provider directory; and
(3) is not required to serve medical assistance and MinnesotaCare enrollees when providing nonvolunteer
services in a private practice.
(b) A dentist or resident dentist enrolled under this subdivision as a fee-for-service provider shall not
otherwise be enrolled in or receive payments from medical assistance or MinnesotaCare as a fee-for-service
provider.
Subd. 10. Laboratory and x-ray services. Medical assistance covers laboratory and x-ray services.
Subd. 11. Nurse anesthetist services. Medical assistance covers nurse anesthetist services. Rates paid
for anesthesiology services provided by a certified registered nurse anesthetist under the direction of a
physician shall be according to the formula utilized in the Medicare program and shall use the conversion
factor that is used by the Medicare program. Rates paid for anesthesiology services provided by a certified
registered nurse anesthetist who is not directed by a physician shall be the same rate as paid under subdivision
3, paragraph (b).
Subd. 12. Eyeglasses, dentures, and prosthetic devices. Medical assistance covers eyeglasses, dentures,
and prosthetic devices if prescribed by a licensed practitioner.
Subd. 13. Drugs. (a) Medical assistance covers drugs, except for fertility drugs when specifically used
to enhance fertility, if prescribed by a licensed practitioner and dispensed by a licensed pharmacist, by a
physician enrolled in the medical assistance program as a dispensing physician, or by a physician, physician
assistant, or a nurse practitioner employed by or under contract with a community health board as defined
in section 145A.02, subdivision 5, for the purposes of communicable disease control.
(b) The dispensed quantity of a prescription drug must not exceed a 34-day supply, unless authorized
by the commissioner.
(c) For the purpose of this subdivision and subdivision 13d, an "active pharmaceutical ingredient" is
defined as a substance that is represented for use in a drug and when used in the manufacturing, processing,
or packaging of a drug becomes an active ingredient of the drug product. An "excipient" is defined as an
inert substance used as a diluent or vehicle for a drug. The commissioner shall establish a list of active
pharmaceutical ingredients and excipients which are included in the medical assistance formulary. Medical
assistance covers selected active pharmaceutical ingredients and excipients used in compounded prescriptions
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when the compounded combination is specifically approved by the commissioner or when a commercially
available product:
(1) is not a therapeutic option for the patient;
(2) does not exist in the same combination of active ingredients in the same strengths as the compounded
prescription; and
(3) cannot be used in place of the active pharmaceutical ingredient in the compounded prescription.
(d) Medical assistance covers the following over-the-counter drugs when prescribed by a licensed
practitioner or by a licensed pharmacist who meets standards established by the commissioner, in consultation
with the board of pharmacy: antacids, acetaminophen, family planning products, aspirin, insulin, products
for the treatment of lice, vitamins for adults with documented vitamin deficiencies, vitamins for children
under the age of seven and pregnant or nursing women, and any other over-the-counter drug identified by
the commissioner, in consultation with the formulary committee, as necessary, appropriate, and cost-effective
for the treatment of certain specified chronic diseases, conditions, or disorders, and this determination shall
not be subject to the requirements of chapter 14. A pharmacist may prescribe over-the-counter medications
as provided under this paragraph for purposes of receiving reimbursement under Medicaid. When prescribing
over-the-counter drugs under this paragraph, licensed pharmacists must consult with the recipient to determine
necessity, provide drug counseling, review drug therapy for potential adverse interactions, and make referrals
as needed to other health care professionals. Over-the-counter medications must be dispensed in a quantity
that is the lowest of: (1) the number of dosage units contained in the manufacturer's original package; (2)
the number of dosage units required to complete the patient's course of therapy; or (3) if applicable, the
number of dosage units dispensed from a system using retrospective billing, as provided under subdivision
13e, paragraph (b).
(e) Effective January 1, 2006, medical assistance shall not cover drugs that are coverable under Medicare
Part D as defined in the Medicare Prescription Drug, Improvement, and Modernization Act of 2003, Public
Law 108-173, section 1860D-2(e), for individuals eligible for drug coverage as defined in the Medicare
Prescription Drug, Improvement, and Modernization Act of 2003, Public Law 108-173, section
1860D-1(a)(3)(A). For these individuals, medical assistance may cover drugs from the drug classes listed
in United States Code, title 42, section 1396r-8(d)(2), subject to this subdivision and subdivisions 13a to
13g, except that drugs listed in United States Code, title 42, section 1396r-8(d)(2)(E), shall not be covered.
(f) Medical assistance covers drugs acquired through the federal 340B Drug Pricing Program and
dispensed by 340B covered entities and ambulatory pharmacies under common ownership of the 340B
covered entity. Medical assistance does not cover drugs acquired through the federal 340B Drug Pricing
Program and dispensed by 340B contract pharmacies.
[See Note.]
Subd. 13a. [Repealed, 2007 c 133 art 2 s 13]
Subd. 13b. [Repealed, 1997 c 203 art 4 s 73]
Subd. 13c. Formulary Committee. The commissioner, after receiving recommendations from
professional medical associations and professional pharmacy associations, and consumer groups shall
designate a Formulary Committee to carry out duties as described in subdivisions 13 to 13g. The Formulary
Committee shall be comprised of four licensed physicians actively engaged in the practice of medicine in
Minnesota one of whom must be actively engaged in the treatment of persons with mental illness; at least
three licensed pharmacists actively engaged in the practice of pharmacy in Minnesota; and one consumer
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representative; the remainder to be made up of health care professionals who are licensed in their field and
have recognized knowledge in the clinically appropriate prescribing, dispensing, and monitoring of covered
outpatient drugs. Members of the Formulary Committee shall not be employed by the Department of Human
Services, but the committee shall be staffed by an employee of the department who shall serve as an ex
officio, nonvoting member of the committee. The department's medical director shall also serve as an ex
officio, nonvoting member for the committee. Committee members shall serve three-year terms and may
be reappointed by the commissioner. The Formulary Committee shall meet at least twice per year. The
commissioner may require more frequent Formulary Committee meetings as needed. An honorarium of
$100 per meeting and reimbursement for mileage shall be paid to each committee member in attendance.
The Formulary Committee expires June 30, 2018.
Subd. 13d. Drug formulary. (a) The commissioner shall establish a drug formulary. Its establishment
and publication shall not be subject to the requirements of the Administrative Procedure Act, but the Formulary
Committee shall review and comment on the formulary contents.
(b) The formulary shall not include:
(1) drugs, active pharmaceutical ingredients, or products for which there is no federal funding;
(2) over-the-counter drugs, except as provided in subdivision 13;
(3) drugs or active pharmaceutical ingredients used for weight loss, except that medically necessary
lipase inhibitors may be covered for a recipient with type II diabetes;
(4) drugs or active pharmaceutical ingredients when used for the treatment of impotence or erectile
dysfunction;
(5) drugs or active pharmaceutical ingredients for which medical value has not been established;
(6) drugs from manufacturers who have not signed a rebate agreement with the Department of Health
and Human Services pursuant to section 1927 of title XIX of the Social Security Act; and
(7) medical cannabis as defined in section 152.22, subdivision 6.
(c) If a single-source drug used by at least two percent of the fee-for-service medical assistance recipients
is removed from the formulary due to the failure of the manufacturer to sign a rebate agreement with the
Department of Health and Human Services, the commissioner shall notify prescribing practitioners within
30 days of receiving notification from the Centers for Medicare and Medicaid Services (CMS) that a rebate
agreement was not signed.
Subd. 13e. Payment rates. (a) The basis for determining the amount of payment shall be the lower of
the actual acquisition costs of the drugs or the maximum allowable cost by the commissioner plus the fixed
dispensing fee; or the usual and customary price charged to the public. The amount of payment basis must
be reduced to reflect all discount amounts applied to the charge by any provider/insurer agreement or contract
for submitted charges to medical assistance programs. The net submitted charge may not be greater than the
patient liability for the service. The pharmacy dispensing fee shall be $3.65 for legend prescription drugs,
except that the dispensing fee for intravenous solutions which must be compounded by the pharmacist shall
be $8 per bag, $14 per bag for cancer chemotherapy products, and $30 per bag for total parenteral nutritional
products dispensed in one liter quantities, or $44 per bag for total parenteral nutritional products dispensed
in quantities greater than one liter. The pharmacy dispensing fee for over-the-counter drugs shall be $3.65,
except that the fee shall be $1.31 for retrospectively billing pharmacies when billing for quantities less than
the number of units contained in the manufacturer's original package. Actual acquisition cost includes
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quantity and other special discounts except time and cash discounts. The actual acquisition cost of a drug
shall be estimated by the commissioner at wholesale acquisition cost plus four percent for independently
owned pharmacies located in a designated rural area within Minnesota, and at wholesale acquisition cost
plus two percent for all other pharmacies. A pharmacy is "independently owned" if it is one of four or fewer
pharmacies under the same ownership nationally. A "designated rural area" means an area defined as a small
rural area or isolated rural area according to the four-category classification of the Rural Urban Commuting
Area system developed for the United States Health Resources and Services Administration. Effective
January 1, 2014, the actual acquisition cost of a drug acquired through the federal 340B Drug Pricing Program
shall be estimated by the commissioner at wholesale acquisition cost minus 40 percent. Wholesale acquisition
cost is defined as the manufacturer's list price for a drug or biological to wholesalers or direct purchasers in
the United States, not including prompt pay or other discounts, rebates, or reductions in price, for the most
recent month for which information is available, as reported in wholesale price guides or other publications
of drug or biological pricing data. The maximum allowable cost of a multisource drug may be set by the
commissioner and it shall be comparable to, but no higher than, the maximum amount paid by other third-party
payors in this state who have maximum allowable cost programs. Establishment of the amount of payment
for drugs shall not be subject to the requirements of the Administrative Procedure Act.
(b) Pharmacies dispensing prescriptions to residents of long-term care facilities using an automated drug
distribution system meeting the requirements of section 151.58, or a packaging system meeting the packaging
standards set forth in Minnesota Rules, part 6800.2700, that govern the return of unused drugs to the pharmacy
for reuse, may employ retrospective billing for prescription drugs dispensed to long-term care facility
residents. A retrospectively billing pharmacy must submit a claim only for the quantity of medication used
by the enrolled recipient during the defined billing period. A retrospectively billing pharmacy must use a
billing period not less than one calendar month or 30 days.
(c) An additional dispensing fee of $.30 may be added to the dispensing fee paid to pharmacists for
legend drug prescriptions dispensed to residents of long-term care facilities when a unit dose blister card
system, approved by the department, is used. Under this type of dispensing system, the pharmacist must
dispense a 30-day supply of drug. The National Drug Code (NDC) from the drug container used to fill the
blister card must be identified on the claim to the department. The unit dose blister card containing the drug
must meet the packaging standards set forth in Minnesota Rules, part 6800.2700, that govern the return of
unused drugs to the pharmacy for reuse. A pharmacy provider using packaging that meets the standards set
forth in Minnesota Rules, part 6800.2700, is required to credit the department for the actual acquisition cost
of all unused drugs that are eligible for reuse, unless the pharmacy is using retrospective billing. The
commissioner may permit the drug clozapine to be dispensed in a quantity that is less than a 30-day supply.
(d) Whenever a maximum allowable cost has been set for a multisource drug, payment shall be the lower
of the usual and customary price charged to the public or the maximum allowable cost established by the
commissioner unless prior authorization for the brand name product has been granted according to the criteria
established by the Drug Formulary Committee as required by subdivision 13f, paragraph (a), and the prescriber
has indicated "dispense as written" on the prescription in a manner consistent with section 151.21, subdivision
2.
(e) The basis for determining the amount of payment for drugs administered in an outpatient setting
shall be the lower of the usual and customary cost submitted by the provider, 106 percent of the average
sales price as determined by the United States Department of Health and Human Services pursuant to title
XVIII, section 1847a of the federal Social Security Act, the specialty pharmacy rate, or the maximum
allowable cost set by the commissioner. If average sales price is unavailable, the amount of payment must
be lower of the usual and customary cost submitted by the provider, the wholesale acquisition cost, the
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specialty pharmacy rate, or the maximum allowable cost set by the commissioner. Effective January 1, 2014,
the commissioner shall discount the payment rate for drugs obtained through the federal 340B Drug Pricing
Program by 20 percent. The payment for drugs administered in an outpatient setting shall be made to the
administering facility or practitioner. A retail or specialty pharmacy dispensing a drug for administration in
an outpatient setting is not eligible for direct reimbursement.
(f) The commissioner may negotiate lower reimbursement rates for specialty pharmacy products than
the rates specified in paragraph (a). The commissioner may require individuals enrolled in the health care
programs administered by the department to obtain specialty pharmacy products from providers with whom
the commissioner has negotiated lower reimbursement rates. Specialty pharmacy products are defined as
those used by a small number of recipients or recipients with complex and chronic diseases that require
expensive and challenging drug regimens. Examples of these conditions include, but are not limited to:
multiple sclerosis, HIV/AIDS, transplantation, hepatitis C, growth hormone deficiency, Crohn's Disease,
rheumatoid arthritis, and certain forms of cancer. Specialty pharmaceutical products include injectable and
infusion therapies, biotechnology drugs, antihemophilic factor products, high-cost therapies, and therapies
that require complex care. The commissioner shall consult with the formulary committee to develop a list
of specialty pharmacy products subject to this paragraph. In consulting with the formulary committee in
developing this list, the commissioner shall take into consideration the population served by specialty
pharmacy products, the current delivery system and standard of care in the state, and access to care issues.
The commissioner shall have the discretion to adjust the reimbursement rate to prevent access to care issues.
(g) Home infusion therapy services provided by home infusion therapy pharmacies must be paid at rates
according to subdivision 8d.
[See Note.]
Subd. 13f. Prior authorization. (a) The Formulary Committee shall review and recommend drugs
which require prior authorization. The Formulary Committee shall establish general criteria to be used for
the prior authorization of brand-name drugs for which generically equivalent drugs are available, but the
committee is not required to review each brand-name drug for which a generically equivalent drug is available.
(b) Prior authorization may be required by the commissioner before certain formulary drugs are eligible
for payment. The Formulary Committee may recommend drugs for prior authorization directly to the
commissioner. The commissioner may also request that the Formulary Committee review a drug for prior
authorization. Before the commissioner may require prior authorization for a drug:
(1) the commissioner must provide information to the Formulary Committee on the impact that placing
the drug on prior authorization may have on the quality of patient care and on program costs, information
regarding whether the drug is subject to clinical abuse or misuse, and relevant data from the state Medicaid
program if such data is available;
(2) the Formulary Committee must review the drug, taking into account medical and clinical data and
the information provided by the commissioner; and
(3) the Formulary Committee must hold a public forum and receive public comment for an additional
15 days.
The commissioner must provide a 15-day notice period before implementing the prior authorization.
(c) Except as provided in subdivision 13j, prior authorization shall not be required or utilized for any
atypical antipsychotic drug prescribed for the treatment of mental illness if:
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(1) there is no generically equivalent drug available; and
(2) the drug was initially prescribed for the recipient prior to July 1, 2003; or
(3) the drug is part of the recipient's current course of treatment.
This paragraph applies to any multistate preferred drug list or supplemental drug rebate program established
or administered by the commissioner. Prior authorization shall automatically be granted for 60 days for
brand name drugs prescribed for treatment of mental illness within 60 days of when a generically equivalent
drug becomes available, provided that the brand name drug was part of the recipient's course of treatment
at the time the generically equivalent drug became available.
(d) Prior authorization shall not be required or utilized for any antihemophilic factor drug prescribed
for the treatment of hemophilia and blood disorders where there is no generically equivalent drug available
if the prior authorization is used in conjunction with any supplemental drug rebate program or multistate
preferred drug list established or administered by the commissioner.
(e) The commissioner may require prior authorization for brand name drugs whenever a generically
equivalent product is available, even if the prescriber specifically indicates "dispense as written-brand
necessary" on the prescription as required by section 151.21, subdivision 2.
(f) Notwithstanding this subdivision, the commissioner may automatically require prior authorization,
for a period not to exceed 180 days, for any drug that is approved by the United States Food and Drug
Administration on or after July 1, 2005. The 180-day period begins no later than the first day that a drug is
available for shipment to pharmacies within the state. The Formulary Committee shall recommend to the
commissioner general criteria to be used for the prior authorization of the drugs, but the committee is not
required to review each individual drug. In order to continue prior authorizations for a drug after the 180-day
period has expired, the commissioner must follow the provisions of this subdivision.
Subd. 13g. Preferred drug list. (a) The commissioner shall adopt and implement a preferred drug list
by January 1, 2004. The commissioner may enter into a contract with a vendor for the purpose of participating
in a preferred drug list and supplemental rebate program. The commissioner shall ensure that any contract
meets all federal requirements and maximizes federal financial participation. The commissioner shall publish
the preferred drug list annually in the State Register and shall maintain an accurate and up-to-date list on
the agency Web site.
(b) The commissioner may add to, delete from, and otherwise modify the preferred drug list, after
consulting with the Formulary Committee and appropriate medical specialists and providing public notice
and the opportunity for public comment.
(c) The commissioner shall adopt and administer the preferred drug list as part of the administration of
the supplemental drug rebate program. Reimbursement for prescription drugs not on the preferred drug list
may be subject to prior authorization.
(d) For purposes of this subdivision, "preferred drug list" means a list of prescription drugs within
designated therapeutic classes selected by the commissioner, for which prior authorization based on the
identity of the drug or class is not required.
(e) The commissioner shall seek any federal waivers or approvals necessary to implement this subdivision.
Subd. 13h. Medication therapy management services. (a) Medical assistance covers medication
therapy management services for a recipient taking prescriptions to treat or prevent one or more chronic
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medical conditions. For purposes of this subdivision, "medication therapy management" means the provision
of the following pharmaceutical care services by a licensed pharmacist to optimize the therapeutic outcomes
of the patient's medications:
(1) performing or obtaining necessary assessments of the patient's health status;
(2) formulating a medication treatment plan;
(3) monitoring and evaluating the patient's response to therapy, including safety and effectiveness;
(4) performing a comprehensive medication review to identify, resolve, and prevent medication-related
problems, including adverse drug events;
(5) documenting the care delivered and communicating essential information to the patient's other
primary care providers;
(6) providing verbal education and training designed to enhance patient understanding and appropriate
use of the patient's medications;
(7) providing information, support services, and resources designed to enhance patient adherence with
the patient's therapeutic regimens; and
(8) coordinating and integrating medication therapy management services within the broader health care
management services being provided to the patient.
Nothing in this subdivision shall be construed to expand or modify the scope of practice of the pharmacist
as defined in section 151.01, subdivision 27.
(b) To be eligible for reimbursement for services under this subdivision, a pharmacist must meet the
following requirements:
(1) have a valid license issued by the Board of Pharmacy of the state in which the medication therapy
management service is being performed;
(2) have graduated from an accredited college of pharmacy on or after May 1996, or completed a
structured and comprehensive education program approved by the Board of Pharmacy and the American
Council of Pharmaceutical Education for the provision and documentation of pharmaceutical care management
services that has both clinical and didactic elements;
(3) be practicing in an ambulatory care setting as part of a multidisciplinary team or have developed a
structured patient care process that is offered in a private or semiprivate patient care area that is separate
from the commercial business that also occurs in the setting, or in home settings, including long-term care
settings, group homes, and facilities providing assisted living services, but excluding skilled nursing facilities;
and
(4) make use of an electronic patient record system that meets state standards.
(c) For purposes of reimbursement for medication therapy management services, the commissioner may
enroll individual pharmacists as medical assistance providers. The commissioner may also establish contact
requirements between the pharmacist and recipient, including limiting the number of reimbursable
consultations per recipient.
(d) If there are no pharmacists who meet the requirements of paragraph (b) practicing within a reasonable
geographic distance of the patient, a pharmacist who meets the requirements may provide the services via
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two-way interactive video. Reimbursement shall be at the same rates and under the same conditions that
would otherwise apply to the services provided. To qualify for reimbursement under this paragraph, the
pharmacist providing the services must meet the requirements of paragraph (b), and must be located within
an ambulatory care setting that meets the requirements of paragraph (b), clause (3). The patient must also
be located within an ambulatory care setting that meets the requirements of paragraph (b), clause (3). Services
provided under this paragraph may not be transmitted into the patient's residence.
(e) Medication therapy management services may be delivered into a patient's residence via secure
interactive video if the medication therapy management services are performed electronically during a
covered home care visit by an enrolled provider. Reimbursement shall be at the same rates and under the
same conditions that would otherwise apply to the services provided. To qualify for reimbursement under
this paragraph, the pharmacist providing the services must meet the requirements of paragraph (b) and must
be located within an ambulatory care setting that meets the requirements of paragraph (b), clause (3).
Subd. 13i. Drug Utilization Review Board; report. (a) A nine-member Drug Utilization Review Board
is established. The board must be comprised of at least three but no more than four licensed physicians
actively engaged in the practice of medicine in Minnesota; at least three licensed pharmacists actively
engaged in the practice of pharmacy in Minnesota; and one consumer representative. The remainder must
be made up of health care professionals who are licensed in their field and have recognized knowledge in
the clinically appropriate prescribing, dispensing, and monitoring of covered outpatient drugs. Members of
the board must be appointed by the commissioner, shall serve three-year terms, and may be reappointed by
the commissioner. The board shall annually elect a chair from among its members.
(b) The board must be staffed by an employee of the department who shall serve as an ex officio nonvoting
member of the board.
(c) The commissioner shall, with the advice of the board:
(1) implement a medical assistance retrospective and prospective drug utilization review program as
required by United States Code, title 42, section 1396r-8, subsection (g), paragraph (3);
(2) develop and implement the predetermined criteria and practice parameters for appropriate prescribing
to be used in retrospective and prospective drug utilization review;
(3) develop, select, implement, and assess interventions for physicians, pharmacists, and patients that
are educational and not punitive in nature;
(4) establish a grievance and appeals process for physicians and pharmacists under this section;
(5) publish and disseminate educational information to physicians and pharmacists regarding the board
and the review program;
(6) adopt and implement procedures designed to ensure the confidentiality of any information collected,
stored, retrieved, assessed, or analyzed by the board, staff to the board, or contractors to the review program
that identifies individual physicians, pharmacists, or recipients;
(7) establish and implement an ongoing process to:
(i) receive public comment regarding drug utilization review criteria and standards; and
(ii) consider the comments along with other scientific and clinical information in order to revise criteria
and standards on a timely basis; and
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(8) adopt any rules necessary to carry out this section.
(d) The board may establish advisory committees. The commissioner may contract with appropriate
organizations to assist the board in carrying out the board's duties. The commissioner may enter into contracts
for services to develop and implement a retrospective and prospective review program.
(e) The board shall report to the commissioner annually on the date the drug utilization review annual
report is due to the Centers for Medicare and Medicaid Services. This report must cover the preceding federal
fiscal year. The commissioner shall make the report available to the public upon request. The report must
include information on the activities of the board and the program; the effectiveness of implemented
interventions; administrative costs; and any fiscal impact resulting from the program. An honorarium of
$100 per meeting and reimbursement for mileage must be paid to each board member in attendance.
(f) This subdivision is exempt from the provisions of section 15.059.
Subd. 13j. Antipsychotic and attention deficit disorder and attention deficit hyperactivity disorder
medications. (a) The commissioner, in consultation with the Drug Utilization Review Board established in
subdivision 13i and actively practicing pediatric mental health professionals, must:
(1) identify recommended pediatric dose ranges for atypical antipsychotic drugs and drugs used for
attention deficit disorder or attention deficit hyperactivity disorder based on available medical, clinical, and
safety data and research. The commissioner shall periodically review the list of medications and pediatric
dose ranges and update the medications and doses listed as needed after consultation with the Drug Utilization
Review Board;
(2) identify situations where a collaborative psychiatric consultation and prior authorization should be
required before the initiation or continuation of drug therapy in pediatric patients including, but not limited
to, high-dose regimens, off-label use of prescription medication, a patient's young age, and lack of coordination
among multiple prescribing providers; and
(3) track prescriptive practices and the use of psychotropic medications in children with the goal of
reducing the use of medication, where appropriate.
(b) Effective July 1, 2011, the commissioner shall require prior authorization and a collaborative
psychiatric consultation before an atypical antipsychotic and attention deficit disorder and attention deficit
hyperactivity disorder medication meeting the criteria identified in paragraph (a), clause (2), is eligible for
payment. A collaborative psychiatric consultation must be completed before the identified medications are
eligible for payment unless:
(1) the patient has already been stabilized on the medication regimen; or
(2) the prescriber indicates that the child is in crisis.
If clause (1) or (2) applies, the collaborative psychiatric consultation must be completed within 90 days for
payment to continue.
(c) For purposes of this subdivision, a collaborative psychiatric consultation must meet the criteria
described in section 245.4862, subdivision 4.
Subd. 14. Diagnostic, screening, and preventive services. (a) Medical assistance covers diagnostic,
screening, and preventive services.
(b) "Preventive services" include services related to pregnancy, including:
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(1) services for those conditions which may complicate a pregnancy and which may be available to a
pregnant woman determined to be at risk of poor pregnancy outcome;
(2) prenatal HIV risk assessment, education, counseling, and testing; and
(3) alcohol abuse assessment, education, and counseling on the effects of alcohol usage while pregnant.
Preventive services available to a woman at risk of poor pregnancy outcome may differ in an amount,
duration, or scope from those available to other individuals eligible for medical assistance.
(c) "Screening services" include, but are not limited to, blood lead tests.
(d) The commissioner shall encourage, at the time of the child and teen checkup or at an episodic care
visit, the primary care health care provider to perform primary caries preventive services. Primary caries
preventive services include, at a minimum:
(1) a general visual examination of the child's mouth without using probes or other dental equipment or
taking radiographs;
(2) a risk assessment using the factors established by the American Academies of Pediatrics and Pediatric
Dentistry; and
(3) the application of a fluoride varnish beginning at age one to those children assessed by the provider
as being high risk in accordance with best practices as defined by the Department of Human Services. The
provider must obtain parental or legal guardian consent before a fluoride varnish is applied to a minor child's
teeth.
At each checkup, if primary caries preventive services are provided, the provider must provide to the child's
parent or legal guardian: information on caries etiology and prevention; and information on the importance
of finding a dental home for their child by the age of one. The provider must also advise the parent or legal
guardian to contact the child's managed care plan or the Department of Human Services in order to secure
a dental appointment with a dentist. The provider must indicate in the child's medical record that the parent
or legal guardian was provided with this information and document any primary caries prevention services
provided to the child.
Subd. 15. Health plan premiums and co-payments. (a) Medical assistance covers health care
prepayment plan premiums, insurance premiums, and co-payments if determined to be cost-effective by the
commissioner. For purposes of obtaining Medicare Part A and Part B, and co-payments, expenditures may
be made even if federal funding is not available.
(b) Effective for all premiums due on or after June 30, 1997, medical assistance does not cover premiums
that a recipient is required to pay under a qualified or Medicare supplement plan issued by the Minnesota
Comprehensive Health Association. Medical assistance shall continue to cover premiums for recipients who
are covered under a plan issued by the Minnesota Comprehensive Health Association on June 30, 1997, for
a period of six months following receipt of the notice of termination or until December 31, 1997, whichever
is later.
Subd. 16. Abortion services. Medical assistance covers abortion services, but only if one of the following
conditions is met:
(a) The abortion is a medical necessity. "Medical necessity" means (1) the signed written statement of
two physicians indicating the abortion is medically necessary to prevent the death of the mother, and (2) the
patient has given her consent to the abortion in writing unless the patient is physically or legally incapable
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of providing informed consent to the procedure, in which case consent will be given as otherwise provided
by law;
(b) The pregnancy is the result of criminal sexual conduct as defined in section 609.342, clauses (c),
(d), (e)(i), and (f), and the incident is reported within 48 hours after the incident occurs to a valid law
enforcement agency for investigation, unless the victim is physically unable to report the criminal sexual
conduct, in which case the report shall be made within 48 hours after the victim becomes physically able to
report the criminal sexual conduct; or
(c) The pregnancy is the result of incest, but only if the incident and relative are reported to a valid law
enforcement agency for investigation prior to the abortion.
[See Note.]
Subd. 17. Transportation costs. (a) "Nonemergency medical transportation service" means motor
vehicle transportation provided by a public or private person that serves Minnesota health care program
beneficiaries who do not require emergency ambulance service, as defined in section 144E.001, subdivision
3, to obtain covered medical services.
(b) Medical assistance covers medical transportation costs incurred solely for obtaining emergency
medical care or transportation costs incurred by eligible persons in obtaining emergency or nonemergency
medical care when paid directly to an ambulance company, nonemergency medical transportation company,
or other recognized providers of transportation services. Medical transportation must be provided by:
(1) nonemergency medical transportation providers who meet the requirements of this subdivision;
(2) ambulances, as defined in section 144E.001, subdivision 2;
(3) taxicabs that meet the requirements of this subdivision;
(4) public transit, as defined in section 174.22, subdivision 7; or
(5) not-for-hire vehicles, including volunteer drivers.
(c) Medical assistance covers nonemergency medical transportation provided by nonemergency medical
transportation providers enrolled in the Minnesota health care programs. All nonemergency medical
transportation providers must comply with the operating standards for special transportation service as
defined in sections 174.29 to 174.30 and Minnesota Rules, chapter 8840, and in consultation with the
Minnesota Department of Transportation. All nonemergency medical transportation providers shall bill for
nonemergency medical transportation services in accordance with Minnesota health care programs criteria.
Publicly operated transit systems, volunteers, and not-for-hire vehicles are exempt from the requirements
outlined in this paragraph.
(d) An organization may be terminated, denied, or suspended from enrollment if:
(1) the provider has not initiated background studies on the individuals specified in section 174.30,
subdivision 10, paragraph (a), clauses (1) to (3); or
(2) the provider has initiated background studies on the individuals specified in section 174.30, subdivision
10, paragraph (a), clauses (1) to (3), and:
(i) the commissioner has sent the provider a notice that the individual has been disqualified under section
245C.14; and
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(ii) the individual has not received a disqualification set-aside specific to the special transportation
services provider under sections 245C.22 and 245C.23.
(e) The administrative agency of nonemergency medical transportation must:
(1) adhere to the policies defined by the commissioner in consultation with the Nonemergency Medical
Transportation Advisory Committee;
(2) pay nonemergency medical transportation providers for services provided to Minnesota health care
programs beneficiaries to obtain covered medical services;
(3) provide data monthly to the commissioner on appeals, complaints, no-shows, canceled trips, and
number of trips by mode; and
(4) by July 1, 2016, in accordance with subdivision 18e, utilize a Web-based single administrative
structure assessment tool that meets the technical requirements established by the commissioner, reconciles
trip information with claims being submitted by providers, and ensures prompt payment for nonemergency
medical transportation services.
(f) Until the commissioner implements the single administrative structure and delivery system under
subdivision 18e, clients shall obtain their level-of-service certificate from the commissioner or an entity
approved by the commissioner that does not dispatch rides for clients using modes of transportation under
paragraph (i), clauses (4), (5), (6), and (7).
(g) The commissioner may use an order by the recipient's attending physician or a medical or mental
health professional to certify that the recipient requires nonemergency medical transportation services.
Nonemergency medical transportation providers shall perform driver-assisted services for eligible individuals,
when appropriate. Driver-assisted service includes passenger pickup at and return to the individual's residence
or place of business, assistance with admittance of the individual to the medical facility, and assistance in
passenger securement or in securing of wheelchairs, child seats, or stretchers in the vehicle.
Nonemergency medical transportation providers must take clients to the health care provider using the
most direct route, and must not exceed 30 miles for a trip to a primary care provider or 60 miles for a trip
to a specialty care provider, unless the client receives authorization from the local agency.
Nonemergency medical transportation providers may not bill for separate base rates for the continuation
of a trip beyond the original destination. Nonemergency medical transportation providers must maintain trip
logs, which include pickup and drop-off times, signed by the medical provider or client, whichever is deemed
most appropriate, attesting to mileage traveled to obtain covered medical services. Clients requesting client
mileage reimbursement must sign the trip log attesting mileage traveled to obtain covered medical services.
(h) The administrative agency shall use the level of service process established by the commissioner in
consultation with the Nonemergency Medical Transportation Advisory Committee to determine the client's
most appropriate mode of transportation. If public transit or a certified transportation provider is not available
to provide the appropriate service mode for the client, the client may receive a onetime service upgrade.
(i) The covered modes of transportation are:
(1) client reimbursement, which includes client mileage reimbursement provided to clients who have
their own transportation, or to family or an acquaintance who provides transportation to the client;
(2) volunteer transport, which includes transportation by volunteers using their own vehicle;
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(3) unassisted transport, which includes transportation provided to a client by a taxicab or public transit.
If a taxicab or public transit is not available, the client can receive transportation from another nonemergency
medical transportation provider;
(4) assisted transport, which includes transport provided to clients who require assistance by a
nonemergency medical transportation provider;
(5) lift-equipped/ramp transport, which includes transport provided to a client who is dependent on a
device and requires a nonemergency medical transportation provider with a vehicle containing a lift or ramp;
(6) protected transport, which includes transport provided to a client who has received a prescreening
that has deemed other forms of transportation inappropriate and who requires a provider: (i) with a protected
vehicle that is not an ambulance or police car and has safety locks, a video recorder, and a transparent
thermoplastic partition between the passenger and the vehicle driver; and (ii) who is certified as a protected
transport provider; and
(7) stretcher transport, which includes transport for a client in a prone or supine position and requires a
nonemergency medical transportation provider with a vehicle that can transport a client in a prone or supine
position.
(j) The local agency shall be the single administrative agency and shall administer and reimburse for
modes defined in paragraph (i) according to paragraphs (m) and (n) when the commissioner has developed,
made available, and funded the Web-based single administrative structure, assessment tool, and level of
need assessment under subdivision 18e. The local agency's financial obligation is limited to funds provided
by the state or federal government.
(k) The commissioner shall:
(1) in consultation with the Nonemergency Medical Transportation Advisory Committee, verify that
the mode and use of nonemergency medical transportation is appropriate;
(2) verify that the client is going to an approved medical appointment; and
(3) investigate all complaints and appeals.
(l) The administrative agency shall pay for the services provided in this subdivision and seek
reimbursement from the commissioner, if appropriate. As vendors of medical care, local agencies are subject
to the provisions in section 256B.041, the sanctions and monetary recovery actions in section 256B.064,
and Minnesota Rules, parts 9505.2160 to 9505.2245.
(m) Payments for nonemergency medical transportation must be paid based on the client's assessed
mode under paragraph (h), not the type of vehicle used to provide the service. The medical assistance
reimbursement rates for nonemergency medical transportation services that are payable by or on behalf of
the commissioner for nonemergency medical transportation services are:
(1) $0.22 per mile for client reimbursement;
(2) up to 100 percent of the Internal Revenue Service business deduction rate for volunteer transport;
(3) equivalent to the standard fare for unassisted transport when provided by public transit, and $11 for
the base rate and $1.30 per mile when provided by a nonemergency medical transportation provider;
(4) $13 for the base rate and $1.30 per mile for assisted transport;
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(5) $18 for the base rate and $1.55 per mile for lift-equipped/ramp transport;
(6) $75 for the base rate and $2.40 per mile for protected transport; and
(7) $60 for the base rate and $2.40 per mile for stretcher transport, and $9 per trip for an additional
attendant if deemed medically necessary.
(n) The base rate for nonemergency medical transportation services in areas defined under RUCA to be
super rural is equal to 111.3 percent of the respective base rate in paragraph (m), clauses (1) to (7). The
mileage rate for nonemergency medical transportation services in areas defined under RUCA to be rural or
super rural areas is:
(1) for a trip equal to 17 miles or less, equal to 125 percent of the respective mileage rate in paragraph
(m), clauses (1) to (7); and
(2) for a trip between 18 and 50 miles, equal to 112.5 percent of the respective mileage rate in paragraph
(m), clauses (1) to (7).
(o) For purposes of reimbursement rates for nonemergency medical transportation services under
paragraphs (m) and (n), the zip code of the recipient's place of residence shall determine whether the urban,
rural, or super rural reimbursement rate applies.
(p) For purposes of this subdivision, "rural urban commuting area" or "RUCA" means a census-tract
based classification system under which a geographical area is determined to be urban, rural, or super rural.
(q) The commissioner, when determining reimbursement rates for nonemergency medical transportation
under paragraphs (m) and (n), shall exempt all modes of transportation listed under paragraph (i) from
Minnesota Rules, part 9505.0445, item R, subitem (2).
Subd. 17a. Payment for ambulance services. (a) Medical assistance covers ambulance services.
Providers shall bill ambulance services according to Medicare criteria. Nonemergency ambulance services
shall not be paid as emergencies. Effective for services rendered on or after July 1, 2001, medical assistance
payments for ambulance services shall be paid at the Medicare reimbursement rate or at the medical assistance
payment rate in effect on July 1, 2000, whichever is greater.
(b) Effective for services provided on or after July 1, 2016, medical assistance payment rates for
ambulance services identified in this paragraph are increased by five percent. Capitation payments made to
managed care plans and county-based purchasing plans for ambulance services provided on or after January
1, 2017, shall be increased to reflect this rate increase. The increased rate described in this paragraph applies
to ambulance service providers whose base of operations as defined in section 144E.10 is located:
(1) outside the metropolitan counties listed in section 473.121, subdivision 4, and outside the cities of
Duluth, Mankato, Moorhead, St. Cloud, and Rochester; or
(2) within a municipality with a population of less than 1,000.
Subd. 17b. Documentation required. (a) As a condition for payment, nonemergency medical
transportation providers must document each occurrence of a service provided to a recipient according to
this subdivision. Providers must maintain odometer and other records sufficient to distinguish individual
trips with specific vehicles and drivers. The documentation may be collected and maintained using electronic
systems or software or in paper form but must be made available and produced upon request. Program funds
paid for transportation that is not documented according to this subdivision shall be recovered by the
department.
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(b) A nonemergency medical transportation provider must compile transportation records that meet the
following requirements:
(1) the record must be in English and must be legible according to the standard of a reasonable person;
(2) the recipient's name must be on each page of the record; and
(3) each entry in the record must document:
(i) the date on which the entry is made;
(ii) the date or dates the service is provided;
(iii) the printed last name, first name, and middle initial of the driver;
(iv) the signature of the driver attesting to the following: "I certify that I have accurately reported in this
record the trip miles I actually drove and the dates and times I actually drove them. I understand that
misreporting the miles driven and hours worked is fraud for which I could face criminal prosecution or civil
proceedings.";
(v) the signature of the recipient or authorized party attesting to the following: "I certify that I received
the reported transportation service.", or the signature of the provider of medical services certifying that the
recipient was delivered to the provider;
(vi) the address, or the description if the address is not available, of both the origin and destination, and
the mileage for the most direct route from the origin to the destination;
(vii) the mode of transportation in which the service is provided;
(viii) the license plate number of the vehicle used to transport the recipient;
(ix) whether the service was ambulatory or nonambulatory;
(x) the time of the pickup and the time of the drop-off with "a.m." and "p.m." designations;
(xi) the name of the extra attendant when an extra attendant is used to provide special transportation
service; and
(xii) the electronic source documentation used to calculate driving directions and mileage.
Subd. 17c. Nursing facility transports. A Minnesota health care program enrollee residing in, or being
discharged from, a licensed nursing facility is exempt from a level of need determination and is eligible for
nonemergency medical transportation services until the enrollee no longer resides in a licensed nursing
facility, as provided in section 256B.04, subdivision 14a.
Subd. 18. Bus or taxicab transportation. To the extent authorized by rule of the state agency, medical
assistance covers the most appropriate and cost-effective form of transportation incurred by any ambulatory
eligible person for obtaining nonemergency medical care.
Subd. 18a. Access to medical services. (a) Medical assistance reimbursement for meals for persons
traveling to receive medical care may not exceed $5.50 for breakfast, $6.50 for lunch, or $8 for dinner.
(b) Medical assistance reimbursement for lodging for persons traveling to receive medical care may not
exceed $50 per day unless prior authorized by the local agency.
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(c) Regardless of the number of employees that an enrolled health care provider may have, medical
assistance covers sign and oral language interpreter services when provided by an enrolled health care
provider during the course of providing a direct, person-to-person covered health care service to an enrolled
recipient with limited English proficiency or who has a hearing loss and uses interpreting services. Coverage
for face-to-face oral language interpreter services shall be provided only if the oral language interpreter used
by the enrolled health care provider is listed in the registry or roster established under section 144.058.
Subd. 18b. Broker dispatching prohibition. Except for establishing level of service process, the
commissioner shall not use a broker or coordinator for any purpose related to nonemergency medical
transportation services under subdivision 18.
Subd. 18c. Nonemergency Medical Transportation Advisory Committee. (a) The Nonemergency
Medical Transportation Advisory Committee shall advise the commissioner on the administration of
nonemergency medical transportation covered under medical assistance. The advisory committee shall meet
at least quarterly the first year following January 1, 2015, and at least biannually thereafter and may meet
more frequently as required by the commissioner. The advisory committee shall annually elect a chair from
among its members, who shall work with the commissioner or the commissioner's designee to establish the
agenda for each meeting. The commissioner, or the commissioner's designee, shall attend all advisory
committee meetings.
(b) The Nonemergency Medical Transportation Advisory Committee shall advise and make
recommendations to the commissioner on:
(1) updates to the nonemergency medical transportation policy manual;
and

(2) other aspects of the nonemergency medical transportation system, as requested by the commissioner;
(3) other aspects of the nonemergency medical transportation system, as requested by:

(i) a committee member, who may request an item to be placed on the agenda for a future meeting. The
request may be considered by the committee and voted upon. If the motion carries, the meeting agenda item
may be developed for presentation to the committee; and
(ii) a member of the public, who may approach the committee by letter or e-mail requesting that an item
be placed on a future meeting agenda. The request may be considered by the committee and voted upon. If
the motion carries, the agenda item may be developed for presentation to the committee.
(c) The Nonemergency Medical Transportation Advisory Committee shall coordinate its activities with
the Minnesota Council on Transportation Access established under section 174.285. The chair of the advisory
committee, or the chair's designee, shall attend all meetings of the Minnesota Council on Transportation
Access.
(d) The Nonemergency Medical Transportation Advisory Committee shall expire December 1, 2019.
Subd. 18d. Advisory committee members. (a) The Nonemergency Medical Transportation Advisory
Committee consists of:
(1) four voting members who represent counties, utilizing the rural urban commuting area classification
system. As defined in subdivision 17, these members shall be designated as follows:
(i) two counties within the 11-county metropolitan area;
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(ii) one county representing the rural area of the state; and
(iii) one county representing the super rural area of the state.
The Association of Minnesota Counties shall appoint one county within the 11-county metropolitan area
and one county representing the super rural area of the state. The Minnesota Inter-County Association shall
appoint one county within the 11-county metropolitan area and one county representing the rural area of the
state;
(2) three voting members who represent medical assistance recipients, including persons with physical
and developmental disabilities, persons with mental illness, seniors, children, and low-income individuals;
(3) four voting members who represent providers that deliver nonemergency medical transportation
services to medical assistance enrollees;
(4) two voting members of the house of representatives, one from the majority party and one from the
minority party, appointed by the speaker of the house, and two voting members from the senate, one from
the majority party and one from the minority party, appointed by the Subcommittee on Committees of the
Committee on Rules and Administration;
2;

(5) one voting member who represents demonstration providers as defined in section 256B.69, subdivision

(6) one voting member who represents an organization that contracts with state or local governments
to coordinate transportation services for medical assistance enrollees;
(7) one voting member who represents the Minnesota State Council on Disability;
(8) the commissioner of transportation or the commissioner's designee, who shall serve as a voting
member;
(9) one voting member appointed by the Minnesota Ambulance Association; and
(10) one voting member appointed by the Minnesota Hospital Association.
(b) Members of the advisory committee shall not be employed by the Department of Human Services.
Members of the advisory committee shall receive no compensation.
Subd. 18e. Single administrative structure and delivery system. The commissioner, in coordination
with the commissioner of transportation, shall implement a single administrative structure and delivery
system for nonemergency medical transportation, beginning the latter of the date the single administrative
assessment tool required in this subdivision is available for use, as determined by the commissioner or by
July 1, 2016.
In coordination with the Department of Transportation, the commissioner shall develop and authorize
a Web-based single administrative structure and assessment tool, which must operate 24 hours a day, seven
days a week, to facilitate the enrollee assessment process for nonemergency medical transportation services.
The Web-based tool shall facilitate the transportation eligibility determination process initiated by clients
and client advocates; shall include an accessible automated intake and assessment process and real-time
identification of level of service eligibility; and shall authorize an appropriate and auditable mode of
transportation authorization. The tool shall provide a single framework for reconciling trip information with
claiming and collecting complaints regarding inappropriate level of need determinations, inappropriate
transportation modes utilized, and interference with accessing nonemergency medical transportation. The
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Web-based single administrative structure shall operate on a trial basis for one year from implementation
and, if approved by the commissioner, shall be permanent thereafter. The commissioner shall seek input
from the Nonemergency Medical Transportation Advisory Committee to ensure the software is effective
and user-friendly and make recommendations regarding funding of the single administrative system.
Subd. 18f. [Repealed, 2014 c 312 art 24 s 48]
Subd. 18g. Use of standardized measures. Beginning in calendar year 2015, the commissioner shall
collect, audit, and analyze performance data on nonemergency medical transportation annually and report
this information on the agency's Web site. The commissioner shall periodically supplement this information
with the results of consumer surveys of the quality of services, and shall make these survey findings available
to the public on the agency Web site.
Subd. 18h. Managed care. (a) The following subdivisions apply to managed care plans and county-based
purchasing plans:
(1) subdivision 17, paragraphs (a), (b), (i), and (n);
(2) subdivision 18; and
(3) subdivision 18a.
(b) A nonemergency medical transportation provider must comply with the operating standards for
special transportation service specified in sections 174.29 to 174.30 and Minnesota Rules, chapter 8840.
Publicly operated transit systems, volunteers, and not-for-hire vehicles are exempt from the requirements
in this paragraph.
Subd. 19. [Repealed, 1991 c 292 art 7 s 26]
Subd. 19a. Personal care assistance services. Medical assistance covers personal care assistance services
in a recipient's home. Effective January 1, 2010, to qualify for personal care assistance services, a recipient
must require assistance and be determined dependent in one activity of daily living as defined in section
256B.0659, subdivision 1, paragraph (b), or in a Level I behavior as defined in section 256B.0659, subdivision
1, paragraph (c). Recipients or responsible parties must be able to identify the recipient's needs, direct and
evaluate task accomplishment, and provide for health and safety. Approved hours may be used outside the
home when normal life activities take them outside the home. To use personal care assistance services at
school, the recipient or responsible party must provide written authorization in the care plan identifying the
chosen provider and the daily amount of services to be used at school. Total hours for services, whether
actually performed inside or outside the recipient's home, cannot exceed that which is otherwise allowed
for personal care assistance services in an in-home setting according to sections 256B.0651 to 256B.0654.
Medical assistance does not cover personal care assistance services for residents of a hospital, nursing facility,
intermediate care facility, health care facility licensed by the commissioner of health, or unless a resident
who is otherwise eligible is on leave from the facility and the facility either pays for the personal care
assistance services or forgoes the facility per diem for the leave days that personal care assistance services
are used. All personal care assistance services must be provided according to sections 256B.0651 to
256B.0654. Personal care assistance services may not be reimbursed if the personal care assistant is the
spouse or paid guardian of the recipient or the parent of a recipient under age 18, or the responsible party
or the family foster care provider of a recipient who cannot direct the recipient's own care unless, in the case
of a foster care provider, a county or state case manager visits the recipient as needed, but not less than every
six months, to monitor the health and safety of the recipient and to ensure the goals of the care plan are met.
Notwithstanding the provisions of section 256B.0659, the unpaid guardian or conservator of an adult, who
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is not the responsible party and not the personal care provider organization, may be reimbursed to provide
personal care assistance services to the recipient if the guardian or conservator meets all criteria for a personal
care assistant according to section 256B.0659, and shall not be considered to have a service provider interest
for purposes of participation on the screening team under section 256B.092, subdivision 7.
Subd. 19b. No automatic adjustment. For fiscal years beginning on or after July 1, 1993, the
commissioner of human services shall not provide automatic annual inflation adjustments for home care
services. The commissioner of management and budget shall include as a budget change request in each
biennial detailed expenditure budget submitted to the legislature under section 16A.11 annual adjustments
in reimbursement rates for home care services.
Subd. 19c. Personal care. Medical assistance covers personal care assistance services provided by an
individual who is qualified to provide the services according to subdivision 19a and sections 256B.0651 to
256B.0654, provided in accordance with a plan, and supervised by a qualified professional.
"Qualified professional" means a mental health professional as defined in section 245.462, subdivision
18, clauses (1) to (6), or 245.4871, subdivision 27, clauses (1) to (6); a registered nurse as defined in sections
148.171 to 148.285, a licensed social worker as defined in sections 148E.010 and 148E.055, or a qualified
designated coordinator under section 245D.081, subdivision 2. The qualified professional shall perform the
duties required in section 256B.0659.
Subd. 20. Mental health case management. (a) To the extent authorized by rule of the state agency,
medical assistance covers case management services to persons with serious and persistent mental illness
and children with severe emotional disturbance. Services provided under this section must meet the relevant
standards in sections 245.461 to 245.4887, the Comprehensive Adult and Children's Mental Health Acts,
Minnesota Rules, parts 9520.0900 to 9520.0926, and 9505.0322, excluding subpart 10.
(b) Entities meeting program standards set out in rules governing family community support services
as defined in section 245.4871, subdivision 17, are eligible for medical assistance reimbursement for case
management services for children with severe emotional disturbance when these services meet the program
standards in Minnesota Rules, parts 9520.0900 to 9520.0926 and 9505.0322, excluding subparts 6 and 10.
(c) Medical assistance and MinnesotaCare payment for mental health case management shall be made
on a monthly basis. In order to receive payment for an eligible child, the provider must document at least a
face-to-face contact with the child, the child's parents, or the child's legal representative. To receive payment
for an eligible adult, the provider must document:
(1) at least a face-to-face contact with the adult or the adult's legal representative or a contact by interactive
video that meets the requirements of subdivision 20b; or
(2) at least a telephone contact with the adult or the adult's legal representative and document a face-to-face
contact or a contact by interactive video that meets the requirements of subdivision 20b with the adult or
the adult's legal representative within the preceding two months.
(d) Payment for mental health case management provided by county or state staff shall be based on the
monthly rate methodology under section 256B.094, subdivision 6, paragraph (b), with separate rates calculated
for child welfare and mental health, and within mental health, separate rates for children and adults.
(e) Payment for mental health case management provided by Indian health services or by agencies
operated by Indian tribes may be made according to this section or other relevant federally approved rate
setting methodology.
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(f) Payment for mental health case management provided by vendors who contract with a county or
Indian tribe shall be based on a monthly rate negotiated by the host county or tribe. The negotiated rate must
not exceed the rate charged by the vendor for the same service to other payers. If the service is provided by
a team of contracted vendors, the county or tribe may negotiate a team rate with a vendor who is a member
of the team. The team shall determine how to distribute the rate among its members. No reimbursement
received by contracted vendors shall be returned to the county or tribe, except to reimburse the county or
tribe for advance funding provided by the county or tribe to the vendor.
(g) If the service is provided by a team which includes contracted vendors, tribal staff, and county or
state staff, the costs for county or state staff participation in the team shall be included in the rate for
county-provided services. In this case, the contracted vendor, the tribal agency, and the county may each
receive separate payment for services provided by each entity in the same month. In order to prevent
duplication of services, each entity must document, in the recipient's file, the need for team case management
and a description of the roles of the team members.
(h) Notwithstanding section 256B.19, subdivision 1, the nonfederal share of costs for mental health case
management shall be provided by the recipient's county of responsibility, as defined in sections 256G.01 to
256G.12, from sources other than federal funds or funds used to match other federal funds. If the service is
provided by a tribal agency, the nonfederal share, if any, shall be provided by the recipient's tribe. When
this service is paid by the state without a federal share through fee-for-service, 50 percent of the cost shall
be provided by the recipient's county of responsibility.
(i) Notwithstanding any administrative rule to the contrary, prepaid medical assistance and MinnesotaCare
include mental health case management. When the service is provided through prepaid capitation, the
nonfederal share is paid by the state and the county pays no share.
(j) The commissioner may suspend, reduce, or terminate the reimbursement to a provider that does not
meet the reporting or other requirements of this section. The county of responsibility, as defined in sections
256G.01 to 256G.12, or, if applicable, the tribal agency, is responsible for any federal disallowances. The
county or tribe may share this responsibility with its contracted vendors.
(k) The commissioner shall set aside a portion of the federal funds earned for county expenditures under
this section to repay the special revenue maximization account under section 256.01, subdivision 2, paragraph
(o). The repayment is limited to:
(1) the costs of developing and implementing this section; and
(2) programming the information systems.
(l) Payments to counties and tribal agencies for case management expenditures under this section shall
only be made from federal earnings from services provided under this section. When this service is paid by
the state without a federal share through fee-for-service, 50 percent of the cost shall be provided by the state.
Payments to county-contracted vendors shall include the federal earnings, the state share, and the county
share.
(m) Case management services under this subdivision do not include therapy, treatment, legal, or outreach
services.
(n) If the recipient is a resident of a nursing facility, intermediate care facility, or hospital, and the
recipient's institutional care is paid by medical assistance, payment for case management services under this
subdivision is limited to the lesser of:
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(1) the last 180 days of the recipient's residency in that facility and may not exceed more than six months
in a calendar year; or
(2) the limits and conditions which apply to federal Medicaid funding for this service.
(o) Payment for case management services under this subdivision shall not duplicate payments made
under other program authorities for the same purpose.
(p) If the recipient is receiving care in a hospital, nursing facility, or residential setting licensed under
chapter 245A or 245D that is staffed 24 hours a day, seven days a week, mental health targeted case
management services must actively support identification of community alternatives for the recipient and
discharge planning.
[See Note.]
Subd. 20a. Case management; developmental disabilities. To the extent defined in the state Medicaid
plan, case management service activities for persons with developmental disabilities as defined in section
256B.092, and rules promulgated thereunder, are covered services under medical assistance.
Subd. 20b. Mental health targeted case management through interactive video. (a) Subject to federal
approval, contact made for targeted case management by interactive video shall be eligible for payment if:
(1) the person receiving targeted case management services is residing in:
(i) a hospital;
(ii) a nursing facility; or
(iii) a residential setting licensed under chapter 245A or 245D or a boarding and lodging establishment
or lodging establishment that provides supportive services or health supervision services according to section
157.17 that is staffed 24 hours a day, seven days a week;
(2) interactive video is in the best interests of the person and is deemed appropriate by the person
receiving targeted case management or the person's legal guardian, the case management provider, and the
provider operating the setting where the person is residing;
(3) the use of interactive video is approved as part of the person's written personal service or case plan,
taking into consideration the person's vulnerability and active personal relationships; and
(4) interactive video is used for up to, but not more than, 50 percent of the minimum required face-to-face
contact.
(b) The person receiving targeted case management or the person's legal guardian has the right to choose
and consent to the use of interactive video under this subdivision and has the right to refuse the use of
interactive video at any time.
(c) The commissioner shall establish criteria that a targeted case management provider must attest to in
order to demonstrate the safety or efficacy of delivering the service via interactive video. The attestation
may include that the case management provider has:
(1) written policies and procedures specific to interactive video services that are regularly reviewed and
updated;
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(2) policies and procedures that adequately address client safety before, during, and after the interactive
video services are rendered;
(3) established protocols addressing how and when to discontinue interactive video services; and
(4) established a quality assurance process related to interactive video services.
(d) As a condition of payment, the targeted case management provider must document the following
for each occurrence of targeted case management provided by interactive video:
(1) the time the service began and the time the service ended, including an a.m. and p.m. designation;
(2) the basis for determining that interactive video is an appropriate and effective means for delivering
the service to the person receiving case management services;
(3) the mode of transmission of the interactive video services and records evidencing that a particular
mode of transmission was utilized;
(4) the location of the originating site and the distant site; and
(5) compliance with the criteria attested to by the targeted case management provider as provided in
paragraph (c).
[See Note.]
Subd. 21. [Repealed, 1989 c 282 art 3 s 98]
Subd. 22. Hospice care. Medical assistance covers hospice care services under Public Law 99-272,
section 9505, to the extent authorized by rule, except that a recipient age 21 or under who elects to receive
hospice services does not waive coverage for services that are related to the treatment of the condition for
which a diagnosis of terminal illness has been made.
Subd. 23. Day treatment services. Medical assistance covers day treatment services as specified in
sections 245.462, subdivision 8, and 245.4871, subdivision 10, that are provided under contract with the
county board. The commissioner may set authorization thresholds for day treatment for adults according to
subdivision 25. Medical assistance covers day treatment services for children as specified under section
256B.0943.
Subd. 24. Other medical or remedial care. Medical assistance covers any other medical or remedial
care licensed and recognized under state law unless otherwise prohibited by law, except licensed chemical
dependency treatment programs or primary treatment or extended care treatment units in hospitals that are
covered under chapter 254B. The commissioner shall include chemical dependency services in the state
medical assistance plan for federal reporting purposes, but payment must be made under chapter 254B. The
commissioner shall publish in the State Register a list of elective surgeries that require a second medical
opinion before medical assistance reimbursement, and the criteria and standards for deciding whether an
elective surgery should require a second medical opinion. The list and criteria and standards are not subject
to the requirements of sections 14.01 to 14.69.
Subd. 25. Prior authorization required. (a) The commissioner shall publish in the Minnesota health
care programs provider manual and on the department's Web site a list of health services that require prior
authorization, the criteria and standards used to select health services on the list, and the criteria and standards
used to determine whether certain providers must obtain prior authorization for their services. The list of
services requiring prior authorization and the criteria and standards used to formulate the list of services or
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the selection of providers for whom prior authorization is required are not subject to the requirements of
sections 14.001 to 14.69. The commissioner's decision whether prior authorization is required for a health
service or is required for a provider is not subject to administrative appeal. Use of criteria or standards to
select providers for whom prior authorization is required shall not impede access to the service involved for
any group of individuals with unique or special needs due to disability or functional condition.
(b) The commissioner shall implement a modernized electronic system for providers to request prior
authorization. The modernized electronic system must include at least the following functionalities:
(1) authorizations are recipient-centric, not provider-centric;
(2) adequate flexibility to support authorizations for an episode of care, continuous drug therapy, or for
individual onetime services and allows an ordering and a rendering provider to both submit information into
one request;
(3) allows providers to review previous authorization requests and determine where a submitted request
is within the authorization process;
(4) supports automated workflows that allow providers to securely submit medical information that can
be accessed by medical and pharmacy review vendors as well as department staff; and
(5) supports development of automated clinical algorithms that can verify information and provide
responses in real time.
(c) The system described in paragraph (b) shall be completed by March 1, 2012. All authorization
requests submitted on and after March 1, 2012, or upon completion of the modernized authorization system,
whichever is later, must be submitted electronically by providers, except requests for drugs dispensed by
an outpatient pharmacy, services that are provided outside of the state and surrounding local trade area, and
services included on a service agreement.
Subd. 25a. Prior authorization of diagnostic imaging services. (a) Effective January 1, 2010, the
commissioner shall require prior authorization or decision support for the ordering providers at the time the
service is ordered for the following outpatient diagnostic imaging services: computerized tomography (CT),
magnetic resonance imaging (MRI), magnetic resonance angiography (MRA), positive emission tomography
(PET), cardiac imaging, and ultrasound diagnostic imaging.
(b) Prior authorization under this subdivision is not required for diagnostic imaging services performed
as part of a hospital emergency room visit, inpatient hospitalization, or if concurrent with or on the same
day as an urgent care facility visit.
(c) This subdivision does not apply to services provided to recipients who are enrolled in Medicare, the
prepaid medical assistance program, or the MinnesotaCare program.
(d) The commissioner may contract with a private entity to provide the prior authorization or decision
support required under this subdivision. The contracting entity must incorporate clinical guidelines that are
based on evidence-based medical literature, if available. By January 1, 2012, the contracting entity shall
report to the commissioner the results of prior authorization or decision support.
Subd. 25b. Authorization with third-party liability. (a) Except as otherwise allowed under this
subdivision or required under federal or state regulations, the commissioner must not consider a request for
authorization of a service when the recipient has coverage from a third-party payer unless the provider
requesting authorization has made a good faith effort to receive payment or authorization from the third-party
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payer. A good faith effort is established by supplying with the authorization request to the commissioner
the following:
(1) a determination of payment for the service from the third-party payer, a determination of authorization
for the service from the third-party payer, or a verification of noncoverage of the service by the third-party
payer; and
(2) the information or records required by the department to document the reason for the determination
or to validate noncoverage from the third-party payer.
(b) A provider requesting authorization for services covered by Medicare is not required to bill Medicare
before requesting authorization from the commissioner if the provider has reason to believe that a service
covered by Medicare is not eligible for payment. The provider must document that, because of recent claim
experiences with Medicare or because of written communication from Medicare, coverage is not available
for the service.
(c) Authorization is not required if a third-party payer has made payment that is equal to or greater than
60 percent of the maximum payment amount for the service allowed under medical assistance.
Subd. 26. Special education services. (a) Medical assistance covers evaluations necessary in making
a determination for eligibility for individualized education program and individualized family service plan
services and for medical services identified in a recipient's individualized education program and
individualized family service plan and covered under the medical assistance state plan. Covered services
include occupational therapy, physical therapy, speech-language therapy, clinical psychological services,
nursing services, school psychological services, school social work services, personal care assistants serving
as management aides, assistive technology devices, transportation services, health assessments, and other
services covered under the medical assistance state plan. Mental health services eligible for medical assistance
reimbursement must be provided or coordinated through a children's mental health collaborative where a
collaborative exists if the child is included in the collaborative operational target population. The provision
or coordination of services does not require that the individualized education program be developed by the
collaborative.
The services may be provided by a Minnesota school district that is enrolled as a medical assistance
provider or its subcontractor, and only if the services meet all the requirements otherwise applicable if the
service had been provided by a provider other than a school district, in the following areas: medical necessity,
physician's orders, documentation, personnel qualifications, and prior authorization requirements. The
nonfederal share of costs for services provided under this subdivision is the responsibility of the local school
district as provided in section 125A.74. Services listed in a child's individualized education program are
eligible for medical assistance reimbursement only if those services meet criteria for federal financial
participation under the Medicaid program.
(b) Approval of health-related services for inclusion in the individualized education program does not
require prior authorization for purposes of reimbursement under this chapter. The commissioner may require
physician review and approval of the plan not more than once annually or upon any modification of the
individualized education program that reflects a change in health-related services.
(c) Services of a speech-language pathologist provided under this section are covered notwithstanding
Minnesota Rules, part 9505.0390, subpart 1, item L, if the person:
(1) holds a masters degree in speech-language pathology;
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(2) is licensed by the Professional Educator Licensing and Standards Board as an educational
speech-language pathologist; and
(3) either has a certificate of clinical competence from the American Speech and Hearing Association,
has completed the equivalent educational requirements and work experience necessary for the certificate or
has completed the academic program and is acquiring supervised work experience to qualify for the certificate.
(d) Medical assistance coverage for medically necessary services provided under other subdivisions in
this section may not be denied solely on the basis that the same or similar services are covered under this
subdivision.
(e) The commissioner shall develop and implement package rates, bundled rates, or per diem rates for
special education services under which separately covered services are grouped together and billed as a unit
in order to reduce administrative complexity.
(f) The commissioner shall develop a cost-based payment structure for payment of these services. Only
costs reported through the designated Minnesota Department of Education data systems in distinct service
categories qualify for inclusion in the cost-based payment structure. The commissioner shall reimburse
claims submitted based on an interim rate, and shall settle at a final rate once the department has determined
it. The commissioner shall notify the school district of the final rate. The school district has 60 days to appeal
the final rate. To appeal the final rate, the school district shall file a written appeal request to the commissioner
within 60 days of the date the final rate determination was mailed. The appeal request shall specify (1) the
disputed items and (2) the name and address of the person to contact regarding the appeal.
(g) Effective July 1, 2000, medical assistance services provided under an individualized education
program or an individual family service plan by local school districts shall not count against medical assistance
authorization thresholds for that child.
(h) Nursing services as defined in section 148.171, subdivision 15, and provided as an individualized
education program health-related service, are eligible for medical assistance payment if they are otherwise
a covered service under the medical assistance program. Medical assistance covers the administration of
prescription medications by a licensed nurse who is employed by or under contract with a school district
when the administration of medications is identified in the child's individualized education program. The
simple administration of medications alone is not covered under medical assistance when administered by
a provider other than a school district or when it is not identified in the child's individualized education
program.
Subd. 27. Organ and tissue transplants. All organ transplants must be performed at transplant centers
meeting united network for organ sharing criteria or at Medicare-approved organ transplant centers. Stem
cell or bone marrow transplant centers must meet the standards established by the Foundation for the
Accreditation of Hematopoietic Cell Therapy.
Subd. 28. Certified nurse practitioner services. Medical assistance covers services performed by a
certified pediatric nurse practitioner, a certified family nurse practitioner, a certified adult nurse practitioner,
a certified obstetric/gynecological nurse practitioner, a certified neonatal nurse practitioner, or a certified
geriatric nurse practitioner in independent practice, if:
(1) the service provided on an inpatient basis is not included as part of the cost for inpatient services
included in the operating payment rate;
(2) the service is otherwise covered under this chapter as a physician service; and
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(3) the service is within the scope of practice of the nurse practitioner's license as a registered nurse, as
defined in section 148.171.
Subd. 28a. Licensed physician assistant services. (a) Medical assistance covers services performed
by a licensed physician assistant if the service is otherwise covered under this chapter as a physician service
and if the service is within the scope of practice of a licensed physician assistant as defined in section
147A.09.
(b) Licensed physician assistants, who are supervised by a physician certified by the American Board
of Psychiatry and Neurology or eligible for board certification in psychiatry, may bill for medication
management and evaluation and management services provided to medical assistance enrollees in inpatient
hospital settings, and in outpatient settings after the licensed physician assistant completes 2,000 hours of
clinical experience in the evaluation and treatment of mental health, consistent with their authorized scope
of practice, as defined in section 147A.09, with the exception of performing psychotherapy or diagnostic
assessments or providing clinical supervision.
Subd. 28b. Doula services. Medical assistance covers doula services provided by a certified doula as
defined in section 148.995, subdivision 2, of the mother's choice. For purposes of this section, "doula services"
means childbirth education and support services, including emotional and physical support provided during
pregnancy, labor, birth, and postpartum.
Subd. 29. Public health nursing clinic services. Medical assistance covers the services of a certified
public health nurse or a registered nurse practicing in a public health nursing clinic that is a department of,
or that operates under the direct authority of, a unit of government, if the service is within the scope of
practice of the public health or registered nurse's license as a registered nurse, as defined in section 148.171.
Subd. 30. Other clinic services. (a) Medical assistance covers rural health clinic services, federally
qualified health center services, nonprofit community health clinic services, and public health clinic services.
Rural health clinic services and federally qualified health center services mean services defined in United
States Code, title 42, section 1396d(a)(2)(B) and (C). Payment for rural health clinic and federally qualified
health center services shall be made according to applicable federal law and regulation.
(b) A federally qualified health center that is beginning initial operation shall submit an estimate of
budgeted costs and visits for the initial reporting period in the form and detail required by the commissioner.
A federally qualified health center that is already in operation shall submit an initial report using actual costs
and visits for the initial reporting period. Within 90 days of the end of its reporting period, a federally
qualified health center shall submit, in the form and detail required by the commissioner, a report of its
operations, including allowable costs actually incurred for the period and the actual number of visits for
services furnished during the period, and other information required by the commissioner. Federally qualified
health centers that file Medicare cost reports shall provide the commissioner with a copy of the most recent
Medicare cost report filed with the Medicare program intermediary for the reporting year which support the
costs claimed on their cost report to the state.
(c) In order to continue cost-based payment under the medical assistance program according to paragraphs
(a) and (b), a federally qualified health center or rural health clinic must apply for designation as an essential
community provider within six months of final adoption of rules by the Department of Health according to
section 62Q.19, subdivision 7. For those federally qualified health centers and rural health clinics that have
applied for essential community provider status within the six-month time prescribed, medical assistance
payments will continue to be made according to paragraphs (a) and (b) for the first three years after application.
For federally qualified health centers and rural health clinics that either do not apply within the time specified
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above or who have had essential community provider status for three years, medical assistance payments
for health services provided by these entities shall be according to the same rates and conditions applicable
to the same service provided by health care providers that are not federally qualified health centers or rural
health clinics.
(d) Effective July 1, 1999, the provisions of paragraph (c) requiring a federally qualified health center
or a rural health clinic to make application for an essential community provider designation in order to have
cost-based payments made according to paragraphs (a) and (b) no longer apply.
(e) Effective January 1, 2000, payments made according to paragraphs (a) and (b) shall be limited to
the cost phase-out schedule of the Balanced Budget Act of 1997.
(f) Effective January 1, 2001, each federally qualified health center and rural health clinic may elect to
be paid either under the prospective payment system established in United States Code, title 42, section
1396a(aa), or under an alternative payment methodology consistent with the requirements of United States
Code, title 42, section 1396a(aa), and approved by the Centers for Medicare and Medicaid Services. The
alternative payment methodology shall be 100 percent of cost as determined according to Medicare cost
principles.
(g) For purposes of this section, "nonprofit community clinic" is a clinic that:
(1) has nonprofit status as specified in chapter 317A;
(2) has tax exempt status as provided in Internal Revenue Code, section 501(c)(3);
(3) is established to provide health services to low-income population groups, uninsured, high-risk and
special needs populations, underserved and other special needs populations;
(4) employs professional staff at least one-half of which are familiar with the cultural background of
their clients;
(5) charges for services on a sliding fee scale designed to provide assistance to low-income clients based
on current poverty income guidelines and family size; and
(6) does not restrict access or services because of a client's financial limitations or public assistance
status and provides no-cost care as needed.
(h) Effective for services provided on or after January 1, 2015, all claims for payment of clinic services
provided by federally qualified health centers and rural health clinics shall be paid by the commissioner.
The commissioner shall determine the most feasible method for paying claims from the following options:
(1) federally qualified health centers and rural health clinics submit claims directly to the commissioner
for payment, and the commissioner provides claims information for recipients enrolled in a managed care
or county-based purchasing plan to the plan, on a regular basis; or
(2) federally qualified health centers and rural health clinics submit claims for recipients enrolled in a
managed care or county-based purchasing plan to the plan, and those claims are submitted by the plan to
the commissioner for payment to the clinic.
(i) For clinic services provided prior to January 1, 2015, the commissioner shall calculate and pay
monthly the proposed managed care supplemental payments to clinics, and clinics shall conduct a timely
review of the payment calculation data in order to finalize all supplemental payments in accordance with
federal law. Any issues arising from a clinic's review must be reported to the commissioner by January 1,
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2017. Upon final agreement between the commissioner and a clinic on issues identified under this subdivision,
and in accordance with United States Code, title 42, section 1396a(bb), no supplemental payments for
managed care plan or county-based purchasing plan claims for services provided prior to January 1, 2015,
shall be made after June 30, 2017. If the commissioner and clinics are unable to resolve issues under this
subdivision, the parties shall submit the dispute to the arbitration process under section 14.57.
(j) The commissioner shall seek a federal waiver, authorized under section 1115 of the Social Security
Act, to obtain federal financial participation at the 100 percent federal matching percentage available to
facilities of the Indian Health Service or tribal organization in accordance with section 1905(b) of the Social
Security Act for expenditures made to organizations dually certified under Title V of the Indian Health Care
Improvement Act, Public Law 94-437, and as a federally qualified health center under paragraph (a) that
provides services to American Indian and Alaskan Native individuals eligible for services under this
subdivision.
Subd. 31. Medical supplies and equipment. (a) Medical assistance covers medical supplies and
equipment. Separate payment outside of the facility's payment rate shall be made for wheelchairs and
wheelchair accessories for recipients who are residents of intermediate care facilities for the developmentally
disabled. Reimbursement for wheelchairs and wheelchair accessories for ICF/DD recipients shall be subject
to the same conditions and limitations as coverage for recipients who do not reside in institutions. A wheelchair
purchased outside of the facility's payment rate is the property of the recipient.
(b) Vendors of durable medical equipment, prosthetics, orthotics, or medical supplies must enroll as a
Medicare provider.
(c) When necessary to ensure access to durable medical equipment, prosthetics, orthotics, or medical
supplies, the commissioner may exempt a vendor from the Medicare enrollment requirement if:
(1) the vendor supplies only one type of durable medical equipment, prosthetic, orthotic, or medical
supply;
(2) the vendor serves ten or fewer medical assistance recipients per year;
(3) the commissioner finds that other vendors are not available to provide same or similar durable medical
equipment, prosthetics, orthotics, or medical supplies; and
(4) the vendor complies with all screening requirements in this chapter and Code of Federal Regulations,
title 42, part 455. The commissioner may also exempt a vendor from the Medicare enrollment requirement
if the vendor is accredited by a Centers for Medicare and Medicaid Services approved national accreditation
organization as complying with the Medicare program's supplier and quality standards and the vendor serves
primarily pediatric patients.
(d) Durable medical equipment means a device or equipment that:
(1) can withstand repeated use;
(2) is generally not useful in the absence of an illness, injury, or disability; and
(3) is provided to correct or accommodate a physiological disorder or physical condition or is generally
used primarily for a medical purpose.
(e) Electronic tablets may be considered durable medical equipment if the electronic tablet will be used
as an augmentative and alternative communication system as defined under subdivision 31a, paragraph (a).
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To be covered by medical assistance, the device must be locked in order to prevent use not related to
communication.
(f) Notwithstanding the requirement in paragraph (e) that an electronic tablet must be locked to prevent
use not as an augmentative communication device, a recipient of waiver services may use an electronic
tablet for a use not related to communication when the recipient has been authorized under the waiver to
receive one or more additional applications that can be loaded onto the electronic tablet, such that allowing
the additional use prevents the purchase of a separate electronic tablet with waiver funds.
(g) An order or prescription for medical supplies, equipment, or appliances must meet the requirements
in Code of Federal Regulations, title 42, part 440.70.
Subd. 31a. Augmentative and alternative communication systems. (a) Medical assistance covers
augmentative and alternative communication systems consisting of electronic or nonelectronic devices and
the related components necessary to enable a person with severe expressive communication limitations to
produce or transmit messages or symbols in a manner that compensates for that disability.
(b) Augmentative and alternative communication systems must be paid the lower of the:
(1) submitted charge; or
(2)(i) manufacturer's suggested retail price minus 20 percent for providers that are manufacturers of
augmentative and alternative communication systems; or
(ii) manufacturer's invoice charge plus 20 percent for providers that are not manufacturers of augmentative
and alternative communication systems.
(c) Reimbursement rates established by this purchasing program are not subject to Minnesota Rules,
part 9505.0445, item S or T.
Subd. 31b. Preferred diabetic testing supply program. (a) The commissioner shall implement a
point-of-sale preferred diabetic testing supply program by January 1, 2014. Medical assistance coverage for
diabetic testing supplies shall conform to the limitations established under the program. The commissioner
may enter into a contract with a vendor for the purpose of participating in a preferred diabetic testing supply
list and supplemental rebate program. The commissioner shall ensure that any contract meets all federal
requirements and maximizes federal financial participation. The commissioner shall maintain an accurate
and up-to-date list on the department's Web site.
(b) The commissioner may add to, delete from, and otherwise modify the preferred diabetic testing
supply program drug list after consulting with the Drug Formulary Committee and appropriate medical
specialists and providing public notice and the opportunity for public comment.
(c) The commissioner shall adopt and administer the preferred diabetic testing supply program as part
of the administration of the diabetic testing supply rebate program. Reimbursement for diabetic testing
supplies not on the preferred diabetic testing supply list may be subject to prior authorization.
(d) All claims for diabetic testing supplies in categories on the preferred diabetic testing supply list must
be submitted by enrolled pharmacy providers using the most current National Council of Prescription Drug
Plans electronic claims standard.
(e) For purposes of this subdivision, "preferred diabetic testing supply list" means a list of diabetic
testing supplies selected by the commissioner, for which prior authorization is not required.
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(f) The commissioner shall seek any federal waivers or approvals necessary to implement this subdivision.
Subd. 31c. Preferred incontinence product program. The commissioner shall implement a preferred
incontinence product program by July 1, 2018. The program shall require the commissioner to volume
purchase incontinence products and related supplies in accordance with section 256B.04, subdivision 14.
Medical assistance coverage for incontinence products and related supplies shall conform to the limitations
established under the program.
Subd. 32. Nutritional products. Medical assistance covers nutritional products needed for nutritional
supplementation because solid food or nutrients thereof cannot be properly absorbed by the body or needed
for treatment of phenylketonuria, hyperlysinemia, maple syrup urine disease, a combined allergy to human
milk, cow's milk, and soy formula, or any other childhood or adult diseases, conditions, or disorders identified
by the commissioner as requiring a similarly necessary nutritional product. Nutritional products needed for
the treatment of a combined allergy to human milk, cow's milk, and soy formula require prior authorization.
Separate payment shall not be made for nutritional products for residents of long-term care facilities. Payment
for dietary requirements is a component of the per diem rate paid to these facilities.
Subd. 33. Child welfare targeted case management. Medical assistance, subject to federal approval,
covers child welfare targeted case management services as defined in section 256B.094 to children under
age 21 who have been assessed and determined in accordance with section 256F.10 to be:
(1) at risk of placement or in placement as defined in section 260C.212, subdivision 1;
or

(2) at risk of maltreatment or experiencing maltreatment as defined in section 626.556, subdivision 10e;
(3) in need of protection or services as defined in section 260C.007, subdivision 6.

Subd. 34. Indian health services facilities. (a) Medical assistance payments and MinnesotaCare payments
to facilities of the Indian health service and facilities operated by a tribe or tribal organization under funding
authorized by United States Code, title 25, sections 450f to 450n, or title III of the Indian Self-Determination
and Education Assistance Act, Public Law 93-638, for enrollees who are eligible for federal financial
participation, shall be at the option of the facility in accordance with the rate published by the United States
Assistant Secretary for Health under the authority of United States Code, title 42, sections 248(a) and 249(b).
MinnesotaCare payments for enrollees who are not eligible for federal financial participation at facilities of
the Indian health service and facilities operated by a tribe or tribal organization for the provision of outpatient
medical services must be in accordance with the medical assistance rates paid for the same services when
provided in a facility other than a facility of the Indian health service or a facility operated by a tribe or tribal
organization.
(b) Effective upon federal approval, the medical assistance payments to a dually certified facility as
defined in subdivision 30, paragraph (j), shall be the encounter rate described in paragraph (a) or a rate that
is substantially equivalent for services provided to American Indians and Alaskan Native populations. The
rate established under this paragraph for dually certified facilities shall not apply to MinnesotaCare payments.
Subd. 35. [Repealed, 1Sp2003 c 14 art 4 s 24]
Subd. 35a. Children's mental health crisis response services. Medical assistance covers children's
mental health crisis response services according to section 256B.0944.
Subd. 35b. Children's therapeutic services and supports. Medical assistance covers children's
therapeutic services and supports according to section 256B.0943.
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Subd. 36. [Repealed, 1Sp2003 c 14 art 4 s 24]
Subd. 37. Individualized rehabilitation services. Medical assistance covers individualized rehabilitation
services as defined in section 245.492, subdivision 23, that are provided by a collaborative, county, or an
entity under contract with a county through an integrated service system, as described in section 245.4931,
that is approved by the state coordinating council, subject to federal approval.
Subd. 38. Payments for mental health services. Payments for mental health services covered under
the medical assistance program that are provided by masters-prepared mental health professionals shall be
80 percent of the rate paid to doctoral-prepared professionals. Payments for mental health services covered
under the medical assistance program that are provided by masters-prepared mental health professionals
employed by community mental health centers shall be 100 percent of the rate paid to doctoral-prepared
professionals. Payments for mental health services covered under the medical assistance program that are
provided by physician assistants shall be 80.4 percent of the base rate paid to psychiatrists.
Subd. 39. Childhood immunizations. Providers who administer pediatric vaccines within the scope of
their licensure, and who are enrolled as a medical assistance provider, must enroll in the pediatric vaccine
administration program established by section 13631 of the Omnibus Budget Reconciliation Act of 1993.
Medical assistance shall pay for administration of the vaccine to children eligible for medical assistance.
Medical assistance does not pay for vaccines that are available at no cost from the pediatric vaccine
administration program.
Subd. 40. Tuberculosis related services. (a) For persons infected with tuberculosis, medical assistance
covers case management services and direct observation of the intake of drugs prescribed to treat tuberculosis.
(b) "Case management services" means services furnished to assist persons infected with tuberculosis
in gaining access to needed medical services. Case management services include at a minimum:
(1) assessing a person's need for medical services to treat tuberculosis;
(2) developing a care plan that addresses the needs identified in clause (1);
(3) assisting the person in accessing medical services identified in the care plan; and
(4) monitoring the person's compliance with the care plan to ensure completion of tuberculosis therapy.
Medical assistance covers case management services under this subdivision only if the services are provided
by a certified public health nurse who is employed by a community health board as defined in section
145A.02, subdivision 5.
(c) To be covered by medical assistance, direct observation of the intake of drugs prescribed to treat
tuberculosis must be provided by a community outreach worker, licensed practical nurse, registered nurse
who is trained and supervised by a public health nurse employed by a community health board as defined
in section 145A.02, subdivision 5, or a public health nurse employed by a community health board.
Subd. 41. Residential services for children with severe emotional disturbance. Medical assistance
covers rehabilitative services in accordance with section 256B.0945 that are provided by a county or an
American Indian tribe through a residential facility, for children who have been diagnosed with severe
emotional disturbance and have been determined to require the level of care provided in a residential facility.
Subd. 42. Mental health professional. Notwithstanding Minnesota Rules, part 9505.0175, subpart 28,
the definition of a mental health professional shall include a person who is qualified as specified in section
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245.462, subdivision 18, clauses (1) to (6); or 245.4871, subdivision 27, clauses (1) to (6), for the purpose
of this section and Minnesota Rules, parts 9505.0170 to 9505.0475.
Subd. 43. Mental health provider travel time. Medical assistance covers provider travel time if a
recipient's individual treatment plan requires the provision of mental health services outside of the provider's
normal place of business. This does not include any travel time which is included in other billable services,
and is only covered when the mental health service being provided to a recipient is covered under medical
assistance.
Subd. 44. Targeted case management services. Medical assistance covers case management services
for vulnerable adults and adults with developmental disabilities, as provided under section 256B.0924.
Subd. 45. Subacute psychiatric care for persons under 21 years of age. Medical assistance covers
subacute psychiatric care for person under 21 years of age when:
(1) the services meet the requirements of Code of Federal Regulations, title 42, section 440.160;
(2) the facility is accredited as a psychiatric treatment facility by the Joint Commission on Accreditation
of Healthcare Organizations, the Commission on Accreditation of Rehabilitation Facilities, or the Council
on Accreditation; and
(3) the facility is licensed by the commissioner of health under section 144.50.
Subd. 45a. Psychiatric residential treatment facility services for persons younger than 21 years of
age. (a) Medical assistance covers psychiatric residential treatment facility services, according to section
256B.0941, for persons younger than 21 years of age. Individuals who reach age 21 at the time they are
receiving services are eligible to continue receiving services until they no longer require services or until
they reach age 22, whichever occurs first.
(b) For purposes of this subdivision, "psychiatric residential treatment facility" means a facility other
than a hospital that provides psychiatric services, as described in Code of Federal Regulations, title 42,
sections 441.151 to 441.182, to individuals under age 21 in an inpatient setting.
(c) The commissioner shall enroll up to 150 certified psychiatric residential treatment facility services
beds at up to six sites. The commissioner shall select psychiatric residential treatment facility services
providers through a request for proposals process. Providers of state-operated services may respond to the
request for proposals.
[See Note.]
Subd. 46. Mental health telemedicine. Effective January 1, 2006, and subject to federal approval,
mental health services that are otherwise covered by medical assistance as direct face-to-face services may
be provided via two-way interactive video. Use of two-way interactive video must be medically appropriate
to the condition and needs of the person being served. Reimbursement is at the same rates and under the
same conditions that would otherwise apply to the service. The interactive video equipment and connection
must comply with Medicare standards in effect at the time the service is provided.
Subd. 47. Treatment foster care services. Effective July 1, 2011, and subject to federal approval,
medical assistance covers treatment foster care services according to section 256B.0946.
Subd. 48. Psychiatric consultation to primary care practitioners. Medical assistance covers
consultation provided by a psychiatrist, a psychologist, an advanced practice registered nurse certified in
psychiatric mental health, a licensed independent clinical social worker, as defined in section 245.462,
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subdivision 18, clause (2), or a licensed marriage and family therapist, as defined in section 245.462,
subdivision 18, clause (5), via telephone, e-mail, facsimile, or other means of communication to primary
care practitioners, including pediatricians. The need for consultation and the receipt of the consultation must
be documented in the patient record maintained by the primary care practitioner. If the patient consents, and
subject to federal limitations and data privacy provisions, the consultation may be provided without the
patient present.
Subd. 49. Community health worker. (a) Medical assistance covers the care coordination and patient
education services provided by a community health worker if the community health worker has:
(1) received a certificate from the Minnesota State Colleges and Universities System approved community
health worker curriculum; or
(2) at least five years of supervised experience with an enrolled physician, registered nurse, advanced
practice registered nurse, mental health professional as defined in section 245.462, subdivision 18, clauses
(1) to (6), and section 245.4871, subdivision 27, clauses (1) to (5), or dentist, or at least five years of supervised
experience by a certified public health nurse operating under the direct authority of an enrolled unit of
government.
Community health workers eligible for payment under clause (2) must complete the certification program
by January 1, 2010, to continue to be eligible for payment.
(b) Community health workers must work under the supervision of a medical assistance enrolled
physician, registered nurse, advanced practice registered nurse, mental health professional as defined in
section 245.462, subdivision 18, clauses (1) to (6), and section 245.4871, subdivision 27, clauses (1) to (5),
or dentist, or work under the supervision of a certified public health nurse operating under the direct authority
of an enrolled unit of government.
(c) Care coordination and patient education services covered under this subdivision include, but are not
limited to, services relating to oral health and dental care.
Subd. 50. [Repealed, 2015 c 21 art 1 s 110]
Subd. 51. Provider-directed care coordination services. The commissioner shall develop and implement
a provider-directed care coordination program for medical assistance recipients who are not enrolled in the
prepaid medical assistance program and who are receiving services on a fee-for-service basis. This program
provides payment to primary care clinics for care coordination for people who have complex and chronic
medical conditions. Clinics must meet certain criteria such as the capacity to develop care plans; have a
dedicated care coordinator; and have an adequate number of fee-for-service clients, evaluation mechanisms,
and quality improvement processes to qualify for reimbursement. For purposes of this subdivision, a primary
care clinic is a medical clinic designated as the patient's first point of contact for medical care, available 24
hours a day, seven days a week, that provides or arranges for the patient's comprehensive health care needs,
and provides overall integration, coordination and continuity over time and referrals for specialty care.
Subd. 52. Lead risk assessments. (a) Effective October 1, 2007, or six months after federal approval,
whichever is later, medical assistance covers lead risk assessments provided by a lead risk assessor who is
licensed by the commissioner of health under section 144.9505 and employed by an assessing agency as
defined in section 144.9501. Medical assistance covers a onetime on-site investigation of a recipient's home
or primary residence to determine the existence of lead so long as the recipient is under the age of 21 and
has a venous blood lead level specified in section 144.9504, subdivision 2, paragraph (a).
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(b) Medical assistance reimbursement covers the lead risk assessor's time to complete the following
activities:
(1) gathering samples;
(2) interviewing family members;
(3) gathering data, including meter readings; and
(4) providing a report with the results of the investigation and options for reducing lead-based paint
hazards.
Medical assistance coverage of lead risk assessment does not include testing of environmental substances
such as water, paint, or soil or any other laboratory services. Medical assistance coverage of lead risk
assessments is not included in the capitated services for children enrolled in health plans through the prepaid
medical assistance program and the MinnesotaCare program.
(c) Payment for lead risk assessment must be cost-based and must meet the criteria for federal financial
participation under the Medicaid program. The rate must be based on allowable expenditures from cost
information gathered. Under section 144.9507, subdivision 5, federal medical assistance funds may not
replace existing funding for lead-related activities. The nonfederal share of costs for services provided under
this subdivision must be from state or local funds and is the responsibility of the agency providing the risk
assessment. When the risk assessment is conducted by the commissioner of health, the state share must be
from appropriations to the commissioner of health for this purpose. Eligible expenditures for the nonfederal
share of costs may not be made from federal funds or funds used to match other federal funds. Any federal
disallowances are the responsibility of the agency providing risk assessment services.
Subd. 53. Centers of excellence. For complex medical procedures with a high degree of variation in
outcomes, for which the Medicare program requires facilities providing the services to meet certain criteria
as a condition of coverage, the commissioner may develop centers of excellence facility criteria in consultation
with the Health Services Policy Committee under subdivision 3c. The criteria must reflect facility traits that
have been linked to superior patient safety and outcomes for the procedures in question, and must be based
on the best available empirical evidence. For medical assistance recipients enrolled on a fee-for-service
basis, the commissioner may make coverage for these procedures conditional upon the facility providing
the services meeting the specified criteria. Only facilities meeting the criteria may be reimbursed for the
procedures in question.
[See Note.]
Subd. 54. Services provided in birth centers. (a) Medical assistance covers services provided in a
licensed birth center by a licensed health professional if the service would otherwise be covered if provided
in a hospital.
(b) Facility services provided by a birth center shall be paid at the lower of billed charges or 70 percent
of the statewide average for a facility payment rate made to a hospital for an uncomplicated vaginal birth
as determined using the most recent calendar year for which complete claims data is available. If a recipient
is transported from a birth center to a hospital prior to the delivery, the payment for facility services to the
birth center shall be the lower of billed charges or 15 percent of the average facility payment made to a
hospital for the services provided for an uncomplicated vaginal delivery as determined using the most recent
calendar year for which complete claims data is available.
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(c) Nursery care services provided by a birth center shall be paid the lower of billed charges or 70 percent
of the statewide average for a payment rate paid to a hospital for nursery care as determined by using the
most recent calendar year for which complete claims data is available.
(d) Professional services provided by traditional midwives licensed under chapter 147D shall be paid
at the lower of billed charges or 100 percent of the rate paid to a physician performing the same services. If
a recipient is transported from a birth center to a hospital prior to the delivery, a licensed traditional midwife
who does not perform the delivery may not bill for any delivery services. Services are not covered if provided
by an unlicensed traditional midwife.
(e) The commissioner shall apply for any necessary waivers from the Centers for Medicare and Medicaid
Services to allow birth centers and birth center providers to be reimbursed.
Subd. 55. Payment for noncovered services. (a) Except when specifically prohibited by the
commissioner or federal law, a provider may seek payment from the recipient for services not eligible for
payment under the medical assistance program when the provider, prior to delivering the service, reviews
and considers all other available covered alternatives with the recipient and obtains a signed acknowledgment
from the recipient of the potential of the recipient's liability. The signed acknowledgment must be in a form
approved by the commissioner.
(b) Conditions under which a provider must not request payment from the recipient include, but are not
limited to:
(1) a service that requires prior authorization, unless authorization has been denied as not medically
necessary and all other therapeutic alternatives have been reviewed;
(2) a service for which payment has been denied for reasons relating to billing requirements;
(3) standard shipping or delivery and setup of medical equipment or medical supplies;
(4) services that are included in the recipient's long term care per diem;
(5) the recipient is enrolled in the Restricted Recipient Program and the provider is one of a provider
type designated for the recipient's health care services; and
(6) the noncovered service is a prescription drug identified by the commissioner as having the potential
for abuse and overuse, except where payment by the recipient is specifically approved by the commissioner
on the date of service based upon compelling evidence supplied by the prescribing provider that establishes
medical necessity for that particular drug.
(c) The payment requested from recipients for noncovered services under this subdivision must not
exceed the provider's usual and customary charge for the actual service received by the recipient. A recipient
must not be billed for the difference between what medical assistance paid for the service or would pay for
a less costly alternative service.
Subd. 56. Medical service coordination. (a)(1) Medical assistance covers in-reach community-based
service coordination that is performed through a hospital emergency department as an eligible procedure
under a state healthcare program for a frequent user. A frequent user is defined as an individual who has
frequented the hospital emergency department for services three or more times in the previous four consecutive
months. In-reach community-based service coordination includes navigating services to address a client's
mental health, chemical health, social, economic, and housing needs, or any other activity targeted at reducing
the incidence of emergency room and other nonmedically necessary health care utilization.
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(2) Medical assistance covers in-reach community-based service coordination that is performed through
a hospital emergency department or inpatient psychiatric unit for a child or young adult up to age 21 with
a serious emotional disturbance who has frequented the hospital emergency room two or more times in the
previous consecutive three months or been admitted to an inpatient psychiatric unit two or more times in
the previous consecutive four months, or is being discharged to a shelter.
(b) Reimbursement must be made in 15-minute increments and allowed for up to 60 days posthospital
discharge based upon the specific identified emergency department visit or inpatient admitting event. In-reach
community-based service coordination shall seek to connect frequent users with existing covered services
available to them, including, but not limited to, targeted case management, waiver case management, or
care coordination in a health care home. For children and young adults with a serious emotional disturbance,
in-reach community-based service coordination includes navigating and arranging for community-based
services prior to discharge to address a client's mental health, chemical health, social, educational, family
support and housing needs, or any other activity targeted at reducing multiple incidents of emergency room
use, inpatient readmissions, and other nonmedically necessary health care utilization. In-reach services shall
seek to connect them with existing covered services, including targeted case management, waiver case
management, care coordination in a health care home, children's therapeutic services and supports, crisis
services, and respite care. Eligible in-reach service coordinators must hold a minimum of a bachelor's degree
in social work, public health, corrections, or a related field. The commissioner shall submit any necessary
application for waivers to the Centers for Medicare and Medicaid Services to implement this subdivision.
(c)(1) For the purposes of this subdivision, "in-reach community-based service coordination" means the
practice of a community-based worker with training, knowledge, skills, and ability to access a continuum
of services, including housing, transportation, chemical and mental health treatment, employment, education,
and peer support services, by working with an organization's staff to transition an individual back into the
individual's living environment. In-reach community-based service coordination includes working with the
individual during their discharge and for up to a defined amount of time in the individual's living environment,
reducing the individual's need for readmittance.
(2) Hospitals utilizing in-reach service coordinators shall report annually to the commissioner on the
number of adults, children, and adolescents served; the postdischarge services which they accessed; and
emergency department/psychiatric hospitalization readmissions. The commissioner shall ensure that services
and payments provided under in-reach care coordination do not duplicate services or payments provided
under section 256B.0753, 256B.0755, or 256B.0625, subdivision 20.
Subd. 56a. Post-arrest community-based service coordination. (a) Medical assistance covers post-arrest
community-based service coordination for an individual who:
(1) has been identified as having a mental illness or substance use disorder using a screening tool approved
by the commissioner;
(2) does not require the security of a public detention facility and is not considered an inmate of a public
institution as defined in Code of Federal Regulations, title 42, section 435.1010;
(3) meets the eligibility requirements in section 256B.056; and
(4) has agreed to participate in post-arrest community-based service coordination through a diversion
contract in lieu of incarceration.
(b) Post-arrest community-based service coordination means navigating services to address a client's
mental health, chemical health, social, economic, and housing needs, or any other activity targeted at reducing
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the incidence of jail utilization and connecting individuals with existing covered services available to them,
including, but not limited to, targeted case management, waiver case management, or care coordination.
(c) Post-arrest community-based service coordination must be provided by an individual who is an
employee of a county or is under contract with a county to provide post-arrest community-based coordination
and is qualified under one of the following criteria:
(6);

(1) a licensed mental health professional as defined in section 245.462, subdivision 18, clauses (1) to

(2) a mental health practitioner as defined in section 245.462, subdivision 17, working under the clinical
supervision of a mental health professional; or
(3) a certified peer specialist under section 256B.0615, working under the clinical supervision of a mental
health professional.
(d) Reimbursement is allowed for up to 60 days following the initial determination of eligibility.
(e) Providers of post-arrest community-based service coordination shall annually report to the
commissioner on the number of individuals served, and number of the community-based services that were
accessed by recipients. The commissioner shall ensure that services and payments provided under post-arrest
community-based service coordination do not duplicate services or payments provided under section
256B.0625, subdivision 20, 256B.0753, 256B.0755, or 256B.0757.
(f) Notwithstanding section 256B.19, subdivision 1, the nonfederal share of cost for post-arrest
community-based service coordination services shall be provided by the county providing the services, from
sources other than federal funds or funds used to match other federal funds.
[See Note.]
Subd. 57. Payment for Part B Medicare crossover claims. (a) Effective for services provided on or
after January 1, 2012, medical assistance payment for an enrollee's cost-sharing associated with Medicare
Part B is limited to an amount up to the medical assistance total allowed, when the medical assistance rate
exceeds the amount paid by Medicare.
(b) Excluded from this limitation are payments for mental health services and payments for dialysis
services provided to end-stage renal disease patients. The exclusion for mental health services does not apply
to payments for physician services provided by psychiatrists and advanced practice nurses with a specialty
in mental health.
(c) Excluded from this limitation are payments to federally qualified health centers and rural health
clinics.
Subd. 57a. Payment limitation for Medicare-covered skilled nursing facility stays. For services
rendered on or after July 1, 2003, for facilities reimbursed under this chapter or chapter 256R, the Medicaid
program shall only pay a co-payment during a Medicare-covered skilled nursing facility stay if the Medicare
rate less the resident's co-payment responsibility is less than the case mix adjusted total payment rate under
chapter 256R. The amount that shall be paid by the Medicaid program is equal to the amount by which the
case mix adjusted total payment rate exceeds the Medicare rate less the co-payment responsibility. Health
plans paying for nursing home services under section 256B.69, subdivision 6a, may limit payments as
allowed under this subdivision.
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Subd. 58. Early and periodic screening, diagnosis, and treatment services. Medical assistance covers
early and periodic screening, diagnosis, and treatment services (EPSDT). The payment amount for a complete
EPSDT screening shall not include charges for health care services and products that are available at no cost
to the provider and shall not exceed the rate established per Minnesota Rules, part 9505.0445, item M,
effective October 1, 2010.
Subd. 59. Services provided by advanced dental therapists and dental therapists. Medical assistance
covers services provided by advanced dental therapists and dental therapists when provided within the scope
of practice identified in sections 150A.105 and 150A.106.
Subd. 60. Community paramedic services. (a) Medical assistance covers services provided by
community paramedics who are certified under section 144E.28, subdivision 9, when the services are provided
in accordance with this subdivision to an eligible recipient as defined in paragraph (b).
(b) For purposes of this subdivision, an eligible recipient is defined as an individual who has received
hospital emergency department services three or more times in a period of four consecutive months in the
past 12 months or an individual who has been identified by the individual's primary health care provider for
whom community paramedic services identified in paragraph (c) would likely prevent admission to or would
allow discharge from a nursing facility; or would likely prevent readmission to a hospital or nursing facility.
(c) Payment for services provided by a community paramedic under this subdivision must be a part of
a care plan ordered by a primary health care provider in consultation with the medical director of an ambulance
service and must be billed by an eligible provider enrolled in medical assistance that employs or contracts
with the community paramedic. The care plan must ensure that the services provided by a community
paramedic are coordinated with other community health providers and local public health agencies and that
community paramedic services do not duplicate services already provided to the patient, including home
health and waiver services. Community paramedic services shall include health assessment, chronic disease
monitoring and education, medication compliance, immunizations and vaccinations, laboratory specimen
collection, hospital discharge follow-up care, and minor medical procedures approved by the ambulance
medical director.
(d) Services provided by a community paramedic to an eligible recipient who is also receiving care
coordination services must be in consultation with the providers of the recipient's care coordination services.
(e) The commissioner shall seek the necessary federal approval to implement this subdivision.
Subd. 60a. Community medical response emergency medical technician services. (a) Medical
assistance covers services provided by a community medical response emergency medical technician (CEMT)
who is certified under section 144E.275, subdivision 7, when the services are provided in accordance with
this subdivision.
(b) A CEMT may provide a postdischarge visit, after discharge from a hospital or skilled nursing facility,
when ordered by a treating physician. The postdischarge visit includes:
(1) verbal or visual reminders of discharge orders;
(2) recording and reporting of vital signs to the patient's primary care provider;
(3) medication access confirmation;
(4) food access confirmation; and
(5) identification of home hazards.

Copyright © 2017 by the Revisor of Statutes, State of Minnesota. All Rights Reserved.

205
49

MINNESOTA STATUTES 2017

256B.0625

(c) An individual who has repeat ambulance calls due to falls or has been identified by the individual's
primary care provider as at risk for nursing home placement, may receive a safety evaluation visit from a
CEMT when ordered by a primary care provider in accordance with the individual's care plan. A safety
evaluation visit includes:
(1) medication access confirmation;
(2) food access confirmation; and
(3) identification of home hazards.
(d) A CEMT shall be paid at $9.75 per 15-minute increment. A safety evaluation visit may not be billed
for the same day as a postdischarge visit for the same individual.
[See Note.]
Subd. 61. Family psychoeducation services. Effective July 1, 2013, or upon federal approval, whichever
is later, medical assistance covers family psychoeducation services provided to a child up to age 21 with a
diagnosed mental health condition when identified in the child's individual treatment plan and provided by
a licensed mental health professional, as defined in Minnesota Rules, part 9505.0371, subpart 5, item A, or
a clinical trainee, as defined in Minnesota Rules, part 9505.0371, subpart 5, item C, who has determined it
medically necessary to involve family members in the child's care. For the purposes of this subdivision,
"family psychoeducation services" means information or demonstration provided to an individual or family
as part of an individual, family, multifamily group, or peer group session to explain, educate, and support
the child and family in understanding a child's symptoms of mental illness, the impact on the child's
development, and needed components of treatment and skill development so that the individual, family, or
group can help the child to prevent relapse, prevent the acquisition of comorbid disorders, and achieve
optimal mental health and long-term resilience.
Subd. 62. Mental health clinical care consultation. Effective July 1, 2013, or upon federal approval,
whichever is later, medical assistance covers clinical care consultation for a person up to age 21 who is
diagnosed with a complex mental health condition or a mental health condition that co-occurs with other
complex and chronic conditions, when described in the person's individual treatment plan and provided by
a licensed mental health professional, as defined in Minnesota Rules, part 9505.0371, subpart 5, item A, or
a clinical trainee, as defined in Minnesota Rules, part 9505.0371, subpart 5, item C. For the purposes of this
subdivision, "clinical care consultation" means communication from a treating mental health professional
to other providers or educators not under the clinical supervision of the treating mental health professional
who are working with the same client to inform, inquire, and instruct regarding the client's symptoms;
strategies for effective engagement, care, and intervention needs; and treatment expectations across service
settings; and to direct and coordinate clinical service components provided to the client and family.
Subd. 63. Payment for multiple services provided on the same day. The commissioner shall not
prohibit payment, including supplemental payments, for mental health services or dental services provided
to a patient by a clinic or health care professional solely because the mental health or dental services were
provided on the same day as other covered health services furnished by the same provider.
Subd. 64. Investigational drugs, biological products, and devices. (a) Medical assistance and the
early periodic screening, diagnosis, and treatment (EPSDT) program do not cover costs incidental to,
associated with, or resulting from the use of investigational drugs, biological products, or devices as defined
in section 151.375.
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(b) Notwithstanding paragraph (a), stiripentol may be covered by the EPSDT program if all the following
conditions are met:
(1) the use of stiripentol is determined to be medically necessary;
(2) the enrollee has a documented diagnosis of Dravet syndrome, regardless of whether an SCN1A
genetic mutation is found, or the enrollee is a child with malignant migrating partial epilepsy in infancy due
to an SCN2A genetic mutation;
(3) all other available covered prescription medications that are medically necessary for the enrollee
have been tried without successful outcomes; and
(4) the United States Food and Drug Administration has approved the treating physician's individual
patient investigational new drug application (IND) for the use of stiripentol for treatment.
This paragraph does not apply to MinnesotaCare coverage under chapter 256L.
History: Ex1967 c 16 s 2; 1969 c 395 s 1; 1973 c 717 s 17; 1975 c 247 s 9; 1975 c 384 s 1; 1975 c 437
art 2 s 3; 1976 c 173 s 56; 1976 c 236 s 1; 1976 c 312 s 1; 1978 c 508 s 2; 1978 c 560 s 10; 1981 c 360 art
2 s 26,54; 1Sp1981 c 2 s 12; 1Sp1981 c 4 art 4 s 22; 3Sp1981 c 2 art 1 s 31; 1982 c 562 s 2; 1983 c 151 s
1,2; 1983 c 312 art 1 s 27; art 5 s 10; art 9 s 4; 1984 c 654 art 5 s 58; 1985 c 21 s 52-54; 1985 c 49 s 41;
1985 c 252 s 19,20; 1Sp1985 c 3 s 19; 1986 c 394 s 17; 1986 c 444; 1987 c 309 s 24; 1987 c 370 art 1 s 3;
art 2 s 4; 1987 c 374 s 1; 1987 c 403 art 2 s 73,74; art 5 s 16; 1988 c 689 art 2 s 141,268; 1989 c 282 art
3 s 54-58; 1990 c 422 s 10; 1990 c 568 art 3 s 43-50,104; 1991 c 199 art 2 s 1; 1991 c 292 art 4 s 41-49;
art 6 s 45; art 7 s 5,9-11; 1992 c 391 s 1,2; 1992 c 513 art 7 s 43-49; art 9 s 25; 1993 c 246 s 1,2; 1993 c
247 art 4 s 11; 1993 c 345 art 13 s 1; 1Sp1993 c 1 art 3 s 23; art 5 s 36-49; art 7 s 41-44; art 9 s 71; 1Sp1993
c 6 s 10; 1994 c 465 art 3 s 52; 1994 c 625 art 8 s 72; 1995 c 178 art 2 s 26; 1995 c 207 art 6 s 38-51; art
8 s 33; 1995 c 234 art 6 s 38; 1995 c 263 s 10; 1996 c 451 art 2 s 20; art 5 s 15,16; 1997 c 203 art 2 s 25;
art 4 s 25,26; 1997 c 225 art 4 s 3; art 6 s 5,8; 1998 c 398 art 2 s 46; 1998 c 407 art 4 s 20-28; 1999 c 86
art 2 s 4; 1999 c 139 art 4 s 2; 1999 c 245 art 4 s 37-49,121; art 5 s 20; art 8 s 5,87; art 10 s 10; 2000 c
298 s 3; 2000 c 347 s 1; 2000 c 474 s 6,7; 2000 c 488 art 9 s 16; 2001 c 178 art 1 s 44; 2001 c 203 s 9;
1Sp2001 c 9 art 2 s 30-38; art 3 s 16-19; art 9 s 41,42; 2002 c 220 art 15 s 13; 2002 c 277 s 12-14,32; 2002
c 294 s 6; 2002 c 375 art 2 s 13-16; 2002 c 379 art 1 s 113; 2003 c 112 art 2 s 50; 1Sp2003 c 14 art 3 s 25;
art 4 s 4-7; art 11 s 11; art 12 s 33-36; 2004 c 288 art 5 s 3; art 6 s 22; 2005 c 10 art 1 s 48; 2005 c 56 s
1; 2005 c 98 art 2 s 3,4; 2005 c 147 art 1 s 67; 2005 c 155 art 3 s 2-6; 1Sp2005 c 4 art 2 s 8-10; art 7 s
13,14; art 8 s 29-40; 2006 c 282 art 16 s 6; 2007 c 147 art 4 s 5-7; art 5 s 9; art 6 s 18; art 7 s 6,7; art 8 s
19-21; art 11 s 17; art 15 s 16; art 16 s 16; 2008 c 326 art 1 s 29-32; 2008 c 363 art 15 s 4; art 17 s 9; 2009
c 79 art 5 s 25-36; art 7 s 18,20; art 8 s 18-21; 2009 c 101 art 2 s 109; 2009 c 159 s 89; 2009 c 167 s 13;
2009 c 173 art 1 s 20,21,41; art 3 s 9,10; 2010 c 200 art 1 s 4,5; 2010 c 303 s 4; 2010 c 307 s 1; 2010 c
310 art 1 s 1; art 6 s 2; art 7 s 1; art 8 s 1; art 9 s 1; art 10 s 1; art 11 s 1; art 12 s 1,2; 2010 c 352 art 1 s
7; 1Sp2010 c 1 art 16 s 8-15; art 24 s 4; 2011 c 76 art 1 s 37; 2011 c 86 s 17,18; 1Sp2011 c 9 art 6 s 28-48;
art 7 s 8; art 8 s 6; 1Sp2011 c 11 art 3 s 12; 2012 c 169 s 1; 2012 c 181 s 1; 2012 c 187 art 3 s 12; 2012 c
216 art 9 s 11; art 11 s 1; art 12 s 8; art 13 s 7-11; 2012 c 247 art 1 s 3-9,27; 2013 c 81 s 4-10; 2013 c 108
art 4 s 17-20; art 6 s 8-16; art 9 s 10; 2013 c 125 art 1 s 107; 2014 c 262 art 5 s 6; 2014 c 275 art 1 s 58;
2014 c 286 art 7 s 8,13; art 8 s 31; 2014 c 291 art 9 s 1,5; 2014 c 311 s 18; 2014 c 312 art 24 s 28-35; 2015
c 15 s 2; 2015 c 71 art 2 s 34,35; art 9 s 13-15; art 11 s 19-28; 2015 c 78 art 4 s 52,61; art 5 s 2; 2016 c
99 art 2 s 3; 2016 c 158 art 1 s 111; art 2 s 85-89; 2016 c 164 s 7; 2016 c 189 art 19 s 10-13; 2017 c 53 s
1; 1Sp2017 c 5 art 4 s 8; art 12 s 22; 1Sp2017 c 6 art 1 s 5,6; art 4 s 26-37; art 8 s 68

Copyright © 2017 by the Revisor of Statutes, State of Minnesota. All Rights Reserved.

207
51

MINNESOTA STATUTES 2017

256B.0625

NOTE: Subdivision 16 was found unconstitutional with regard to public funding for medical services
related to therapeutic abortions. Women of State of Minn. by Doe v. Gomez, 542 N.W.2d 17 (Minn. 1995).
NOTE: The amendment to subdivision 20 by Laws 2017, First Special Session chapter 6, article 4,
section 33, is effective upon federal approval. The commissioner of human services shall notify the revisor
of statutes when federal approval is received. Laws 2017, First Special Session chapter 6, article 4, section
33, the effective date.
NOTE: Subdivision 20b, as added by Laws 2017, First Special Session chapter 6, article 4, section 34,
is effective upon federal approval. The commissioner of human services shall notify the revisor of statutes
when federal approval is received. Laws 2017, First Special Session chapter 6, article 4, section 34, the
effective date.
NOTE: Subdivision 45a, as added by Laws 2015, chapter 71, article 2, section 34, is effective July 1,
2017, or upon federal approval, whichever is later. The commissioner of human services shall notify the
revisor of statutes when federal approval is obtained. Laws 2015, chapter 71, article 2, section 34, the effective
date.
NOTE: Subdivision 53, as added by Laws 2009, chapter 173, article 3, section 10, is effective August
1, 2009, or upon federal approval, whichever is later. Laws 2009, chapter 173, article 3, section 10, the
effective date.
NOTE: Subdivision 56a, as added by Laws 2017, First Special Session chapter 6, article 4, section 36,
is effective upon federal approval for services provided on or after July 1, 2017. The commissioner of human
services shall notify the revisor of statutes when federal approval is received. Laws 2017, First Special
Session chapter 6, article 4, section 36, the effective date.
NOTE: Subdivision 60a, as added by Laws 2016, chapter 189, article 19, section 13, received federal
approval and is effective July 1, 2017. Laws 2016, chapter 189, article 19, section 13, the effective date.
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THE SENATE
TWENTY-EIGHTH LEGISLATURE, 2016
STATE OF HAWAII

S.B. NO.

2395
S.D. 1
H.D. 2
C.D. 1

A BILL FOR AN ACT
RELATING TO TELEHEALTH.
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF HAWAII:
SECTION 1.

The legislature finds that telehealth has allowed

states to implement innovative health policy reforms that achieve
significant cost savings and improve health outcomes.

There are many

opportunities for improving health care access in Hawaii through the
use of telehealth, especially in areas of the State faced with a
shortage of health care providers.
However, the legislature further finds that restrictions on
telehealth, such as geographical limitations on service, limitations
on patient setting, and restrictions on applicable technology, act as
barriers that prevent health care providers and patients from
realizing the full benefits of telehealth.
Accordingly, the purpose of this Act is to enhance access to care
via telehealth by:
(1)

Requiring the State's medicaid managed care and fee-forservice programs to cover services provided through
telehealth;

209
(2)

Specifying that any telehealth services provided shall be
consistent with all federal and state privacy, security,
and confidentiality laws;

(3)

Specifying medical professional liability insurance policy
requirements with regard to telehealth coverage;

(4)

Clarifying that reimbursement for services provided through
telehealth shall be equivalent to reimbursement for the
same services provided via face-to-face contact between a
health care provider and a patient;

(5)

Requiring written disclosure of coverages and benefits
associated with telehealth services;

(6)

Ensuring that telehealth encompasses store and forward
technologies, remote monitoring, live consultation, and
mobile health;

(7)

Ensuring that telehealth is covered when originating in a
patient's home and other non-medical environments;

(8)

Clarifying requirements for physicians and out-of-state
physicians to establish a physician-patient relationship
via telehealth;

(9)

Ensuring that reimbursement requirements for telehealth
services apply to all health benefits plans under chapter
87A, Hawaii Revised Statutes; and

(10)

Making other conforming amendments related to telehealth for
clarity.
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SECTION 2.

Chapter 346, Hawaii Revised Statutes, is amended by

adding a new section to be appropriately designated and to read as
follows:
"§346-

Coverage for telehealth.

(a)

The State's medicaid

managed care and fee-for-service programs shall not deny coverage for
any service provided through telehealth that would be covered if the
service were provided through in-person consultation between a patient
and a health care provider.
(b)

Reimbursement for services provided through telehealth shall

be equivalent to reimbursement for the same services provided via
face-to-face contact between a health care provider and a
patient.

Nothing in this section shall require a health care provider

to be physically present with the patient at an originating site
unless a health care provider at the distant site deems it necessary.
(c)

There shall be no geographic restrictions or requirements

for telehealth coverage or reimbursement under this section.
(d)

There shall be no restrictions on originating site

requirements for telehealth coverage or reimbursement under this
section.
(e)

Services provided by telehealth pursuant to this section

shall be consistent with all federal and state privacy, security, and
confidentiality laws.
(f)

Notwithstanding any other law to the contrary, the

provisions of this section shall comply with the applicable federal
requirements related to utilization, coverage, and reimbursement for
telehealth services.
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(g)

For the purposes of this section:

"Distant site" means the location of the health care provider
delivering services through telehealth at the time the services are
provided.
"Health care provider" means a provider of services, as defined
in title 42 United States Code section 1395x(u), a provider of medical
and other health services, as defined in title 42 United States Code
section 1395x(s), other practitioners licensed by the State and
working within their scope of practice, and any other person or
organization who furnishes, bills, or is paid for health care in the
normal course of business, including but not limited to primary care
providers, mental health providers, oral health providers, physicians
and osteopathic physicians licensed under chapter 453, advanced
practice registered nurses licensed under chapter 457, psychologists
licensed under chapter 465, and dentists licensed under chapter 448.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a health care provider through
telehealth, including but not limited to a health care provider's
office, hospital, critical access hospital, rural health clinic,
federally qualified health center, a patient's home, and other nonmedical environments such as school-based health centers, universitybased health centers, or the work location of a patient.
"Telehealth" means the use of telecommunications services, as
defined in section 269-1, to encompass four modalities:

store and

forward technologies, remote monitoring, live consultation, and mobile
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health; and which shall include but not be limited to real-time video
conferencing-based communication, secure interactive and
non-interactive web-based communication, and secure asynchronous
information exchange, to transmit patient medical information,
including diagnostic-quality digital images and laboratory results for
medical interpretation and diagnosis, for the purpose of delivering
enhanced health care services and information while a patient is at an
originating site and the health care provider is at a distant
site.

Standard telephone contacts, facsimile transmissions, or e-mail

text, in combination or by itself, does not constitute a telehealth
service for the purposes of this section."
SECTION 3.

Chapter 457, Hawaii Revised Statutes, is amended by

adding a new section to be appropriately designated and to read as
follows:
"§457-

Telehealth; privacy, security, and

confidentiality.

Services relating to the practice of nursing

provided by telehealth pursuant to this chapter shall be consistent
with all federal and state privacy, security, and confidentiality
laws."
SECTION 4.

Chapter 671, Hawaii Revised Statutes, is amended by

adding a new section to be appropriately designated and to read as
follows:
"§671telehealth.

Professional liability insurance; coverage for
(a)

Every insurer providing professional liability

insurance for a health care provider shall ensure that every policy
that is issued, amended, or renewed in this State on or after the
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effective date of Act

, Session Laws of Hawaii 2016, shall provide

malpractice coverage for telehealth that shall be equivalent to
coverage for the same services provided via face-to-face contact
between a health care provider and a patient.
(b)

No insurer providing professional liability insurance

policies shall require face-to-face contact between a health care
provider and a patient as a prerequisite for coverage of services
appropriately provided through telehealth in accordance with generally
accepted health care practices and standards prevailing in the
applicable professional community at the time the services were
provided.

The coverage required in this section may be subject to all

terms and conditions of the policy agreed upon between the health care
provider and the insurer.
(c)

For purposes of this section:

"Distant site" means the location of the health care provider
delivering services through telehealth at the time the services are
provided.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a health care provider through
telehealth, including but not limited to a health care provider's
office, hospital, critical access hospital, rural health clinic,
federally qualified health center, a patient's home, and other nonmedical environments such as school-based health centers, universitybased health centers, or the work location of a patient.
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"Telehealth" means the use of telecommunications services, as
defined in section 269-1, to encompass four modalities:

store and

forward technologies, remote monitoring, live consultation, and mobile
health; and which shall include but not be limited to real-time video
conferencing-based communication, secure interactive and
non-interactive web-based communication, and secure asynchronous
information exchange, to transmit patient medical information,
including diagnostic-quality digital images and laboratory results for
medical interpretation and diagnosis, for the purpose of delivering
enhanced health care services and information while a patient is at an
originating site and the health care provider is at a distant
site.

Standard telephone contacts, facsimile transmissions, or e-mail

text, in combination or by itself, does not constitute a telehealth
service for the purposes of this section."
SECTION 5.

Section 209E-2, Hawaii Revised Statutes, is amended

by amending the definition of "medical and health care services" to
read as follows:
""Medical and health care services" means medical research[,] and
clinical trials, [and telehealth,] but not routine medical treatment
or services."
SECTION 6.

Section 431:10A-116.3, Hawaii Revised Statutes, is

amended to read as follows:
"§431:10A-116.3

Coverage for telehealth.

(a)

It is the intent

of the legislature to recognize the application of telehealth as a
reimbursable service by which an individual shall receive medical
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services from a health care provider without face-to-face contact with
the health care provider.
(b)

No accident and health or sickness insurance plan that is

issued, amended, or renewed shall require face-to-face contact between
a health care provider and a patient as a prerequisite for payment for
services appropriately provided through telehealth in accordance with
generally accepted health care practices and standards prevailing in
the applicable professional community at the time the services were
provided.

The coverage required in this section may be subject to all

terms and conditions of the plan agreed upon among the enrollee or
subscriber, the insurer, and the health care provider.
(c)

Reimbursement for services provided through telehealth shall

be equivalent to reimbursement for the same services provided via
face-to-face contact between a health care provider and a
patient.

[There shall be no reimbursement for a telehealth

consultation between health care providers unless a health care
provider-patient relationship exists between the patient and one of
the health care providers involved in the telehealth interaction and
the patient is accompanied by a treating health care provider at the
time telehealth services are provided by the consulting health care
provider; provided that when behavioral health services are provided,
a second health care provider shall not be required to accompany the
patient.
For the purposes of this section, "health care provider" means a
provider of services, as defined in 42 U.S.C. 1395x(u), a provider of
medical and other health services, as defined in 42 U.S.C. 1395x(s),
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and any other person or organization who furnishes, bills, or is paid
for health care in the normal course of business, including but not
limited to primary care providers, mental health providers, oral
health providers, physicians and osteopathic physicians licensed under
chapter 453, advanced practice registered nurses licensed under
chapter 457, psychologists licensed under chapter 465, and dentists
licensed under chapter 448.] Nothing in this section shall require a
health care provider to be physically present with the patient at an
originating site unless a health care provider at the distant site
deems it necessary.
(d)

Notwithstanding chapter 453 or rules adopted pursuant

thereto, in the event that a health care provider-patient relationship
does not exist between the patient and the health care provider to be
involved in a telehealth interaction between the patient and the
health care provider, a telehealth mechanism may be used to establish
a health care provider-patient relationship.
(e)

All insurers shall provide current and prospective insureds

with written disclosure of coverages and benefits associated with
telehealth services, including information on copayments, deductibles,
or coinsurance requirements under a policy, contract, plan, or
agreement.

The information provided shall be current, understandable,

and available prior to the issuance of a policy, contract, plan, or
agreement, and upon request after the policy, contract, plan, or
agreement has been issued.
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(f)

Services provided by telehealth pursuant to this section

shall be consistent with all federal and state privacy, security, and
confidentiality laws.
[(e)] (g)

For the purposes of this section[, "telehealth"]:

"Distant site" means the location of the health care provider
delivering services through telehealth at the time the services are
provided.
"Health care provider" means a provider of services, as defined
in title 42 United States Code section 1395x(u), a provider of medical
and other health services, as defined in title 42 United States Code
section 1395x(s), other practitioners licensed by the State and
working within their scope of practice, and any other person or
organization who furnishes, bills, or is paid for health care in the
normal course of business, including but not limited to primary care
providers, mental health providers, oral health providers, physicians
and osteopathic physicians licensed under chapter 453, advanced
practice registered nurses licensed under chapter 457, psychologists
licensed under chapter 465, and dentists licensed under chapter 448.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a health care provider through
telehealth, including but not limited to a health care provider's
office, hospital, health care facility, a patient's home, and other
non-medical environments such as school-based health centers,
university-based health centers, or the work location of a patient.
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"Telehealth" means the use of telecommunications services, as
defined in section 269-1, [including] to encompass four
modalities:

store and forward technologies, remote monitoring, live

consultation, and mobile health; and which shall include but not be
limited to real-time video conferencing-based communication, secure
interactive and non-interactive web-based communication, and secure
asynchronous information exchange, to transmit patient medical
information, including diagnostic-quality digital images and
laboratory results for medical interpretation and diagnosis, for the
purpose of delivering enhanced health care services and information
[to parties separated by distance.] while a patient is at an
originating site and the health care provider is at a distant
site.

Standard telephone contacts, facsimile transmissions, or e-mail

text, in combination or by itself, does not constitute a telehealth
service for the purposes of this chapter."
SECTION 7.

Section 432:1-601.5, Hawaii Revised Statutes, is

amended to read as follows:
"§432:1-601.5

Coverage for telehealth.

(a)

It is the intent of

the legislature to recognize the application of telehealth as a
reimbursable service by which an individual shall receive medical
services from a health care provider without face-to-face contact with
the health care provider.
(b)

No mutual benefit society plan that is issued, amended, or

renewed shall require face-to-face contact between a health care
provider and a patient as a prerequisite for payment for services
appropriately provided through telehealth in accordance with generally
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accepted health care practices and standards prevailing in the
applicable professional community at the time the services were
provided.

The coverage required in this section may be subject to all

terms and conditions of the plan agreed upon among the enrollee or
subscriber, the mutual benefit society, and the health care provider.
(c)

Reimbursement for services provided through telehealth shall

be equivalent to reimbursement for the same services provided via
face-to-face contact between a health care provider and a
patient.

[There shall be no reimbursement for a telehealth

consultation between health care providers unless a health care
provider-patient relationship exists between the patient and one of
the health care providers involved in the telehealth interaction and
the patient is accompanied by a treating health care provider at the
time telehealth services are provided by the consulting health care
provider; provided that when behavioral health services are provided,
a second health care provider shall not be required to accompany the
patient.
For the purposes of this section, "health care provider" means a
provider of services, as defined in 42 U.S.C. 1395x(u), a provider of
medical or other health services, as defined in 42 U.S.C. 1395x(s),
and any other person or organization who furnishes, bills, or is paid
for health care in the normal course of business, including but not
limited to primary care providers, mental health providers, oral
health providers, physicians and osteopathic physicians licensed under
chapter 453, advanced practice registered nurses licensed under
chapter 457, psychologists licensed under chapter 465, and dentists

220
licensed under chapter 448.] Nothing in this section shall require a
health care provider to be physically present with the patient at an
originating site unless a health care provider at the distant site
deems it necessary.
(d)

Notwithstanding chapter 453 or rules adopted pursuant

thereto, in the event that a health care provider-patient relationship
does not exist between the patient and the health care provider to be
involved in a telehealth interaction between the patient and health
care provider, a telehealth mechanism may be used to establish a
health care provider-patient relationship.
(e)

All insurers shall provide current and prospective enrollees

or subscribers with written disclosure of coverages and benefits
associated with telehealth services, including information on
copayments, deductibles, or coinsurance requirements under a policy,
contract, plan, or agreement.

The information provided shall be

current, understandable, and available prior to the issuance of a
policy, contract, plan, or agreement, and upon request after the
policy, contract, plan, or agreement has been issued.
(f)

Services provided by telehealth pursuant to this section

shall be consistent with all federal and state privacy, security, and
confidentiality laws.
[(e)] (g)

For the purposes of this section[, "telehealth"]:

"Health care provider" means a provider of services, as defined
in title 42 United States Code section 1395x(u), a provider of medical
and other health services, as defined in title 42 United States Code
section 1395x(s), other practitioners licensed by the State and
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working within their scope of practice, and any other person or
organization who furnishes, bills, or is paid for health care in the
normal course of business, including but not limited to primary care
providers, mental health providers, oral health providers, physicians
and osteopathic physicians licensed under chapter 453, advanced
practice registered nurses licensed under chapter 457, psychologists
licensed under chapter 465, and dentists licensed under chapter 448.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a health care provider through
telehealth, including but not limited to a health care provider's
office, hospital, health care facility, a patient's home, and other
non-medical environments such as school-based health centers,
university-based health centers, or the work location of a patient.
"Telehealth" means the use of telecommunications services, as
defined in section 269-1, [including] to encompass four
modalities:

store and forward technologies, remote monitoring, live

consultation, and mobile health; and which shall include but not be
limited to real-time video conferencing-based communication, secure
interactive and non-interactive web-based communication, and secure
asynchronous information exchange, to transmit patient medical
information, including diagnostic-quality digital images and
laboratory results for medical interpretation and diagnosis, for the
purpose of delivering enhanced health care services and information
[to parties separated by distance.] while a patient is at an
originating site and the health care provider is at a distant
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site.

Standard telephone contacts, facsimile transmissions, or e-mail

text, in combination or by itself, does not constitute a telehealth
service for the purposes of this chapter."
SECTION 8.

Section 432D-23.5, Hawaii Revised Statutes, is

amended to read as follows:
"§432D-23.5

Coverage for telehealth.

(a)

It is the intent of

the legislature to recognize the application of telehealth as a
reimbursable service by which an individual shall receive medical
services from a health care provider without face-to-face contact with
the health care provider.
(b)

No health maintenance organization plan that is issued,

amended, or renewed shall require face-to-face contact between a
health care provider and a patient as a prerequisite for payment for
services appropriately provided through telehealth in accordance with
generally accepted health care practices and standards prevailing in
the applicable professional community at the time the services were
provided.

The coverage required in this section may be subject to all

terms and conditions of the plan agreed upon among the enrollee or
subscriber, the health maintenance organization, and the health care
provider.
(c)

Reimbursement for services provided through telehealth shall

be equivalent to reimbursement for the same services provided via
face-to-face contact between a health care provider and a
patient.

[There shall be no reimbursement for a telehealth

consultation between health care providers unless an existing health
care provider-patient relationship exists between the patient and one

223
of the health care providers involved in the telehealth interaction
and the patient is accompanied by a treating health care provider at
the time telehealth services are provided by the consulting health
care provider; provided that when behavioral health services are
provided, a second health care provider shall not be required to
accompany the patient.
For the purposes of this section, "health care provider" means a
provider of services, as defined in 42 U.S.C. 1395x(u), a provider of
medical or other health services, as defined in 42 U.S.C. 1395x(s),
and any other person or organization who furnishes, bills, or is paid
for health care in the normal course of business, including but not
limited to primary care providers, mental health providers, oral
health providers, physicians and osteopathic physicians licensed under
chapter 453, advanced practice registered nurses licensed under
chapter 457, psychologists licensed under chapter 465, and dentists
licensed under chapter 448.] Nothing in this section shall require a
health care provider to be physically present with the patient at an
originating site unless a health care provider at the distant site
deems it necessary.
(d)

Notwithstanding chapter 453 or rules adopted pursuant

thereto, in the event that a health care provider-patient relationship
does not exist between the patient and the health care provider
involved in a telehealth interaction between the patient and the
health care provider, a telehealth mechanism may be used to establish
a health care provider-patient relationship.
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(e)

All health maintenance organizations shall provide current

and prospective insureds with written disclosure of coverages and
benefits associated with telehealth services, including information on
copayments, deductibles, or coinsurance requirements under a policy,
contract, plan, or agreement.

The information provided shall be

current, understandable, and available prior to enrollment in a
policy, contract, plan, or agreement and upon request after enrollment
in the policy, contract, plan, or agreement.
(f)

Services provided by telehealth pursuant to this section

shall be consistent with all federal and state privacy, security, and
confidentiality laws.
[(e)] (g)

For the purposes of this section[, "telehealth"]:

"Distant site" means the location of the health care provider
delivering services through telehealth at the time the services are
provided.
"Health care provider" means a provider of services, as defined
in title 42 United States Code section 1395x(u), a provider of medical
and other health services, as defined in title 42 United States Code
section 1395x(s), other practitioners licensed by the State and
working within their scope of practice, and any other person or
organization who furnishes, bills, or is paid for health care in the
normal course of business, including but not limited to primary care
providers, mental health providers, oral health providers, physicians
and osteopathic physicians licensed under chapter 453, advanced
practice registered nurses licensed under chapter 457, psychologists
licensed under chapter 465, and dentists licensed under chapter 448.
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"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a health care provider through
telehealth, including but not limited to a health care provider's
office, hospital, health care facility, a patient's home, and other
non-medical environments such as school-based health centers,
university-based health centers, or the work location of a patient.
"Telehealth" means the use of telecommunications services, as
defined in section 269-1, [including] to encompass four
modalities:

store and forward technologies, remote monitoring, live

consultation, and mobile health; and which shall include but not be
limited to real-time video conferencing-based communication, secure
interactive and non-interactive web-based communication, and secure
asynchronous information exchange, to transmit patient medical
information, including diagnostic-quality digital images and
laboratory results for medical interpretation and diagnosis, for the
purpose of delivering enhanced health care services and information
[to parties separated by distance.] while a patient is at an
originating site and the health care provider is at a distant
site.

Standard telephone contacts, facsimile transmissions, or e-mail

text, in combination or by itself, does not constitute a telehealth
service for the purposes of this chapter."
SECTION 9.

Section 453-1.3, Hawaii Revised Statutes, is amended

to read as follows:
"§453-1.3

Practice of telehealth.

(a)

Subject to section 453-

2(b), nothing in this section shall preclude any physician acting
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within the scope of the physician's license to practice from
practicing telehealth as defined in this section.
[(b)

For the purposes of this section, "telehealth" means the

use of telecommunications as that term is defined in section 269-1,
including but not limited to real-time video conferencing-based
communication, secure interactive and non-interactive web-based
communication, and secure asynchronous information exchange, to
transmit patient medical information, including diagnostic-quality
digital images and laboratory results for medical interpretation and
diagnosis, for the purposes of delivering enhanced health care
services and information to parties separated by distance,
establishing a physician-patient relationship, evaluating a patient,
or treating a patient.
(c)] (b)

Telehealth services shall include a documented patient

evaluation, including history and a discussion of physical symptoms
adequate to establish a diagnosis and to identify underlying
conditions or contraindications to the treatment recommended or
provided.
[(d)] (c)

Treatment recommendations made via telehealth,

including issuing a prescription via electronic means, shall be held
to the same standards of appropriate practice as those in traditional
physician-patient settings that do not include a face-to-face visit
but in which prescribing is appropriate, including on-call telephone
encounters and encounters for which a follow-up visit is
arranged.

Issuing a prescription based solely on an online

questionnaire is not treatment for the purposes of this section and

227
does not constitute an acceptable standard of care.

For the purposes

of prescribing [a controlled substance,] opiates or medical marijuana,
a physician-patient relationship shall only be established [pursuant
to chapter 329.] after an in-person consultation between the
prescribing physician and the patient.
[(e)] (d)

All medical reports resulting from telehealth services

are part of a patient's health record and shall be made available to
the patient.

Patient medical records shall be maintained in

compliance with all applicable state and federal requirements
including privacy requirements.
[(f)] (e)

A physician shall not use telehealth to establish a

physician-patient relationship with a patient in this State without a
license to practice medicine in Hawaii.
(f)

A physician-patient relationship may be established via

telehealth if the patient is referred to the telehealth provider by
another health care provider who has conducted an in-person
consultation and has provided all pertinent patient information to the
telehealth provider.

Once a provider-patient relationship is

established, a patient or physician licensed in this State may use
telehealth for any purpose, including consultation with a medical
provider licensed in another state, authorized by this section or as
otherwise provided by law.
(g)

The physician-patient relationship prerequisite under this

section shall not apply to telehealth consultations for emergency
department services.
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[(g)] (h)

Reimbursement for behavioral health services provided

through telehealth shall be equivalent to reimbursement for the same
services provided via face-to-face contact between a health care
provider and a patient.
(i)

Services provided by telehealth pursuant to this chapter

shall be consistent with all federal and state privacy, security, and
confidentiality laws.
(j)

For the purposes of this section:

"Distant site" means the location of the physician delivering
services through telehealth at the time the services are provided.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a physician through telehealth,
including but not limited to a physician's office, hospital, health
care facility, a patient's home, and other non-medical environments
such as school-based health centers, university-based health centers,
or the work location of a patient.
"Telehealth" means the use of telecommunications as that term is
defined in section 269-1, to encompass four modalities:

store and

forward technologies, remote monitoring, live consultation, and mobile
health; and which shall include but not be limited to real-time video
conferencing-based communication, secure interactive and noninteractive web-based communication, and secure asynchronous
information exchange, to transmit patient medical information,
including diagnostic-quality digital images and laboratory results for
medical interpretation and diagnosis, for the purposes of:

delivering
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enhanced health care services and information while a patient is at an
originating site and the physician is at a distant site; establishing
a physician-patient relationship; evaluating a patient; or treating a
patient."
SECTION 10.

Section 453-2, Hawaii Revised Statutes, is amended

by amending subsection (b) to read as follows:
"(b)
(1)

Nothing herein shall:
Apply to so-called Christian Scientists; provided that the
Christian Scientists practice the religious tenets of their
church without pretending a knowledge of medicine or
surgery;

(2)

Prohibit service in the case of emergency or the domestic
administration of family remedies;

(3)

Apply to any commissioned medical officer in the United
States armed forces or public health service engaged in the
discharge of one's official duty, including a commissioned
medical officer employed by the United States Department of
Defense, while providing direct telehealth support or
services to neighbor island beneficiaries within a Hawaii
National Guard armory on the island of Kauai, Hawaii,
Molokai, or Maui; provided that the commissioned medical
officer employed by the United States Department of Defense
is credentialed by Tripler Army Medical Center;

(4)

Apply to any practitioner of medicine and surgery from
another state when in actual consultation, including inperson, mail, electronic, telephonic, fiber-optic, or other
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telehealth consultation with a licensed physician or
osteopathic physician of this State, if the physician or
osteopathic physician from another state at the time of
consultation is licensed to practice in the state in which
the physician or osteopathic physician resides; provided
that:

(A)

The physician or osteopathic physician from
another state shall not open an office, or
appoint a place to meet patients in this State,
or receive calls within the limits of the State
for the provision of care for a patient who is
located in this State;

(B)

The licensed physician or osteopathic physician of
this State retains control and remains
responsible for the provision of care for the
patient who is located in this State; and

(C)

The laws and rules relating to contagious diseases
are not violated;

(5)

Prohibit services rendered by any person certified under
part II of this chapter to provide emergency medical
services, or any physician assistant, when the services are
rendered under the direction and control of a physician or
osteopathic physician licensed in this State except for
final refraction resulting in a prescription for
spectacles, contact lenses, or visual training as performed
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by an oculist or optometrist duly licensed by the
State.

The direction and control shall not be construed in

every case to require the personal presence of the
supervising and controlling physician or osteopathic
physician.

Any physician or osteopathic physician who

employs or directs a person certified under part II of this
chapter to provide emergency medical services, or a
physician assistant, shall retain full professional and
personal responsibility for any act that constitutes the
practice of medicine when performed by the certified person
or physician assistant;
(6)

Prohibit automated external defibrillation by:

(A)

Any first responder personnel certified by the
department of health to provide automated
external defibrillation when it is rendered under
the medical oversight of a physician or
osteopathic physician licensed in this State; or

(B)

Any person acting in accordance with section
663-1.5(e); or

(7)

Prohibit a radiologist duly licensed to practice medicine
and provide radiology services in another state from using
telehealth while located in this State to provide radiology
services to a patient who is located in the state in which
the radiologist is licensed.
paragraph:

For the purposes of this
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"Distant site" means the location of the radiologist
delivering services through telehealth at the time the
services are provided.
"Originating site" means the location where the patient
is located, whether accompanied or not by a health care
provider, at the time services are provided by a
radiologist through telehealth, including but not limited
to a radiologist's or health care provider's office,
hospital, health care facility, a patient's home, and other
non-medical environments such as school-based health
centers, university-based health centers, or the work
location of a patient.
"Radiologist" means a doctor of medicine or a doctor of
osteopathy certified in radiology by the American Board of
Radiology or the American Board of Osteopathy.
"Telehealth" means the use of telecommunications, as
that term is defined in section 269-1, [including] to
encompass four modalities:

store and forward technologies,

remote monitoring, live consultation, and mobile health;
and which shall include but not be limited to real-time
video conferencing-based communication, secure interactive
and non-interactive web-based communication, and secure
asynchronous information exchange, to transmit patient
medical information, including diagnostic-quality digital
images and laboratory results for medical interpretation
and diagnosis, for the purpose of delivering enhanced
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health care services and information [to parties separated
by distance.] while a patient is at an originating site and
the radiologist is at a distant site. Standard telephone
contacts, facsimile transmissions, or e-mail texts, in
combination or by themselves, do not constitute a
telehealth service for the purposes of this paragraph."
SECTION 11.

Section 457-2, Hawaii Revised Statutes, is amended

as follows:
1.

By adding two new definitions to be appropriately inserted

and to read:
""Distant site" means the location of the nurse delivering
services through telehealth at the time the services are provided.
"Originating site" means the location where the patient is
located, whether accompanied or not by a health care provider, at the
time services are provided by a nurse through telehealth, including
but not limited to a nurse's or health care provider's office,
hospital, health care facility, a patient's home, and other nonmedical environments such as school-based health centers, universitybased health centers, or the work location of a patient."
2.

By amending the definition of "telehealth" to read:

""Telehealth" means the use of [electronic information and
telecommunication technologies] telecommunications as that term is
defined in section 269-1, to encompass four modalities:

store and

forward technologies, remote monitoring, live consultation, and mobile
health; and which shall include but not be limited to real-time video
conferencing-based communication, secure interactive and non-
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interactive web-based communication, and secure asynchronous
information exchange, to transmit patient medical information,
including diagnostic-quality digital images and laboratory results for
medical interpretation and diagnosis, to support long-distance
clinical health care[,] while a patient is at an originating site and
the nurse is at a distant site, patient and professional healthrelated education, public health and health administration, to the
extent that it relates to nursing."
SECTION 12.

Section 466J-6, Hawaii Revised Statutes, is amended

by amending subsection (a) to read as follows:
"(a)

Any provision in this chapter to the contrary

notwithstanding, a license shall not be required for:
(1)

A licensed medical practitioner in radiology;

(2)

A licensed practitioner of nuclear medicine;

(3)

A licensed physician assistant;

(4)

A licensed doctor of dentistry;

(5)

A licensed dental technician;

(6)

A licensed dental hygienist;

(7)

A student in an approved school for radiographers, radiation
therapists, or nuclear medicine technologists, or in a
school of medicine, podiatry, dentistry, or a chiropractic
school; provided that the student is operating x-ray
machines under the direct supervision of a licensed
radiographer, licensed radiation therapist, licensed
nuclear medicine technologist, or a qualified person
pursuant to this chapter; and
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(8)

A radiologist duly licensed to practice medicine and
radiology services in another state who uses telehealth
while located in this State to provide radiology services
to a patient who is located in the state in which the
radiologist is licensed[.]; provided that services provided
by telehealth pursuant to this paragraph shall be
consistent with all federal and state privacy, security,
and confidentiality laws.

For the purposes of this

paragraph:
"Distant site" means the location of the radiologist
delivering services through telehealth at the time the
services are provided.
"Originating site" means the location where the patient
is located, whether accompanied or not by a health care
provider, at the time services are provided by a
radiologist through telehealth, including but not limited
to a radiologist's or health care provider's office,
hospital, health care facility, a patient's home, and other
non-medical environments such as school-based health
centers, university-based health centers, or the work
location of a patient.
"Radiologist" means a doctor of medicine or a doctor of
osteopathy certified in radiology by the American Board of
Radiology or the American Board of Osteopathy.
"Telehealth" means the use of telecommunications, as
that term is defined in section 269-1, [including] to
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encompass four modalities:

store and forward technologies,

remote monitoring, live consultation, and mobile health;
and which shall include but not be limited to real-time
video conferencing-based communication, secure interactive
and non-interactive web-based communication, and secure
asynchronous information exchange, to transmit patient
medical information, including diagnostic-quality digital
images and laboratory results for medical interpretation
and diagnosis, for the purpose of delivering enhanced
health care services and information [to parties separated
by distance.] while a patient is at an originating site and
the radiologist is at a distant site.

Standard telephone

contacts, facsimile transmissions, or e-mail texts, in
combination or by themselves, do not constitute a
telehealth service for the purposes of this paragraph."
SECTION 13.

Notwithstanding any other law to the contrary, the

reimbursement for telehealth services required under sections 6, 7,
and 8 of this Act shall apply to all health benefits plans under
chapter 87A, Hawaii Revised Statutes, issued, renewed, modified,
altered, or amended on or after the effective date of this Act.
SECTION 14.

This Act does not affect rights and duties that

matured, penalties that were incurred, and proceedings that were begun
before its effective date.
SECTION 15.
stricken.

Statutory material to be repealed is bracketed and

New statutory material is underscored.

SECTION 16.

This Act shall take effect on January 1, 2017.
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Report Title:
Telehealth; Insurance; Medicaid; Covered Services; Liability
Insurance; Reimbursement; Disclosure; Requirements; EUTF
Description:
Requires the State's medicaid managed care and fee-for-service
programs to cover services provided through
telehealth. Specifies that any telehealth services provided
shall be consistent with all federal and state privacy,
security, and confidentiality laws. Specifies medical
professional liability insurance policy requirements with regard
to telehealth coverage. Clarifies that reimbursement for
services provided through telehealth shall be equivalent to
reimbursement for the same services provided via face-to-face
contact between a health care provider and a patient. Requires
written disclosure of coverages and benefits associated with
telehealth services. Requires that telehealth encompasses store
and forward technologies, remote monitoring, live consultation,
and mobile health. Ensures telehealth is covered when
originating in a patient's home and other non-medical
environments. Clarifies requirements for physicians and out-ofstate physicians to establish a physician-patient relationship
via telehealth. Requires that reimbursement requirements for
telehealth services apply to all health benefits plans under
chapter 87A, Hawaii Revised Statutes. Takes effect on
1/1/2017. (CD1)
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SPONSOR: Rep. B. Short & Sen. Hall-Long
Reps. Barbieri, Bennett, Briggs King, Lynn; Sens. Ennis,
Henry, Lopez, Townsend
HOUSE OF REPRESENTATIVES
148th GENERAL ASSEMBLY
HOUSE BILL NO. 69
AS AMENDED BY
HOUSE AMENDMENT NO. 1
AND
SENATE AMENDMENT NO. 1
AN ACT TO AMEND TITLE 18 AND 24 OF THE DELAWARE CODE RELATING TO TELEMEDICINE SERVICES.
BE IT ENACTED BY THE GENERAL ASSEMBLY OF THE STATE OF DELAWARE:
Section 1. Amend Chapter 33 of Title 18 of the Delaware Code to add new “§ 3370” by making deletions as shown
by strike through and insertions as shown by underline as follows:
§ 3370. Telemedicine.
(a) As used in this section:
(1) “Distant site” means a site at which a health care provider legally allowed to practice in the state is
located while providing health care services by means of telemedicine or telehealth.
(2) “Originating site” means a site in Delaware at which a patient is located at the time health care services
are provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect
to the provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and
providers may agree to alternative siting arrangements deemed appropriate by the parties.
(3) “Store and forward transfer” means the transmission of a patient’s medical information either to or from
an originating site or to or from the provider at the distant site, but does not require the patient being present nor
must it be in real time.
(4) “Telehealth” means the use of information and communications technologies consisting of telephones,
remote patient monitoring devices or other electronic means which support clinical health care, provider
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consultation, patient and professional health-related education, public health, health administration, and other
services as described in regulation.
(5) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by
means of real time two-way audio, visual, or other telecommunications or electronic communications, including the
application of secure video conferencing or store and forward transfer technology to provide or support healthcare
delivery, which facilitate the assessment, diagnosis, consultation, treatment, education, care management and selfmanagement of a patient’s health care by a health care provider practicing within his or her scope of practice as
would be practiced in-person with a patient, and legally allowed to practice in the state, while such patient is at an
originating site and the health care provider is at a distant site.
(b) Each insurer proposing to issue individual or group accident and sickness insurance policies providing hospital,
medical and surgical, or major medical coverage on an expense-incurred basis; each health service corporation providing
individual or group accident and sickness subscription contracts; and each health maintenance organization providing a health
care plan for health care services shall provide coverage for the cost of such health care services provided through
telemedicine.
(c) Each insurer proposing to issue individual or group accident and sickness insurance policies providing hospital,
medical and surgical, or major medical coverage on an expense-incurred basis; each health service corporation providing
individual or group accident and sickness subscription contracts; and each health maintenance organization providing a health
care plan for health care services shall provide coverage for the cost of such health care services provided through telehealth
as directed through regulations promulgated by the Department.
(d) An insurer, health service corporation, or health maintenance organization shall not exclude a service for
coverage solely because the service is provided through telemedicine services and is not provided through in-person
consultation or contact between a health care provider and a patient for services appropriately provided through telemedicine
services.
(e) An insurer, health service corporation, or health maintenance organization shall reimburse the treating provider
or the consulting provider for the diagnosis, consultation, or treatment of the insured delivered through telemedicine services
on the same basis and at least at the rate that the insurer, health service corporation, or health maintenance organization is
responsible for coverage for the provision of the same service through in-person consultation or contact. Payment for
telemedicine interactions shall include reasonable compensation to the originating or distant site for the transmission cost
incurred during the delivery of health care services.
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(f) No insurer, health service corporation, or health maintenance organization shall impose any annual or lifetime
dollar maximum on coverage for telemedicine services other than an annual or lifetime dollar maximum that applies in the
aggregate to all items and services covered under the policy, or impose upon any person receiving benefits pursuant to this
section any copayment, coinsurance, or deductible amounts, or any policy year, calendar year, lifetime, or other durational
benefit limitation or maximum for benefits or services, that is not equally imposed upon all terms and services covered under
the policy, contract, or plan.
(g) The requirements of this section shall apply to all insurance policies, contracts, and plans delivered, issued for
delivery, reissued, or extended on and after enactment of this section or at any time thereafter when any term of the policy,
contract, or plan is changed or any premium adjustment is made.
(h) This section shall not apply to short-term travel, accident-only, limited or specified disease, or individual
conversion policies or contracts, nor shall it contravene any telehealth requirements made in policies or contracts designed
for issuance to persons eligible for coverage under Titles XVIII, XIX, and XXI of the Social Security Act, known as Medicare,
Medicaid, or any other similar coverage under state or federal governmental plans.
Section 2. Amend § 1702, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(3) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine.
(3) "Division" means the Division of Professional Regulation.
(4) "Executive Director" means the Executive Director of the Board of Medical Licensure and Discipline.
(5) "Healthcare institution" means a facility or agency licensed, certified, or otherwise authorized by law to provide,
in the ordinary course of business, treatments, services, or procedures to maintain, diagnose, or otherwise affect a person's
physical or mental condition.
(6) "Medical group" means 1 or more physicians or other health care practitioners who work together under the
name of a professional corporation, a limited liability partnership, or other legal entity.
(7) "Medicine" means the science of restoring or preserving health and includes allopathic medicine and surgery,
osteopathic medicine and surgery, and all the respective branches of the foregoing.
(9) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine, unless the term is otherwise defined with respect to the provision in which
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it is used; provided, however, notwithstanding any other provision of law, insurers and providers may agree to alternative
siting arrangements deemed appropriate by the parties.
(8) "Physician" means an allopathic doctor of medicine and surgery or a doctor of osteopathic medicine and surgery
who is registered and certified to practice medicine pursuant to this chapter.
(9) "Practice of medicine" or "practice medicine" includes:
a. Advertising, holding out to the public, or representing in any manner that one is authorized to practice
medicine in this State;
b. Offering or undertaking to prescribe, order, give, or administer any drug or medicine for the use of
another person;
c. Offering or undertaking to prevent or to diagnose, correct, and/or treat in any manner or by any means,
methods, or devices a disease, illness, pain, wound, fracture, infirmity, defect, or abnormal physical or mental
condition of another person, including the management of pregnancy and parturition;
d. Offering or undertaking to perform a surgical operation upon another person;
e. Rendering a written or otherwise documented medical opinion concerning the diagnosis or treatment of
a person or the actual rendering of treatment to a person within the State by a physician located outside the State as
a result of transmission of the person's medical data by electronic or other means from within the State to the
physician or to the physician's agent;
f. Rendering a determination of medical necessity or a decision affecting or modifying the diagnosis and/or
treatment of a person;
g. Using the designation Doctor, Doctor of Medicine, Doctor of Osteopathy, physician, surgeon, physician
and surgeon, Dr., M.D., or D.O., or a similar designation, or any combination thereof, in the conduct of an occupation
or profession pertaining to the prevention, diagnosis, or treatment of human disease or condition, unless the
designation additionally contains the description of another branch of the healing arts for which one holds a valid
license in the State.
For the purposes of this chapter, in order that the full resources of the State are available for the protection of persons
using the services of physicians, the act of the practice of medicine occurs where a person is located at the time a physician
practices medicine upon the person.
(10) "Registration" means the entry of a certificate to practice medicine into the records of the Board of Medical
Licensure and Discipline pursuant to the regulations of the Board.
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(13) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(11) "Substantially related" means the nature of criminal conduct for which a person was convicted has a direct
bearing on the person's fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the practice
of medicine, the work of a physician assistant, of the practice of respiratory care.
(15) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(16) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a health care provider practicing within his or her scope of practice as would be practiced in-person with a patient,
legally allowed to practice in the state, while such patient is at an originating site and the health care provider is at a distant
site.
Section 3. Amend Chapter 17 of Title 24 of the Delaware Code to include new “§ 1769D” by making deletions as
shown by strike through and insertions as shown by underline as follows:
§ 1769D. Telemedicine and Telehealth.
(a) Physicians may practice Telemedicine and Telehealth. Provided that Telemedicine shall not be utilized by a
physician with respect to any patient in the absence of a physician-patient relationship, except for the instances in subsection
(i).
(b) Physicians who utilize telemedicine shall, if such action would otherwise be required in the provision of the same
service not delivered via telemedicine, ensure that a proper physician-patient relationship is established either in-person or
through telehealth which includes but is not limited to:
(1) fully verifying and authenticating the location and, to the extent possible, identifying the requesting
patient;
(2) disclosing and validating the provider’s identity and applicable credential(s);

Page 6 of 33

243
(3) obtaining appropriate consents from requesting patients after disclosures regarding the delivery models
and treatment methods or limitations, including informed consents regarding the use of telemedicine technologies
as indicated in subsection (b)(5) of this section;
(4) establishing a diagnosis through the use of acceptable medical practices, such as patient history, mental
status examination, physical examination (unless not warranted by the patient’s mental condition), and appropriate
diagnostic and laboratory testing to establish diagnoses, as well as identify underlying conditions or contraindications, or both, to treatment recommended or provided;
(5) discussing with the patient the diagnosis and the evidence for it, the risks and benefits of various
treatment options; and
(6) ensuring the availability of the distant site provider or coverage of the patient for appropriate follow-up
care; and
(7) providing a written visit summary to the patient.
(c) Treatment and consultation recommendations made in an online setting, including issuing a prescription via
electronic means, will be held to the same standards of appropriate practice as those in traditional (encounter in person)
settings.
(d) The physician treating a patient through telemedicine must maintain a complete record of the patient’s care which
must follow all applicable state and federal statutes and regulations for recordkeeping, confidentiality, and disclosure to the
patient.
(e) Telemedicine shall include, at such time as feasible and when appropriate, utilizing the Delaware Health
Information Network (DHIN) in connection with the practice.
(f) Without a prior and proper patient-provider relationship, as provided in subsection (b) of this section, providers
are prohibited from issuing prescriptions solely in response to an Internet questionnaire, an Internet consult, or a telephone
consult.
(g) Prescriptions made through telemedicine and under a physician-patient relationship may include controlled
substances, subject to limitations as set by the Board.
(h) Physicians using telemedicine technologies to provide medical care to patients located in Delaware must, prior
to a diagnosis and treatment, either provide: (1) an appropriate examination in-person, (2) have another Delaware-licensed
practitioner at the originating site with the patient at the time of the diagnosis, (3) the diagnosis must be based using both
audio and visual communication, or (4) the service meets standards of establishing a patient-physician relationship included
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as part of evidenced-based clinical practice guidelines in telemedicine developed by major medical specialty societies, such
as those of radiology or pathology.
(i) Telemedicine may be practiced without a physician-patient relationship during:
(1) Informal consultation performed by a physician outside the context of a contractual relationship and on
an irregular or infrequent basis without the expectation or exchange of direct or indirect compensation;
(2) Furnishing of medical assistance by a physician in case of an emergency or disaster if no charge is made
for the medical assistance; or
(3) Episodic consultation by a medical specialist located in another jurisdiction who provides such
consultation services on request to a licensed health care professional.
Section 4. Amend § 1773, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(a) The Council shall adopt rules and regulations which address the following:
(1) The licensing of physician assistants to allow:
a. The performance of delegated medical acts within the education, training, and experience of
physician assistants; and
b. The performance of services customary to the practice of the supervising physician;
(2) Delegated medical acts provided by physician assistants to include, but not be limited to:
a. The performance of complete patient histories and physical examinations;
b. The recording of patient progress notes in an outpatient setting;
c. The relaying, transcribing, or executing of specific diagnostic or therapeutic orders;
d. Medical acts of diagnosis and prescription of therapeutic drugs and treatments which have been
delegated by the supervising physician; and
e. Prescriptive authority for therapeutic drugs and treatments within the scope of physician
assistant practice, as delegated by the supervising physician. The physician assistant's prescriptive authority
and authority to practice as a physician assistant are subject to biennial renewal upon application to the
Physician Assistant Regulatory Council; and
f. The use of Telemedicine as defined in this Chapter and, as further described in regulation, the
use of and participation in Telehealth.
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Section 5. Amend § 1776, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(2) "Respiratory care practitioner" or "RCP" means an individual who practices respiratory care in accord with the
requirements of this subchapter;
(b) A respiratory care practitioner works under the general supervision of a person certified to practice medicine,
whether by direct observation and monitoring, by protocols approved by a person certified to practice medicine, or by orders
written or verbally given by a person certified to practice medicine. A respiratory care practitioner may evaluate patients and
make decisions within parameters defined by a person certified to practice medicine and by the Board of Medical Licensure
and Discipline. The work performed by a respiratory care practitioner includes, but is not limited to:
(1) Collecting samples of blood, secretions, gases, and body fluids for respiratory evaluations;
(2) Measuring cardiorespiratory volumes, flows, and pressures;
(3) Administering pharmacological agents, aerosols, and medical gases via the respiratory route;
(4) Inserting and maintaining airways, natural or artificial, for the flow of respiratory gases;
(5) Controlling the environment and ventilatory support systems such as hyperbaric chambers and
ventilators;
(6) Resuscitating individuals with cardiorespiratory failure;
(7) Maintaining bronchopulmonary hygiene;
(8) Researching and developing protocols in respiratory disorders;
(9) Performing pulmonary function studies; and
(10) The use of Telemedicine as defined in this Chapter and, as further described in regulation, the use
of and participation in Telehealth.
(c) Nothing in this subchapter is intended to limit, preclude, or otherwise interfere with the professional activities
of other individuals and healthcare providers formally trained and licensed by the State.
(d) An individual who is licensed pursuant to this subchapter, who is not being investigated or sanctioned in relation
to unprofessional conduct or physical, mental, emotional, or other impairment, and who has passed an examination that
includes the subject matter of 1 or more of the professional activities included in subsection (b) of this section may not be
prohibited from performing those professional activities passed in the examination, provided that the testing body that
administered the examination is approved by the Board.
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Section 6. Amend § 1799H, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(9) The "practice of genetic counseling" shall include any or all of the following activities:
a. Obtaining and interpreting individual, family and medical development histories;
b. Determining the mode of inheritance and risk of transmission of genetic conditions;
c. Discussing the inheritance, features, natural history, means of diagnosis;
d. Identifying, coordinating and explaining genetic laboratory tests and other diagnostic studies; provided
however, that if in the course of providing a genetic counseling service to any client, a genetic counselor finds any
indication of disease or condition that requires medical assessment, the genetic counselor shall refer a client to a
physician licensed to practice medicine;
e. Assessing psychosocial factors, recognizing social, educational, and cultural issues;
f. Evaluating the client's or family's responses to the condition or risk of recurrence and provide clientcentered counseling and anticipatory guidance;
g. Communicating genetic information to clients in an understandable manner;
h. Facilitating informed decision making about testing and management alternatives;
i. Identifying and effectively utilizing community resources that provide medical, educational, financial,
and psychosocial support and advocacy; and
j. Providing accurate written documentation of medical, genetic, and counseling information for families
and health care professionals.; and
k. The use of Telemedicine as defined in this Chapter and, as further described in regulation, the use of and
participation in Telehealth.
Section 7. Amend § 502, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(3) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located
while providing health care services by means of telemedicine or telehealth.
(10) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
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(10) "Practice of podiatry" shall mean the diagnosis and the medical, surgical, mechanical, manipulative and
electrical treatment of all ailments of the foot and ankle. As appropriate in regulation, these services may be performed
with the use of Telemedicine. Podiatry may also include participation in Telehealth, as further defined in regulation.
Amputation of the foot shall be restricted to state licensed podiatrists who have completed an American Podiatric Medical
Association accredited surgical residency program acceptable to the Board and have current amputation privileges, or
have fulfilled the credentialing criteria of the surgical committee of the Joint Committee on Accreditation of Hospitals
accredited hospital where the amputation is to be performed.
(11) "State" shall mean the State of Delaware.
(14) “Store and forward transfer” means the transmission of a patient’s medical information either to or from
an originating site or to or from the provider at the distant site, but does not require the patient being present nor must it
be in real time.
(12) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has
a direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to
podiatry.
(13) "Surgical treatment" shall mean the use of any cutting instrument to treat a disease, ailment or condition.
(14) “Telehealth” means the use of information and communications technologies consisting of telephones,
remote patient monitoring devices or other electronic means which support clinical health care, provider consultation,
patient and professional health-related education, public health, health administration, and other services as described
in regulation.
(15) “Telemedicine” means the delivery of clinical health care services by means of real time two-way audio,
visual, or other telecommunications or electronic communications, including the application of secure video
conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate the
assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with
other restrictions as defined in regulation.
Section 8. Amend § 701, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(a) "Chiropractic" means a drugless system of health care based on the principle that interference with the
transmission of nerve impulses may cause disease.
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(b) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(c) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(d) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(b) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(c) “Telemedicine” means a form of telehealth which the delivery of clinical health care services by means of real
time two-way audio, visual, or other telecommunications or electronic communications, including the application of secure
video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate the
assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health care
by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
(d) The practice of chiropractic includes, but is not limited to, the diagnosing and locating of misaligned or displaced
vertebrae (subluxation complex), using x-rays and other diagnostic test procedures. The practice includes the use of
telemedicine and may also include the practice of and participation in Telehealth, as further defined in regulation. Practice of
chiropractic includes the treatment through manipulation/adjustment of the spine and other skeletal structures and the use of
adjunctive procedures not otherwise prohibited by this chapter.
Section 9. Amend § 1101, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(7) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(10) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
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provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(12) "Practice of dentistry" is defined as the evaluation, diagnosis, prevention and/or treatment (nonsurgical,
surgical or related procedures) of diseases, disorders and/or conditions of the oral cavity, maxillofacial area and/or the
adjacent and associated structures and their impact on the human body provided by a dentist within the scope of the dentist's
education, training and experience, in accordance with the ethics of the profession and applicable law. The practice includes
the use of Telemedicine and may also include participation in Telehealth as further defined in regulation. A person shall be
construed to practice dentistry who by verbal claim, sign, advertisement, opening of an office, or in any other way, including
use of the words "dentist," "dental surgeon," the letters "D.D.S.," "D.M.D.," or other letters or titles, represents the dentist's
person to be a dentist or who holds himself or herself out as able to perform, or who does perform, dental services or work.
A person shall be regarded as practicing dentistry who is a manager, proprietor, operator or conductor of a place for
performing dental operations or who for a fee, salary or other reward paid, or to be paid either to himself or herself or to
another person, performs or advertises to perform dental operations of any kind.
(13) "State" shall mean the State of Delaware.
(15) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(14) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the practice
of dentistry or dental hygiene.
(15) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(16) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
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Section 10. Amend § 1902, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(e) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(l) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(n) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(h) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(i) “Telemedicine” means the delivery of clinical health care services by means of real time two-way audio, visual,
or other telecommunications or electronic communications, including the application of secure video conferencing or store
and forward transfer technology to provide or support healthcare delivery, which facilitate the assessment, diagnosis,
consultation, treatment, education, care management and self-management of a patient’s health care by a licensee practicing
within his or her scope of practice as would be practiced in-person with a patient and with other restrictions as defined in
regulation.
(n) "The practice of practical nursing" as a licensed practical nurse means the performance for compensation of
nursing services by a person who holds a valid license pursuant to the terms of this chapter and who bears accountability for
nursing practices which require basic knowledge of physical, social and nursing sciences. These services, at the direction of
a registered nurse or a person licensed to practice medicine, surgery or dentistry, include:
(1) Observation;
(2) Assessment;
(3) Planning and giving of nursing care to the ill, injured and infirm;
(4) The maintenance of health and well being;
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(5) The administration of medications and treatments prescribed by a licensed physician, dentist, podiatrist
or advanced practice nurse; and
(6) Additional nursing services and supervision commensurate with the licensed practical nurse's
continuing education and demonstrated competencies; and
(7) Dispensing activities only as permitted in the Board's Rules and Regulations.
Nothing contained in this chapter shall be deemed to permit acts of surgery or medical diagnosis; nor shall it be
deemed to permit dispensing of drugs, medications or therapeutics independent of the supervision of a physician who is
licensed to practice medicine and surgery, or those licensed to practice dentistry or podiatry.; and
(8) The use of Telemedicine, as defined in this Chapter, and practice of and participation in Telehealth as
further defined in regulation.
(o) "The practice of professional nursing" as a registered nurse means the performance of professional nursing
services by a person who holds a valid license pursuant to the terms of this chapter, and who bears primary responsibility and
accountability for nursing practices based on specialized knowledge, judgment and skill derived from the principles of
biological, physical and behavioral sciences. The registered nurse practices in the profession of nursing by the performance
of activities, among which are:
(1) Assessing human responses to actual or potential health conditions;
(2) Identifying the needs of the individual and/or family by developing a nursing diagnosis;
(3) Implementing nursing interventions based on the nursing diagnosis;
(4) Teaching health care practices. Nothing contained herein shall limit other qualified persons or agencies
from teaching health care practices without being licensed under this chapter;
(5) Advocating the provision of health care services through collaboration with other health service personnel;
(6) Executing regimens, as prescribed by a licensed physician, dentist, podiatrist or advanced practice nurse,
including the dispensing and/or administration of medications and treatments;
(7) Administering, supervising, delegating and evaluating nursing activities.;
(8) The use of telemedicine, as defined in this Chapter, and participation in Telehealth, asas further defined in
regulation.
(8) Nothing contained in this chapter shall be deemed to permit acts of surgery or medical diagnosis; nor shall
it be deemed to permit dispensing of drugs, medications or therapeutics independent of the supervision of a physician
who is licensed to practice medicine and surgery, or those licensed to practice dentistry or podiatry.
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A registered nurse shall have the authority, as part of the practice of professional nursing, to make a
pronouncement of death; provided, however, that this provision shall only apply to attending nurses caring for terminally
ill patients or patients who have "do not resuscitate" orders in the home or place of residence of the deceased as a part
of a hospice program or a certified home health care agency program; in a skilled nursing facility; in a residential
community associated with a skilled nursing facility; any licensed assisted living community; in an extended care
facility; or in a hospice; and provided that the attending physician of record has agreed in writing to permit the attending
registered nurse to make a pronouncement of death in that case.
(p) "The profession of nursing" is an art and process based on a scientific body of knowledge. The practitioner of
nursing assists patients in the maintenance of health, the management of illness, injury or infirmity or in the achieving of a
dignified death.
Section 11. Amend § 2002, Title 24 of the Delaware Code by making deletions as shown by strike through and insertions
as shown by underline as follows:
(2) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(3) "Occupational therapist" shall mean a person who is licensed to practice occupational therapy pursuant to this
chapter and who offers such services to the public under any title incorporating the words "occupational therapy,"
"occupational therapist" or any similar title or description of occupational therapy services.
(4) "Occupational therapy assistant" shall mean a person licensed to assist in the practice of occupational therapy, under
the supervision of an occupational therapist.
(5) "Occupational therapy services" shall mean, but are not limited to:
a. The assessment, treatment and education of or consultation with the individual, family or other persons;
or
b. Interventions directed toward developing, improving or restoring daily living skills, work readiness or
work performance, play skills or leisure capacities, or enhancing educational performance skills; or
c. Providing for the development, improvement or restoration of sensorimotor, oralmotor, perceptual or
neuromuscular functioning, or emotional, motivational, cognitive or psychosocial components of performance.
These services may require assessment of the need for use of interventions such as the design, development,
adaptation, application or training in the use of assistive technology devices; the design, fabrication or application of
rehabilitative technology such as selected orthotic devices; training in the use of assistive technology, orthotic or
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prosthetic devices; the application of thermal agent modalities, including, but not limited to, paraffin, hot and cold packs
and fluido therapy, as an adjunct to, or in preparation for, purposeful activity; the use of ergonomic principles; the
adaptation of environments and processes to enhance functional performance; or the promotion of health and wellness.
Services may be provided through the use of Telemedicine in a manner deemed appropriate by regulation.
Services also may include participation in Telehealth as further defined in regulation.
(7) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(6) "Person" shall mean a corporation, company, association and partnership, as well as an individual.
(7) "Practice of occupational therapy" shall mean the use of goal-directed activities with individuals who are limited
by physical limitations due to injury or illness, psychiatric and emotional disorders, developmental or learning disabilities,
poverty and cultural differences or the aging process, in order to maximize independence, prevent disability and maintain
health.
(10) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(8) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the practice
of occupational therapy.
(9) "Supervision" shall mean the interactive process between the licensed occupational therapist and the
occupational therapy assistant. It shall be more than a paper review or cosignature. The supervising occupational therapist is
responsible for insuring the extent, kind and quality of the services rendered by the occupational therapy assistant.
(10) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(11) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
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the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
Section 12. Amend § 2101, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(a) The "practice of optometry" is a learned profession and the same privileges, powers and duties shall attach
thereto as the other learned professions. For purpose of this chapter, the "practice of optometry" is defined as the examination,
measurement (by subjective or objective means), diagnosis, treatment and prevention of conditions of the human eye, lid,
adnexa and visual system. The "practice of optometry" includes but is not limited to the adapting and fitting of all types of
lenses or devices, including the dispensing of contact lenses which must be dispensed in accordance with a written, current
contact lens prescription from a licensed physician or optometrist, which includes such information as the Board shall specify
by rule or regulation. The practice of optometry also includes the determination of refractive error and/or visual, muscular,
or anatomical anomalies of the eye; the use of prescription of pharmaceutical agents for the diagnosis and treatment of ocular
disease; the removal of superficial foreign bodies from the human eye and its appendages (appendages shall include cornea,
conjuctiva lid, adnexa or lacrimal system); and the providing of vision, developmental and perceptual therapy, and shall
include the utilization of any method or means which the optometrist is educationally qualified to provide as established by
the Delaware State Board of Examiners in Optometry; provided that the "practice of optometry" does not include surgery or
the use of narcotics, or therapeutic lasers.
(b) For purposes of this chapter, the classifications of the "practice of optometry" shall be defined as:
(1) Nondiagnostically certified optometrist shall be permitted to practice optometry as defined in
subsection (a) of this section. However, a nondiagnostically certified optometrist may not utilize any diagnostic or
therapeutic pharmaceutical agent or remove superficial foreign bodies from the eye and its appendages.
(2) Diagnostically certified optometrists shall be permitted or perform the duties of a nondiagnostically
certified optometrist. In addition, a diagnostically certified optometrist may use the following drug groups:
a. Topical anesthetics.
b. Mydriatics.
c. Cycloplegics.
d. Miotics.
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(3) Therapeutically certified optometrists shall be permitted to perform the duties of a diagnostically
certified optometrist. In addition, a therapeutically certified optometrist may use and/or prescribe the following
pharmaceutical agents for the treatment of ocular diseases and conditions:
a. Topical and oral administration:
1. Antihistamines and decongestants.
2. Antiglaucoma.
3. Analgesics (noncontrolled).
4. Antibiotics.
b. Topical administration only:
1. Autonomics.
2. Anesthetics.
3. Anti-infectives, including antivirals and antiparasitics.
4. Anti-inflammatories.
In administering this chapter, the State Board shall, by rule or regulation, specify those acts, services, procedures
and practices which constitute the "practice of optometry" within the definitions of this section.
(c) For purposes of disability insurance, workers' compensation, standard health and accident, sickness and other
insurance policies, programs and plans, if the optometrist is authorized by law to perform the particular services, the
optometrist shall be entitled to compensation for services under the said programs. Individuals entitled to such services shall
have freedom to choose between any optometrist and any physician skilled in diseases of the eye.
(d) The practice of optometry also includes services provided by Telemedicine and participation in Telehealth. For
the purposes of this section, “Telehealth” is defined as the use of information and communications technologies consisting
of telephones, remote patient monitoring devices or other electronic means which support clinical health care, provider
consultation, patient and professional health-related education, public health, health administration, and other services as
described in regulation. “Telemedicine” means a form of Telehealth which is the delivery of clinical health care services by
means of real time two-way audio, visual, or other telecommunications or electronic communications, including the
application of secure video conferencing or store and forward transfer technology to provide or support healthcare delivery,
which facilitate the assessment, diagnosis, consultation, treatment, education, care management and self-management of a
patient’s health care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient
and with other restrictions as defined in regulation. “Distant site” means a site at which a health care provider legally allowed
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to practice in the state is located while providing health care services by means of telemedicine or telehealth. “Originating
site” means a site in Delaware at which a patient is located at the time health care services are provided to him or her by
means of telemedicine or telehealth, unless the term is otherwise defined with respect to the provision in which it is used;
provided, however, notwithstanding any other provision of law, insurers and providers may agree to alternative siting
arrangements deemed appropriate by the parties. “Store and forward transfer” means the transmission of a patient’s medical
information either to or from an originating site or to or from the provider at the distant site, but does not require the patient
being present nor must it be in real time.
Section 13. Amend § 2502, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(6) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(17) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(21) "Practice of pharmacy" means the interpreting, evaluating, and dispensing of a practitioner's or prescriber's
order. The practice of pharmacy includes, but is not limited to, the proper compounding, labeling, packaging, and dispensing
of a drug to a patient or the patient's agent, and administering a drug to a patient. The practice of pharmacy includes the
application of the pharmacist's knowledge of pharmaceutics, pharmacology, pharmacokinetics, drug and food interactions,
drug product selection, and patient counseling. It also includes:
a. Participation in drug utilization and/or drug regimen reviews;
b. Participation in therapeutic drug selection, substitution of therapeutically equivalent drug products;
c. Advising practitioners and other health care professionals, as well as patients, regarding the total scope of
drug therapy, so as to deliver the best care possible;
d. Monitoring drug therapy;
e. Performing and interpreting capillary blood tests to screen and monitor disease risk factors or facilitate
patient education, the results of which must be reported to the patient's health care practitioner; screening results to be
reported only if outside normal limits;
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f. Conducting or managing a pharmacy or other business establishment where drugs are compounded or
dispensed; and
g. The use of Telemedicine and participation in Telehealth in a manner deemed appropriate by regulation;
and
g h. Administration of injectable medications, biologicals and adult immunizations pursuant to a valid
prescription or physician-approved protocol approved by a physician duly licensed in the State under subchapter III of
Chapter 17 of this title. Pharmacists shall request which physician or physicians and notify the physician or physicians
as designated by the patient of such administration within 24 hours. The notice shall include the patient's name, the
name of the immunizations, inoculations or vaccinations administered, and the date of administration and may be
submitted by phone, fax, post or electronically. Upon request a copy of the protocol will be made available to the
designated physician or physicians without costs.
(22) "Practitioner" or "prescriber" means an individual who is authorized by law to prescribe drugs in the course of
professional practice or research in any state.
(23) "Preceptor" means a licensed pharmacist who is approved by the Board to supervise an intern.
(24) "Prescription drug" or "legend drug" means a drug required by federal or state law or regulation to be dispensed
only by a prescription, including finished dosage forms and active ingredients, subject to § 503(b) of the Federal Food, Drug
and Cosmetic Act (21 U.S.C. § 353(b)).
(25) "Prescription drug order" or "prescription" means the lawful written or verbal order of a practitioner for a drug.
(26) "Reference product" means a product as defined by the Federal Food and Drug Administration pursuant to 42
U.S.C. § 262.
(27) "State" means the State of Delaware.
(28) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(28) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the practice
of pharmacy.
(29) "Substitution" or "substitute" means pharmacist's selection of prescriber authorized generic or therapeutically
equivalent prescription medications or, in the case of biologicals, pharmacist selection of an interchangeable biological
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product in place of the prescribed product. Generic substitution means a drug that is the same active ingredient, equivalent in
strength to the strength written on the prescription and which is classified as being therapeutically equivalent to another drug
in the latest edition or supplement of the Federal Food and Drug Administration (FDA) Approved Drug Products with
Therapeutic Equivalence Evaluations, sometimes referred to as the "Orange Book."
(30) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(31) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
Section 14. Amend § 3002, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(1) "Board" means the Board of Mental Health and Chemical Dependency Professionals.
(2) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located
while providing health care services by means of telemedicine or telehealth.
(2) "Division" means the Division of Professional Regulation of the State of Delaware.
(3) "Excessive use or abuse of drugs" means any use of narcotics, controlled substances or illegal drugs without a
prescription from a licensed physician, or the abuse of alcoholic beverage such that it impairs a licensee's ability to perform
the work of a licensed mental health or chemical dependency professional.
(5) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(4) "Person" means a corporation, company, association and partnership, as well as an individual.
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(7) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(5) "Substantially related" means the nature of the criminal conduct, for which a person was convicted, has a
direct bearing on the fitness or ability of the person to perform 1 or more of the duties or responsibilities of a licensed
mental health or chemical dependency professional.
(6) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(7) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which
facilitate the assessment, diagnosis, consultation, treatment, education, care management and self-management of a
patient’s health care by a licensee practicing within his or her scope of practice as would be practiced in-person with a
patient and with other restrictions as defined in regulation.
Section 15. Amend § 3031, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(1) "Direct supervision" is face to face consultation, on a regularly scheduled basis, between a licensed associate
counselor of mental health (LACMH) and a licensed professional counselor of mental health (LPCMH) as required by the
nature of the work of the LACMH. The supervising LPCMH is responsible for insuring that the extent, kind and quality of
the services rendered by the LACMH are consistent with the person's education, training and experience.
(2) "Licensed associate counselor of mental health" (LACMH) is an individual licensed as an associate counselor
of mental health under this chapter who is obtaining experience under the professional direct supervision of a LPCHM or
other health professional approved by the Board for the purpose of becoming licensed as a professional counselor of mental
health.
(3) "Licensed professional counselor of mental health" (LPCMH) is an individual licensed as a professional
counselor of mental health under this chapter who publicly offers to render to individuals, groups, organizations or the
general public a service involving the application of clinical counseling principles, methods or procedures and the diagnosis
and treatment of mental and emotional disorders to assist individuals in achieving more effective personal and social
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adjustment. Such services may be provided through the use of Telemedicine in a manner deemed appropriate by regulation.
Services also may include participation in Telehealth as further defined in regulation.
Section 16. Amend § 3041, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(1) "Chemical dependency professional" is a person who uses addiction counseling methods to assist an
individual or group to develop an understanding of alcohol and drug dependency problems, define goals, and plan action
reflecting the individual's or group's interest, abilities and needs as affected by addiction problems. Such services may be
provided through the use of Telemedicine in a manner deemed appropriate by regulation. Services also may include
participation in Telehealth as further defined in regulation.
(2) "Counseling experience" is a formal, systematic process that focuses on skill development and integration of
knowledge related to addiction counseling and reflects the accumulation of hours spent providing substance abuse
counseling services while under the supervision of an approved clinical supervisor.
(3) "Licensed chemical dependency professional" is a person who holds a current, valid license issued pursuant to
this chapter.
(4) "Professional counseling experience" is the accumulation of hours spent providing chemical dependency
counseling services in a substance abuse counseling setting, including face to face interaction with clients and other
services directly related to the treatment of clients.
(5) "Supervised counseling experience" is the overseeing of a supervisee's application of chemical dependency
counseling principles, methods or procedures to assist clients in achieving more effective personal and social adjustment.
(6) "Uncompensated addictions services" are services offered to chemical dependent individuals free of charge.
Section 17. Amend § 3051, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(a) "Direct supervision" is face to face consultation, on a regularly scheduled basis, between a licensed associate
marriage and family therapist (LAMFT) and a licensed marriage and family therapist (LMFT) as required by the nature of
the work of the LAMFT. The supervising LMFT is responsible for insuring that the extent, kind and quality of the services
rendered by the LAMFT are consistent with the person's education, training and experience.
(b) "Licensed associate marriage and family therapist" (LAMFT) is an individual licensed as an associate
marriage and family therapist under this chapter who is obtaining experience under direct professional supervision for the
purpose of becoming licensed as a marriage and family therapist (LMFT).
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(c) "Licensed marriage and family therapist" (LMFT) is an individual licensed as a marriage and family therapist
under this chapter who offers to individuals, couples, families or groups professional marriage and family services either
directly to the general public or through public or private organizations.
(d) "Marriage and family therapy services" includes the diagnosis and treatment of mental and emotional
disorders, whether cognitive, affective, or behavioral, within the context of interpersonal relationships, including marriage
and family systems, and involves the professional application of psychotherapy, assessment instruments, counseling,
consultation, treatment planning, and supervision in the delivery of services to individuals, couples and families. Such
services may be provided through the use of Telemedicine in a manner deemed appropriate by regulation. Services also
may include participation in Telehealth as further defined in regulation.
(e) "Professional direct supervision" is supervision by a licensed marriage and family therapist, or an individual
holding the "approved supervisor" designation from the American Association for Marriage and Family Therapy (AAMFT)
or a candidate for the "approved supervisor" designation who is acceptable to the Board.
Section 18. Amend § 3502, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(2) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(4) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(4) "Practice of psychology" shall mean the observation, description, evaluation, interpretation and/or modification
of human behavior by the application of psychological principles, methods, and/or procedures, for the purpose of preventing
or eliminating symptomatic, maladaptive or undesired behavior, and of enhancing interpersonal relationships, work and life
adjustment, personal effectiveness, behavioral health and mental health.
The practice of psychology includes, but is not limited to, psychological testing and the evaluation or assessment of
personal characteristics, such as intelligence, personality, abilities, interests, aptitudes and neuropsychological function;
counseling, psychoanalysis, psychotherapy, hypnosis, biofeedback, and behavior analysis and therapy; diagnosis and
treatment of mental and emotional disorder or disability, alcoholism and substance abuse, disorders of habit or conduct, as
well as the psychological aspects of physical illness, accident, injury or disability; and psychoeducational evaluation, therapy,
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remediation, and consultation. Psychological services may be rendered to individuals, families, groups, organizations,
institutions and the public. The practice of psychology shall be construed within the meaning of this definition without regard
to whether or not payment is received for services rendered.
The practice of psychology may be provided through the use of Telemedicine in a manner deemed appropriate by
Regulation. Services also may include participation in Telehealth as further defined in regulation.
a. "Psychological testing" shall mean, but not be limited to: Administration and interpretation of standardized
intelligence and neuropsychological tests which yield an intelligence quotient and/or are the basis for a diagnosis of
organic brain syndromes for the purposes of classification and/or disability determination; and
b. The administration and interpretation of psychological tests which are the basis of a diagnosis of mental or
emotional disorder.
(5) "Psychological assistant" shall mean a person who is registered with the Board to perform certain functions
within the practice of psychology, only under the direct supervision of a supervising psychologist, and who is authorized by
the Board to use the title "psychological assistant." The Board in its rules and regulations will specify the arrangements for
supervision by the licensed psychologist.
(6) "Psychologist" shall mean a person who makes representations to the public by any title or description of
services incorporating the words "psychology," "psychological," "psychologist," or who engages in the practice of
psychology.
(9) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(7) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the practice
of psychology.
(8) "Supervising psychologist" shall mean a psychologist licensed in this State who has practiced as a licensed
psychologist for 2 years in this or any other jurisdiction and who applies to the Board for the registration of a psychological
assistant.
(9) "Supervision" shall mean the face-to-face consultation between the registered psychological assistant and the
supervising psychologist as required by the nature of the work of the psychological assistant. The supervising psychologist
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is responsible for insuring that the extent, kind and quality of the services rendered by the psychological assistant are
consistent with the person's education, training and experience.
(10) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(11) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
Section 19. Amend § 3802, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(2) "Dietetic and nutrition therapy" shall mean the scope of services utilized in the delivery of preventive nutrition
services and/or nutrition therapy. It involves an assessment of the individual's specific nutritional needs and the development
and implementation of an intervention plan. The intervention plan can include nutrition education, counseling, administration
and monitoring of specialized nutrition support and/or referrals for additional services. This application and practice of
"dietetic and nutrition therapy" shall include the following Scope of Practice:
Scope of Practice:
(a) Nutrition assessment to include the establishment of nutritional care plans, including the development
of nutritional related priorities, goals and objectives.
(b) Provision of nutrition counseling or education as components of preventive, and restorative health care.
(c) Evaluation and maintenance of appropriate standards of quality in food and nutrition.
(d) Evaluation and education of nutrient-drug interactions.
(e) Interpreting and recommending interventions to meet nutrient needs relative to individual health status,
including but not limited to medically prescribed diets, tube feedings and specialized intravenous solutions.
(f) Development, administration, evaluation and consultation regarding nutritional care standards.
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(g) Conduct independent research or collaborate in research areas including, but not limited to food and
pharmaceutical companies, universities and hospitals by directing or conducting experiments to answer critical
nutrition and food science questions and develop nutrition recommendations for the public.
(h) Direct supervision of registered dietetic technicians.
(i) The use of Telemedicine in a manner deemed appropriate by regulation. This also may include
participation in Telehealth as further defined in regulation.
(3) "Dietetics/nutrition" shall mean the integration and application of principles derived from the sciences of food,
nutrition, biochemistry, physiology and behavior as an integral part of health care delivery to achieve and maintain a person's
health throughout the life cycle. Its application to health care is both preventive and in response to an illness, injury or
condition. The application of dietetics/nutrition to health care shall be called "dietetic and nutrition therapy." The terms
"dietetics" and "nutrition" are used interchangeably in this chapter.
(4) "Dietitian" and/or "nutritionist" shall mean a person who engages in the provision of nutrition services. The
terms "nutritionist" and "dietitian" are used interchangeably in this chapter.
(8) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(9) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(5) "L.D.N." shall be the abbreviation for the title "Licensed Dietitian/Nutritionist".
(6) "License" shall mean any document which indicates that a person is currently licensed by the Board of
Dietetics/Nutrition.
(7) "Licensed Dietitian/Nutritionist" shall mean a person holding a current license under this chapter.
(5) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(8) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to the provision
of dietetics/nutrition therapy services.
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(9) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(10) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of
real time two-way audio, visual, or other telecommunications or electronic communications, including the application of
secure video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate
the assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health
care by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
Section 20. Amend § 3902, Title 24 of the Delaware Code by making deletions as shown by strike through and
insertions as shown by underline as follows:
(1) "Board" shall mean the Board of Clinical Social Work Examiners.
(2) "Clinical social work" shall mean the application of social work theory and methods, which may include the
person-in-environment perspective, to the assessment, diagnosis, prevention and treatment of biopsychosocial dysfunction,
disability and impairment, including mental and emotional disorders, developmental disabilities and substance abuse. The
application of social work method and theory includes, but is not restricted to, assessment (excluding administration of the
psychological tests which are reserved exclusively for use by licensed psychologists pursuant to Chapter 35 of this title),
diagnosis, treatment planning and psychotherapy with individuals, couples, families and groups, case management,
advocacy, crisis intervention and supervision of and consultation about clinical social work practice. Such application and
services may be provided through the use of Telemedicine in a manner deemed appropriate by regulation. Services also
may include participation in Telehealth as further defined in regulation.
(3) “Distant site” means a site at which a health care provider legally allowed to practice in the state is located while
providing health care services by means of telemedicine or telehealth.
(3) "Independent practice" means the practice of clinical social work services by a clinical social work practitioner
who assumes responsibility for the nature and quality of the services provided to the client in exchange for direct payment or
third-party payment.
(4) "Licensed clinical social worker" shall mean any individual duly licensed under this chapter.
(5) "Practitioner," as used in this chapter, shall mean any individual engaged in the practice of clinical social
work.
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(6) “Originating site” means a site in Delaware at which a patient is located at the time health care services are
provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect to the
provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and providers may
agree to alternative siting arrangements deemed appropriate by the parties.
(7) “Store and forward transfer” means the transmission of a patient’s medical information either to or from an
originating site or to or from the provider at the distant site, but does not require the patient being present nor must it be in
real time.
(6) "Substantially related" means the nature of the criminal conduct, for which the person was convicted, has a
direct bearing on the fitness or ability to perform 1 or more of the duties or responsibilities necessarily related to clinical
social work.
(7) “Telehealth” means the use of information and communications technologies consisting of telephones, remote
patient monitoring devices or other electronic means which support clinical health care, provider consultation, patient and
professional health-related education, public health, health administration, and other services as described in regulation.
(8) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by means of real
time two-way audio, visual, or other telecommunications or electronic communications, including the application of secure
video conferencing or store and forward transfer technology to provide or support healthcare delivery, which facilitate the
assessment, diagnosis, consultation, treatment, education, care management and self-management of a patient’s health care
by a licensee practicing within his or her scope of practice as would be practiced in-person with a patient and with other
restrictions as defined in regulation.
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Section 21. Amend Chapter 35 of Title 18 of the Delaware Code to add new “§ 3571R” by making deletions as
shown by strike through and insertions as shown by underline as follows:
§ 3571R. Telemedicine.
(a) As used in this section:
(1) “Distant site” means a site at which a health care provider legally allowed to practice in the state is
located while providing health care services by means of telemedicine or telehealth.
(2) “Originating site” means a site in Delaware at which a patient is located at the time health care services
are provided to him or her by means of telemedicine or telehealth, unless the term is otherwise defined with respect
to the provision in which it is used; provided, however, notwithstanding any other provision of law, insurers and
providers may agree to alternative siting arrangements deemed appropriate by the parties.
(3) “Store and forward transfer” means the transmission of a patient’s medical information either to or from
an originating site or to or from the provider at the distant site, but does not require the patient being present nor
must it be in real time.
(4) “Telehealth” means the use of information and communications technologies consisting of telephones,
remote patient monitoring devices or other electronic means which support clinical health care, provider
consultation, patient and professional health-related education, public health, health administration, and other
services as described in regulation.
(5) “Telemedicine” means a form of telehealth which is the delivery of clinical health care services by
means of real time two-way audio, visual, or other telecommunications or electronic communications, including the
application of secure video conferencing or store and forward transfer technology to provide or support healthcare
delivery, which facilitate the assessment, diagnosis, consultation, treatment, education, care management and selfmanagement of a patient’s health care by a health care provider practicing within his or her scope of practice as
would be practiced in-person with a patient, and legally allowed to practice in the state, while such patient is at an
originating site and the health care provider is at a distant site.
(b) Each insurer proposing to issue individual or group accident and sickness insurance policies providing hospital,
medical and surgical, or major medical coverage on an expense-incurred basis; each corporation providing individual or
group accident and sickness subscription contracts; and each health maintenance organization providing a health care plan
for health care services shall provide coverage for the cost of such health care services provided through telemedicine.
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(c) Each insurer proposing to issue individual or group accident and sickness insurance policies providing hospital,
medical and surgical, or major medical coverage on an expense-incurred basis; each corporation providing individual or
group accident and sickness subscription contracts; and each health maintenance organization providing a health care plan
for health care services shall provide coverage for the cost of such health care services provided through telehealth as directed
through regulations promulgated by the Department.
(d) An insurer, health service corporation, or health maintenance organization shall not exclude a service for
coverage solely because the service is provided through telemedicine services and is not provided through in-person
consultation or contact between a health care provider and a patient for services appropriately provided through telemedicine
services.
(e) An insurer, health service corporation, or health maintenance organization shall reimburse the treating provider
or the consulting provider for the diagnosis, consultation, or treatment of the insured delivered through telemedicine services
on the same basis and at least at the rate that the insurer, health service corporation, or health maintenance organization is
responsible for coverage for the provision of the same service through in-person consultation or contact. Payment for
telemedicine interactions shall include reasonable compensation to the originating or distant site for the transmission cost
incurred during the delivery of health care services.
(f) No insurer, health service corporation, or health maintenance organization shall impose any annual or lifetime
dollar maximum on coverage for telemedicine services other than an annual or lifetime dollar maximum that applies in the
aggregate to all items and services covered under the policy, or impose upon any person receiving benefits pursuant to this
section any copayment, coinsurance, or deductible amounts, or any policy year, calendar year, lifetime, or other durational
benefit limitation or maximum for benefits or services, that is not equally imposed upon all terms and services covered under
the policy, contract, or plan.
(g) The requirements of this section shall apply to all insurance policies, contracts, and plans delivered, issued for
delivery, reissued, or extended on and after enactment of this section or at any time thereafter when any term of the policy,
contract, or plan is changed or any premium adjustment is made.
(h) This section shall not apply to short-term travel, accident-only, limited or specified disease, or individual
conversion policies or contracts, nor shall it contravene any telehealth requirements made in policies or contracts designed
for issuance to persons eligible for coverage under Titles XVIII, XIX, and XXI of the Social Security Act, known as Medicare
and Medicaid, or any other similar coverage under state or federal governmental plans.
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Section 22. Amend Chapter 19 of Title 24 of the Delaware Code to include a new section “§1932” by making
deletions as shown by strike through and additions as shown by underline as follows:
§1932. Telemedicine
(a) Telemedicine shall not be utilized by an APRN with respect to any patient in the absence of an APRN-patient
relationship.
(b) APRNs who utilize telemedicine shall, if such action would otherwise be required in the provision of the same
service not delivered via telemedicine, ensure that a proper APRN-patient relationship is established which includes but is
not limited to:
(1) fully verifying and authenticating the location and, to the extent possible, identifying the requesting
patient;
(2) disclosing and validating the provider’s identity and applicable credential(s);
(3) obtaining appropriate consents from requesting patients after disclosures regarding the delivery models
and treatment methods or limitations, including informed consents regarding the use of telemedicine technologies
as indicated in subsection (b)(5);
(4) establishing a diagnosis through the use of acceptable medical practices, as patient history, mental status
examination, physical examination (unless not warranted by the patient’s mental condition), and appropriate
diagnostic and laboratory testing to establish diagnoses, as well as identify underlying conditions or contraindications, or both, to treatment recommended or provided;
(5) discussing with the patient the diagnosis and the evidence for it, the risks and benefits of various
treatment options; and
(6) ensuring the availability of the distant site provider or coverage of the patient for appropriate follow-up
care; and
(7) providing a written visit summary to the patient.
(c) Treatment and consultation recommendations made in an online setting, including issuing a prescription via
electronic means, will be held to the same standards of appropriate practice as those in traditional (encounter in person)
settings.
(d) The APRN treating a patient through telemedicine must maintain a complete record of the patient’s care which
must follow all applicable state and federal statutes and regulations for recordkeeping, confidentiality, and disclosure to the
patient.
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(e) Telemedicine shall include, at such time as feasible and when appropriate, utilizing the Delaware Health
Information Network (DHIN) in connection with the practice.
(f) Without a prior and proper patient-provider relationship, as provided in subsection (b)(5), providers are prohibited
from issuing prescriptions solely in response to an Internet questionnaire, an Internet consult, or a telephone consult.
(g) Prescriptions made through telemedicine and under an APRN-patient relationship may include controlled
substances, subject to limitations as set by the Board.
(h)This section does not apply to any of the following:
(1) informal consultation performed by a APRN outside the context of a contractual relationship and on an
irregular or infrequent basis without the expectation or exchange of direct or indirect compensation;
(2) Furnishing of medical assistance by a APRN in case of an emergency or disaster if no charge is made
for the medical assistance;
(3) Episodic consultation by a medical specialist located in another jurisdiction who provides such
consultation services on request to a person licensed in this state.
Section 23. This Act shall be effective on January 1 of the year after its enactment.

271
Florida Senate - 2018

SB 280

By Senator Bean

1

A bill to be entitled

2

An act relating to telehealth; amending s. 110.123,

3

F.S.; encouraging the state group health insurance

4

program to offer health insurance plans that include

5

telehealth coverage for state employees; amending s.

6

409.906, F.S.; authorizing the Agency for Health Care

7

Administration to pay for certain telehealth services

8

as optional Medicaid services; creating s. 456.4501,

9

F.S.; defining terms; establishing the standard of

10

care for telehealth providers; authorizing telehealth

11

providers to use telehealth to perform patient

12

evaluations; providing that telehealth providers,

13

under certain circumstances, are not required to

14

research a patient’s history or conduct physical

15

examinations before providing services through

16

telehealth; providing that a nonphysician telehealth

17

provider using telehealth acting within her or her

18

relevant scope of practice is not deemed to be

19

practicing medicine without a license; authorizing

20

certain telehealth providers to use telehealth to

21

prescribe specified controlled substances; providing

22

for construction; requiring the Department of Health

23

to develop and disseminate certain educational

24

materials to specified licensees by a specified date;

25

providing requirements for recordkeeping by telehealth

26

providers; providing requirements for patient consent

27

for telehealth treatment; amending s. 627.0915, F.S.;

28

encouraging insurers offering certain rating plans for

29

workers’ compensation and employer’s liability
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30

insurance, which are approved by the Office of

31

Insurance Regulation, to include in the plans services

32

provided through telehealth; providing an effective

33

date.

34
35

Be It Enacted by the Legislature of the State of Florida:

36
37
38

Section 1. Paragraph (b) of subsection (3) of section
110.123, Florida Statutes, is amended to read:

39

110.123 State group insurance program.—

40

(3) STATE GROUP INSURANCE PROGRAM.—

41

(b) It is the intent of the Legislature to offer a

42

comprehensive package of health insurance and retirement

43

benefits and a personnel system for state employees which are

44

provided in a cost-efficient and prudent manner, and to allow

45

state employees the option to choose benefit plans that which

46

best suit their individual needs. The state group insurance

47

program may include the state group health insurance plan or

48

plans, health maintenance organization plans, group life

49

insurance plans, TRICARE supplemental insurance plans, group

50

accidental death and dismemberment plans, group disability

51

insurance plans, other group insurance plans or coverage

52

choices, and other benefits authorized by law. While not

53

mandated to do so, the state group health insurance program is

54

encouraged to offer a selection of plans that include coverage

55

of services provided through telehealth.

56
57
58

Section 2. Subsection (28) is added to section 409.906,
Florida Statutes, to read:
409.906 Optional Medicaid services.—Subject to specific
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59

appropriations, the agency may make payments for services which

60

are optional to the state under Title XIX of the Social Security

61

Act and are furnished by Medicaid providers to recipients who

62

are determined to be eligible on the dates on which the services

63

were provided. Any optional service that is provided shall be

64

provided only when medically necessary and in accordance with

65

state and federal law. Optional services rendered by providers

66

in mobile units to Medicaid recipients may be restricted or

67

prohibited by the agency. Nothing in this section shall be

68

construed to prevent or limit the agency from adjusting fees,

69

reimbursement rates, lengths of stay, number of visits, or

70

number of services, or making any other adjustments necessary to

71

comply with the availability of moneys and any limitations or

72

directions provided for in the General Appropriations Act or

73

chapter 216. If necessary to safeguard the state’s systems of

74

providing services to elderly and disabled persons and subject

75

to the notice and review provisions of s. 216.177, the Governor

76

may direct the Agency for Health Care Administration to amend

77

the Medicaid state plan to delete the optional Medicaid service

78

known as “Intermediate Care Facilities for the Developmentally

79

Disabled.” Optional services may include:

80

(28) TELEHEALTH.—The agency may pay for live video

81

conferencing, store and forward, as defined in s. 456.4501(1),

82

and remote patient monitoring of a covered service delivered by

83

or under the direction of a licensed health care practitioner.

84

Section 3. Section 456.4501, Florida Statutes, is created

85

to read:

86

456.4501 Use of telehealth to provide services.—

87

(1) DEFINITIONS.—As used in this section, the term:

274
Florida Senate - 2018

SB 280

By Senator Bean

88

(a) “Information and telecommunications technologies” means

89

those secure electronic applications used by health care

90

practitioners and health care providers to provide health care

91

services, evaluate health care information or data, provide

92

remote patient monitoring, or promote healthy behavior through

93

interactions that include, but are not limited to, live video

94

interactions, text messages, or store and forward transmissions.

95

(b) “Store and forward” means the type of telehealth

96

encounter which uses still images of patient data for rendering

97

a medical opinion or patient diagnosis. The term includes the

98

asynchronous transmission of clinical data from one site to

99

another site.

100

(c) “Synchronous” means live or two-way interactions using

101

a telecommunications system between a provider and a person who

102

is a patient, caregiver, or provider.

103

(d) “Telecommunications system” means the transfer of

104

health care data through advanced information technology using

105

compressed digital interactive video, audio, or other data

106

transmission; clinical data transmission using computer image

107

capture; and other technology that facilitates access to health

108

care services or medical specialty expertise.

109

(e) “Telehealth” means the mode of providing health care

110

services and public health services by a Florida licensed

111

practitioner, within the scope of his or her practice, through

112

synchronous and asynchronous information and telecommunications

113

technologies where the practitioner is located at a site other

114

than the site where the recipient, whether a patient or another

115

licensed practitioner, is located.

116

(f) “Telehealth provider” means a person who provides
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117

health care services and related services through telehealth and

118

who is licensed under chapter 457; chapter 458; chapter 459;

119

chapter 460; chapter 461; chapter 462; chapter 463; chapter 464;

120

chapter 465; chapter 466; chapter 467; part I, part III, part

121

IV, part V, part X, part XIII, or part XIV of chapter 468;

122

chapter 478; chapter 480; parts III and IV of chapter 483;

123

chapter 484; chapter 486; chapter 490; or chapter 491; or who is

124

certified under s. 393.17 or part III of chapter 401.

125

(2) PRACTICE STANDARDS.—

126

(a) The standard of care for a telehealth provider

127

providing medical care to a patient is the same as the standard

128

of care generally accepted for a health care professional

129

providing in-person health care services to a patient. A

130

telehealth provider may use telehealth to perform a patient

131

evaluation. If a telehealth provider conducts a patient

132

evaluation sufficient to diagnose and treat the patient, the

133

telehealth provider is not required to research the patient’s

134

medical history or conduct a physical examination of the patient

135

before using telehealth to provide services to the patient.

136

(b) A telehealth provider and a patient may be in separate

137

locations when telehealth is used to provide health care

138

services to the patient.

139

(c) A nonphysician telehealth provider using telehealth and

140

acting within his or her relevant scope of practice is not

141

deemed to be practicing medicine without a license under any

142

provision of law listed in paragraph (1)(f).

143

(d) A telehealth provider who is authorized to prescribe a

144

controlled substance named or described in Schedules I through V

145

of s. 893.03 may use telehealth to prescribe a controlled
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substance, except that telehealth may not be used to prescribe a

147

controlled substance to treat chronic nonmalignant pain as

148

defined in s. 458.3265(1)(a) or to issue a physician

149

certification for marijuana pursuant to s. 381.986. This

150

paragraph does not prohibit a physician from using telehealth to

151

order a controlled substance for an inpatient admitted to a

152

facility licensed under chapter 395 or a patient of a hospice

153

licensed under chapter 400.

154

(e) By January 1, 2019, the department, in coordination

155

with the applicable boards, shall develop and disseminate

156

educational materials for the licensees listed in paragraph

157

(1)(f) on the use of telehealth modalities to treat patients.

158

(3) RECORDS.—A telehealth provider shall document in the

159

patient’s medical record the health care services rendered using

160

telehealth according to the same standard used for in-person

161

health care services pursuant to ss. 395.3025(4) and 456.057.

162

(4) CONSENT.—Patients are not required to provide specific

163

authorization for treatment through telehealth, but must

164

authorize treatment that meets the requirements of the

165

applicable practice acts and s. 766.103, and must be allowed to

166

withhold consent for any specific procedure or treatment through

167

telehealth.

168
169

Section 4. Section 627.0915, Florida Statutes, is amended
to read:

170

627.0915 Rate filings; workers’ compensation, drug-free

171

workplace, and safe employers; consideration of telehealth.—

172

(1) The office shall approve rating plans for workers’

173

compensation and employer’s liability insurance that give

174

specific identifiable consideration in the setting of rates to
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175

employers that either implement a drug-free workplace program

176

pursuant to s. 440.102 and rules adopted under such section or

177

implement a safety program pursuant to provisions of the rating

178

plan or implement both a drug-free workplace program and a

179

safety program. The plans must be actuarially sound and must

180

state the savings anticipated to result from such drug-testing

181

and safety programs.

182

(2) An insurer offering a rate plan approved under this

183

section shall notify the employer at the time of the initial

184

quote for the policy and at the time of each renewal of the

185

policy of the availability of the premium discount where a drug-

186

free workplace plan is used by the employer pursuant to s.

187

440.102 and rules adopted under such section. The Financial

188

Services Commission may adopt rules to implement the provisions

189

of this subsection.

190

(3) An insurer offering a rate plan approved under this

191

section is encouraged to include in the plan services provided

192

through telehealth.

193

Section 5. This act shall take effect July 1, 2018.
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1. Executive Summary

Telehealth offers new and effective tools for delivering healthcare services, and opens
opportunities to expand the reach and availability of services, while also developing creative
new delivery methods. Quantum’s executives want to learn if a valid business case exists for
telehealth program development to increase access to health services for those served by Palm
Beach County’s Federally Qualified Health Centers (FQHCs). Furthermore, they want to know
the feasibility of collaborating efforts among disparate providers to meet the needs of the
community served by the FHQCs via telemedicine technologies. IMST Telehealth Consulting
was commissioned to research the opportunity.
IMST conducted research in accordance with industry best practices to assess and define the
model for telehealth that would optimize healthcare delivery services. We conducted surveys
and focus groups to include the administrative, clinical and information technology stakeholders
at three Federally Qualified Health Centers and one site which essentially operates as a ‘lookalike’ FQHC in Palm Beach County. We also conducted 10 clinical site visits for the
organizations included in this research, assessed their current state, and defined the desired
future state. For the purposes of this report, the survey and focus group responses have
been aggregated so as to de-identify any one FQHC or site. We also refer to FQHC’s as
‘organizations,’ ‘entities’ or ‘sites.’
This business case summarizes our findings and reports our evidence-based recommendations.
Our analysis of the Palm Beach County FQHC market has informed the development of the
business case, which validates an effective demand, exists for telehealth program development.

1.1. Problem Statement

Quantum Foundation takes great pride in their mission to help underserved populations of Palm
Beach County obtain access to high quality health care. They do this by funding an array of
initiatives. Even with the robust FQHC network, there are gaps in the types of services being
provided, as well as geographic and financial barriers for patients and physicians.
Through our research, we discovered that across all of the organizations, an estimated 7,929
patient encounters per month result in referrals for specialty care. There was consensus among
the organizations that about 30% of patients don’t follow up to receive the specialty care they
are referred for. The primary barriers to health care access for the underserved population of
Palm Beach County are lack of transportation; long wait times for appointments; language
barriers; and prohibitive costs for care. Low levels of health literacy and restrictive clinical
availability compound the problem, because people do not realize the severity of their illness by
the time they seek health care, and when they have to wait for a long time to be seen, it deters
their incentive to go to the clinics.
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1.2. Anticipated Outcomes

Establishing a county-wide network of high-bandwidth connectivity can significantly increase the
ability for FQHC clinics to use telehealth to connect patients and specialists in rural and urban
communities. Developing a telehealth network of specialty physicians, accessible via live video
conferencing at each of the clinics can make a significant positive impact on access to health
services in Palm Beach County. Providing remote access to specialists at the clinics would
generate new revenue sources for the clinics and specialists alike. Patients will also experience
better health outcomes.
We anticipate that cost-sharing for the development of the telehealth network can maximize
purchasing power and lower overall costs of increasing the number and availability of specialty
providers to the safety net populations of Palm Beach County. With proper legal oversight to
overcome the special rules for FQHCs as outlined in the Federal Tort Claims Act, we believe
using telehealth as a tool for better patient access will yield better health management, with
opportunities for expansion of services to outside institutions through strategic partnerships (i.e.
prisons, homeless shelters, and schools), leading to increased ROI.

1.3. Recommendations

Short-Term
In the short term, we recommend working with each organization to meet them where they are,
according to their current state of organizational readiness. This involves getting those who
scored lower on their Telehealth Capacity Assessment ready for future program development
and moving forward with developing and planning a pilot program with those who scored higher.
We recommend planning to purchase the minimum viable technology for live video conference
visits to cover the overwhelming need for psychiatry services. This way, more money is
available to invest in resources needed for education, training, and workflow development.
Eventually, as the comfort level with telehealth tools increases, the full range of medical
specialists can become available through the network. As telehealth laws evolve in the state of
Florida, more modalities of telehealth can be employed, specifically store and forward methods
that do not require in-person visits and remote patient monitoring, that empowers patients to be
more involved in their health care from their home.

1.4. Justification

Telehealth program development aligns with the organizational missions, vision, values, and
strategic plans of all the FQHCs we researched. Overall responses from the stakeholders were
positive, with a unanimous expression of need for specialty services, including psychiatric care,
endocrinology, gastroenterology, etc. for their underserved and rural populations. It was also
unanimous that transportation, financial, and language barriers impede access to care. All the
organizations stated long wait times to be seen by specialists. This long waiting list imposes
burdens on the patients, their families, the primary care clinics, and overall population health.
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Visits to the clinical sites revealed they all have adequate space to accommodate telehealth
equipment, despite the need for connectivity upgrades in the rural areas of Belle Glade,
Pahokee, and Indiantown. Video conferencing solutions require minimum space, and often a
freestanding monitor or laptop computer can be used with a high definition maneuverable
camera, to maximize portability. This is because many software solutions have advanced to an
encrypted, cloud-based platform, providing clinicians with quick and easy access.
Other uses for the video conferencing equipment are conducting peer to peer consultations;
administrative and clinical meetings among team members who work at different sites; and
educational in-services for medical residents and nursing students. This adds value by reducing
the need for transportation, saving time and improving operational efficiency. We assessed
current use of videoconferencing in the FQHCs and report our findings in Subsection 3.1.5.

2. Organizational Readiness Assessment

It is best practice to begin any telehealth initiative with an Organizational Readiness
Assessment to assure that a new telehealth program will be successfully adopted and utilized.
The decision to implement a telehealth program involves organizational change, and success
depends on the administrators, clinicians, and IT personnel having a willingness and ability to
move in a new direction. Sustainability depends on alignment of the program with business and
clinical goals, which comes from establishing a shared vision that becomes the foundation for all
their subsequent decisions. The following subsections summarize the information we learned
from the Organizational Readiness Assessment regarding alignment with their current mission,
vision, values, and culture; resource availability; stakeholder support and authority; a SWOT
analysis, and readiness for technology.

2.1. How Telehealth Adoption Aligns With Each Organization

A key component of assessing organizational readiness is determining how the current state of
each organization relates to the desired new program. Our survey and focus group questions
were designed to assess various organizational qualities that are critical to telehealth program
success. The site visits allowed for preliminary technology assessment, as well as an
understanding of current clinical workflows. Discussions about the results are based on the
combination of survey results, focus groups, and site visits. The results vary among the
organizations, and the discussions provide critical insights into the changes needed to improve
organizational readiness for telehealth adoption.

2.1.1. Vision/Mission and Strategic Plan

This section of the assessment inquired about the alignment of telehealth program development
with each organization’s current mission, vision, and strategic plan. The questions asked if a
telehealth project supports the vision for their desired future; if the project aligns with the
organization’s belief of who it is, what it does, and how it serves; and if telehealth supports their
approach to achieving goals and objectives. All four organizations are in alignment in these
areas.
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2.1.1.a. Vision/Mission and Strategic Plan Examples From Each Site
One site is currently employing live video conference telehealth for diabetes education and
mental health services. This site educates nurses who do clinical rotations through their site.
They have a real opportunity to develop telehealth education and provide their graduates with
the skills to lead the effort to integrate telehealth services across the healthcare continuum. In
addition, expansion of their telehealth-based services can increase range of services provided,
and allow them to receive more patients. Successful implementation of an optimized telehealth
program aligns with their strategy to improve revenues, quality scores, and patient outcomes.
Another site is currently providing telemental health visits for some patients in cooperation with
a separate entity. They want to enhance their workflows, and have a successful pilot using best
practices. Then, they want to increase of specialty services they can provide in the clinic, to
maximize value to their rurally located patients.
Another entity operates 10 clinics throughout the county and continuously assesses patient
needs through Satisfaction Surveys, Patient Tracers, and open communication with patients.
Goals to reduce barriers to care and increase patient access is routinely incorporated into
strategic planning efforts. They strive to provide the highest quality healthcare to all Palm Beach
County residents, including the homeless and migrant populations. The site stakeholders we
worked with envision telemedicine as a tool to overcome distance as a barrier to specialty
health care access.

2.1.2. Organizational Values and Culture

This section of the assessment focused on the alignment between telehealth adoption and
organizational values and culture. The inquiries focused on consistency with guiding principles;
alignment with existing beliefs, assumptions, and expectations; and whether each organization’s
culture supported innovation and clinical technology applications. Two sites have already
invested in video conferencing solutions and the stakeholders expressed initial success.
Another site has invested in new Laptops with webcam capabilities.

2.1.3. Resource Availability

The questions for this section evaluated whether funding was available for initial planning
activities; if staff were available to work on the project; and whether leadership groups were in
place to foster support for program development. All of the entities indicated adequate resource
availability.
Available Staff
The nurse practitioners at one site think their program can benefit from a designated telehealth
coordinator, to foster their program expansion strategy. The practice managers and office staff
at multiple sites expressed willingness to cross-train in appropriate telehealth education
according to their roles.
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A concern from many organizations is the availability of staff to conduct project activities such
as program planning, development, and implementation. One organization stated they are
currently implementing other projects, and want to exercise caution about overwhelming their
staff. All organizations expressed a desire to ensure the best decisions are made regarding
capital expenditures, education, training, and workflow development.

2.1.4. SWOT Analysis - Internal and External Factors

A SWOT analysis is beneficial, because it identifies the strengths and weaknesses of each
FQHC, and helps identify areas in need of change to move forward with program planning and
development. The SWOT analysis also helps identify opportunities that will contribute to
success, as well as threats or barriers that can inhibit success.
We begin with the internal factors. One site stated their primary strength as helping to initiate
telehealth services to assist with diabetes education and mental health counseling, to
supplement the significant number of needs in the rural communities served by another site.
Right now they are seeing patients at on-site.
The weaknesses at a few sites were related to the need for better clinical and administrative
education on the nuances of telehealth best practices, along with a strong business case and
marketing program; for increased community awareness and utilization. These weaknesses
were communicated by a few sites in all of the clinical focus group sessions, which is to be
expected at this early stage of investigation.
The primary external factor that was discussed among all the organizations was the stringent
rules of FQHC operations specifically related to the requirements established by the Federal
Tort Claims Act. Two sites reported on their surveys that they felt the laws were a major barrier
to cooperation among the disparate organizations. Other external factors arose among the
organizations. These included defining the originating and distant sites; clinical workflow
modification; identification of increased access to specialty practitioners. Most stakeholders
expressed excitement about the potential for telehealth programs to reduce wait times and
transportation barriers for their patients and opportunities to increase revenues in their clinics.

2.1.5. Preliminary Technology Assessment

Two sites have a Polycom live video platform with a monitor, HD camera, and speaker unit.
The software platform allows for secure interaction.
One site does not have any telehealth equipment but their practitioners carry laptops to the
patient exam room.
All the organizations are also using some form of an electronic medical records (EMR) system.
Many telehealth programs are able to integrate with EMR, but it isn’t a requirement to conduct
telehealth visits.
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3. Needs Assessment

A needs assessment is a process used to identify the health care needs of the community. The
process involves collecting and analyzing data to determine the gap between the current and
desired level of service availability. Using data to identify needs allows the FQHC
administrative, clinical, and technology stakeholders to better evaluate the rationale for
telehealth program development. There are many benefits to conducting a needs assessment,
including: gaining a clear understanding of community need; a foundation for program
development; clear objectives and shared expectations among stakeholders; improved service
coordination; rational resource allocation; the ability to evaluate effectiveness; and gathering
information for the market analysis and business case. This section of the report provides our
Needs Assessment findings from our combined external research, surveys, focus groups, and
site visits. We will also discuss the current and desired state, gap analysis, and identified
barriers.

3.1. Needs Assessment Summary

Focus groups and guided interviews were the sources of primary quantitative and qualitative
data, and published state and county government data were the sources of secondary
quantitative and qualitative information. Involving the decision makers and end users in the
assessment process has been proven to increase buy-in and team building for future
telemedicine program development. Subsections 3.1.1. through 3.1.5 demonstrate our findings
from the four organizations included in our study. These subsections cover demographic and
socioeconomic factors, health status, service availability, referral patterns, administration and
educational events, and payer mix.

3.1.1. Demographic and Socioeconomic Needs

It’s important to know who the FQHCs serve, in order to develop a telehealth program suited to
meet their needs. In order to discover more about the population served, we turned to Florida
Charts and the data collected by the Florida Legislature, Office of Economic and Demographic
Research. Understanding age, race, and ethnicity characteristics allows us to understand their
affinity for technology, and develop education and marketing messages that align with the
community’s culture and language. Table 1 summarizes the 2015 population data for Palm
Beach County and the state of Florida, including the division by race and ethnicity. In 2014, the
Florida Legislature, Office of Economic and Demographic Research reported 51% of people in
both the county and state fell between the ages of 25 and 54, and they were almost equally split
between males and females. Through our surveys, we learned that special language
considerations are needed for Bangladeshi, Brazilian, Creole, Haitian, and Mayan patients,
which contribute to the 4.9% calculation in Table 1.
2015 Population Data for Palm Beach County and the State of Florida

County

Total Pop.

White (%)

Black (%)

Hispanic (%)

Other (%)

1,381,632

76.9

18

21.4

4.9
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State

19,860,805

77.9

16.8

24.4

5.2

Table 1- Population Data for Palm Beach County and the State of Florida
Data Sources: Florida Charts and the Florida Legislature, Office of Economic and Demographic Research

The socioeconomic indicators that correlate with demand for the Palm Beach County FQHC
services are the ability to speak English, the percentage of the population living below the
poverty level, and the number of unemployed in the population. These factors are related,
because people in these categories are more likely to be uninsured or underinsured, and they
are eligible to receive services at the Palm Beach County FQHCs. Many of the non-English
speaking people in Palm Beach County are migrant farm workers. Low education levels, a
sluggish economy, and slow job growth are contributing factors to unemployment and poverty.
Table 2 shows the 2014 socioeconomic indicator data from the Florida Legislature, Office of
Economic and Demographic Research. When we totaled the percentages and converted them
to the number of people in these three categories, the results brought clarity to the staggering
potential demand for health services at the Palm Beach County FQHCs.
2014 Socioeconomic Indicators for Palm Beach County and the State of Florida
Pop. Over Age 5 with
Little to no English (%)

Total Poverty Rate (%)

Unemployment
Rate (%)

Total Potential for
FQHC Services

County

12.9

14.6

10.8

522,670 (38.3%)

State

11.7

16.7

10.9

7,693,328 (39.9%)

Table 2- Socioeconomic Data for Palm Beach County and the State of Florida
Data Sources: Florida Charts and the Florida Legislature, Office of Economic and Demographic Research

3.1.2. Health Status

People with chronic diseases and behavioral risk factors utilize more health services than their
healthier counterparts. It is important to note, the Pareto Rule applies to health care, meaning
20% of the population utilizes 80% of the health care services. We researched the data
provided by Florida Charts to learn how these factors impact the types of services needed in
Palm Beach County. Mental health and psychiatric disorders can also lead to substance abuse,
violent crimes, and sexually transmitted diseases.
To gain strong insights on chronic disease, the American Telemedicine Association and
California Telehealth Resource Centers suggest measuring the heart disease and stroke
mortality rates, and the diabetes and asthma hospitalization rates in both the county and the
state. This provides a good perspective on the degree of need for the population being served.
Table 3 presents the data for chronic diseases. Heart disease and stroke mortality and rates
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are slightly higher in the county versus the state, whereas diabetes and asthma hospitalization
are slightly lower.
Average 2013-2015 Chronic Disease Indicators
for Palm Beach County and the State of Florida
County

State

Heart Disease Mortality Rate*

10,375 (0.75%)

131,195 (0.66%)

Stroke Mortality Rate*

2,488 (0.18%)

29,626 (0.15%)

Age-Adjusted Diabetes Hosp. Rate✦

104,031 (7.53%)

1,730,376 (8.71%)

Age-Adjusted Asthma Hosp. Rate✦

28,208 (2.04%)

442,076 (2.22%)

Chronic Disease Indicators

Table 3- Chronic Disease Indicators for Palm Beach County and the State of Florida
Data Sources: Florida Charts, *Florida Department of Health, Bureau of Vital Statistics, and
✦The

Agency for Healthcare Administration

The behavioral risk factors we investigated were cigarette smoking, hypertension, high
cholesterol, and sedentary lifestyle. These risk factors can lead to chronic disease. Table 4
summarizes the county and state behavioral risk factors. Palm Beach County has less cigarette
smokers than the whole state. However, the percentage of the population with hypertension,
high cholesterol, and sedentary lifestyles in the county, almost mirrors or surpasses the levels
across the state. This suggests significant risk exists in the county for people to develop heart
disease, diabetes, and asthma, and utilize more health resources at the same rate as the whole
state into the future.
2013 Adult Behavioral Risk Factors for Palm Beach County and the
State of Florida
Behavioral Risk Factors (%)

County (%)

State (%)

Cigarette Smoking

9.5

16.8

Hypertension

34.4

34.6

High Cholesterol

38.4

33.4

Sedentary Lifestyle
(Combined Overweight and Obesity)

60.1

62.8

Table 4- Behavioral Risk Factors for Palm Beach County and the State of Florida
Data Sources: Florida Charts, Florida Department of Health, Bureau of Epidemiology, Florida BRFSS survey

A large demand for mental health and psychiatry services exists in the county. We investigated
suicide death rates, violent crimes (murder, aggravated assault, and forcible sex offenses),
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alcohol-suspected motor vehicle crashes and HIV Infection cases. Table 5 displays the county
and statewide data for mental health and psychiatric indicators. The frequency of these
indicators in the county is nearly identical to the state.
Average 2013-2015 Mental Health and Psychiatric Indicators
for Palm Beach County and the State of Florida
County

Mental Health and Psychiatric Indicators

State

Suicide Deaths

679 (0.05%)

9,005 (0.04%)

Murders

249 (0.02%)

2,991 (0.02%)

Aggravated Assaults

11,977 (0.87%)

179,700 (0.9%)

Forcible Sex Offenses

1,950 (0.14%)

30,831 (0.15%)

Alcohol-Suspected Motor Vehicle
Crashes

3,552 (0.25%)

49,872 (0.25%)

932 (0.07%)

13,842 (0.07%)

HIV Infection Cases

Table 5- Mental Health and Psychiatric Indicators for Palm Beach County and the State of Florida
Data Sources: Florida Behavioral Risk Factor Surveillance System county-level telephone survey conducted by the
Centers for Disease Control and Prevention (CDC) and Florida Department of Health Bureau of Epidemiology

3.1.3. Service Availability

In the surveys we distributed to the clinical and administrative stakeholders, we included
questions designed to assess service availability for each organization. They were designed to
discover patient barriers to access, such as transportation, hours of operation, long wait times,
and lack of insurance. We discovered what specialty services are needed but not available to
the community served by the FQHCs. We identified populations with language and cultural
barriers that can strain patient and provider relationships. Finally, we learned what the gaps are
between health care service needs and available resources, as well as where the demand for
services regularly exceeds resources. Table 6 illustrates our service availability findings for
each organization.

Service Availability Assessment
Site 1
Access
Restrictions

Long wait times
Lack of transport
Space constraints
In one site, the few
specialists in town have
limited office hours (once
or twice a week)

Site 2
Location
Lack of transport
Lack of specialty care
Lack of providers that
accept Medicaid and
sliding scale fees

Site 3
Rural locations
Costs

Site 4
Lack of transport
Costs
Lack of health
literacy
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Lack of
Insurance

✔ (55% self-pay)

✔ (65% self-pay)

✔ (20% self-pay)

✔ (70% self-pay)

Needed
Services That
Are Not
Available

OB/Gyn
Psychiatry
HIV Services
Hematology
Endocrinology
Radiology
Dietician
Optometry
Dental specialties

Substance Abuse
Treatment
Psychiatry
Cardiology
Prenatal care
Dental
Gastro-Intestinal
Podiatry
Ophthalmology
Radiology
Pharmacy dispensary

All specialties
Priorities are
Mental health
Radiology
Lab
Orthopedics

Gastro-Intestinal
Cardiology
Oncology
Pharmacy
Radiology
Psychiatry
Mental health
Substance abuse
Pediatric
Orthopedists and
Optometry/
Ophthalmology for
uninsured

Services That
Are Available

Primary Care
Immunizations
Dental
Mental Health (therapy
and LCSW)
Lab
Women’s Health (1 site)
Financial counseling
Pharmacy (1 site)

Diabetes selfmanagement
Psych. Evals.
Medication management
Primary care
Preventative care
Immunization
Gynecology
Wellness

Primary Care
Dental
Pediatrics
OB/Gyn

Pediatrics
Primary Care
OB/Gyn Perinatal
HIV and STD
testing
Immunization
Outreach services
Dental
Wellness
Case
management
Homeless
outreach
Discount
pharmacy (340B)

Language/
Cultural Needs

Need for translators
Most of the sites have
bilingual staff and
language line

Religious/spiritual
competency
Spanish and Creole

None

Creole, Spanish,
and Mayan

Gaps Between
Needs and
Available
Resources

Difficulty recruiting
Primary Care
Specialists
Specialists in the area,
restrict the number of
Medicaid and Medicare
recipients they see and
are unwilling to provide
sliding scale fees to the
uninsured.
Psychiatry is a major gap
Dental
Nephrology
Urology
Orthopedics
Dietician

The gaps can be
narrowed by authentically
sharing resources. Often,
the problem is the
distance between
providers that are willing
to share, making it difficult
for clients to go from one
place to another
Dentists are scarce
Mental health
Substance abuse

All specialties
Priorities are mental
health, radiology,
and lab

The result of a
lack of specialty
care for uninsured
is resulting in
repeated visits
Mental health has
a major gap
Resources for
pediatric
optometry

Provider
Shortages

Primary Care
Pediatrics
Dental

Psychiatry
Dental
Ophthalmology
Mental health
Health education

All services,
especially Mental
Health and Dental

Psychiatry
Dental
OB/Gyn

Table 6- Service Availability among Palm Beach County FQHCs Based on Survey Results

3.1.4. Referral Patterns
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A review of clinical referral patterns helps to identify the type of services where organizations
are losing revenues from inability to provide the care at their own sites. For the uninsured and
underinsured, opportunity costs extend beyond the clinics. When patients cannot access health
services, they are more likely to be hospitalized, which presents a greater financial burden on
the health care system as a whole. Our needs assessment surveys asked clinicians and
administrators about their predominant referral patterns including the primary diagnoses and
health care services they are unable to address; current referral relationships with distant sites
and specialists; whether health care providers travel to their sites from another organization to
provide care to their patients; and if providers from their sites travel to other organizations to
supplement scarce resources; and the number of patient referrals per month. Table 7 lists our
findings based on the stakeholder responses to these questions.

Referral Pattern Assessment
Site 1

Site 2

Site 3

Site 4

Predominant
Patterns

Provider refers patients out for all
specialty services. The only
exceptions are for general
dentistry, Mental Health
Counseling, and Social Work.
Referral clerks (located off site)
process authorizations. Medical
Assistants assist with non-auth
referrals.
Specialists
All radiology services
Psychiatry
Orthopedics
Dermatology
Community Resource Centers,
Hospitals, and other sites for
overflow

Insured patients
are referred to
specialists
Cardiology
Gastro
Psychotherapy
Ophthalmology
Podiatry

Refer to
local
specialists if
they are
available.
However,
many
patients,
especially
children
must be
referred far
out of their
local area

Within the organization,
but to a site closer to
patient’s home
A referral coordinator and
Project Access manager
help with outside referrals
Grant managers help
arrange mammograms,
they have info. on
affordable radiologic
services and are working
with a hospital to
collaborate on radiologic
services
Participating specialists
for patients with
insurance plans
Hospitals
Other local mental health
providers

Types of
Services
Referred

Psychiatry
Pediatric Surgery
Pediatric Cardiology
Radiology
Cardiology
Endocrinology
Ophthalmology
Optometry
Gastroenterology
Podiatry
Nephrology
Urology
Dermatology
Infectious Disease
Orthopedics
Physical Therapy
Nutrition
Pulmonology
Rheumatology
Pain Management
Durable Medical Equipment

Dental
Prenatal
Psychotherapy
Case management
Cardiology
Preventive Care

Mental
health
Radiology
Lab
Orthopedics

Mental Health
Gastro-Intestinal
Cardiology
Oncology
Infectious disease
Podiatry
Endocrinology
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ENT
Pain Management

Common
Diagnoses
and Health
Services
Referred

Diagnoses:
Abnormal EKGs
Chest pain
Back pain
Fractures
Cancer
STDs
Services:
All diagnostic imaging (i.e.
Mammography
Ultrasound)
Psychiatry
Mental health
Colonoscopies
Biopsies
Endocrinology

Substance Abuse
Psychiatry
Cardiology
Prenatal care
Dental
GI
Podiatry
Ophthalmology
Podiatry
Radiology
OB/Gyn
Endocrinology

All specialty
care
services

Stomach issues Liver
problems HIV/AIDS
Cancer treatment
Heart disease
Hypertension
Severe diabetes
Screening mammograms
Cardiac
GI
Surgical conditions

Existing
Referral
Partners

Local imaging centers
Project Access for uninsured
specialty care
Referred to credentialed
providers in the community,
Referred from insurance panels,
word of mouth, outside agencies.

Other FQHCs
Center for Child
Counseling
Family First
Boys Town
Dept. Of Children
and Families

Yes

The ability to refer
depends on insurance
coverage
Project Access is a safety
net
Personal provider
relationships (i.e. call for
a favor or advice)
Grants for mammogram
access
Discount pricing
Relationships with
providers at U of Miami
for HIV management

Do Outside
Providers
Travel to Your
Site?

Mixed responses

Yes

No

No

Do Your
Providers
Travel to
Outside Orgs?

No

No

Yes

One OB-Gyn

Number of
Referrals
/Month

5,789

30-40

1,800

300

Table 7- Referral Patterns among Palm Beach County FQHCs Based on Survey Results

3.1.5. Administrative and Educational Events

Other uses for the videoconferencing equipment are conducting peer to peer consultations;
administrative and clinical meetings among team members who work at different sites; and
educational in-services for medical residents and nursing students. This increases utilization of
the investment and saves time and travel expenses, while improving operational efficiency. In
our survey, we assessed the stakeholders’ current way of conducting administrative and clinical
educational events. We wanted to learn if there was any experience with virtual meetings, webbased continuing education programs, video grand rounds, or group patient sessions being
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conducted at sites with existing videoconferencing capabilities. Finally, we discovered if there
were meetings and events that any of the stakeholders are travelling to now, but they don’t
necessarily require in-person attendance. Table 8 summarizes the responses. Most of the
FQHC stakeholders we surveyed have experience with videoconferences and webinars.
Current Administration/Educational Events Via Videoconference

Current Educational
Events Requiring
Time/Travel
Interest in Accessing
Off-Site Educational
Events or Meetings
Virtually
Current Events and
Meetings That Don’t
Require In-Person
Attendance

Site 1

Site 2

Site 3

Site 4

Yes- Admin. team
No- Management
and Clinical

No

Yes

Yes- Clinical team
members attend
webinars

Mixed interestClinical and
Admin./Management
are more interested
than IT

Yes, and clinicians
also attend webinars

Yes

Yes, they already
participate with
the Southeast FL
AETC in Miami

Yes

Yes- Clinical
No- Admin. and
Management

Yes

Yes, many staff
meetings do not
require in-person
attendance

Table 8- Current Administration/Educational Events via Videoconference among the FQHCs

3.2. Current and Desired State

Current State
We learned that a high demand for health care services exists at the FQHCs, secondary to the
socioeconomic indicators in the county. This demand results in patients waiting to be seen.
Limited hours and lack of transport make it challenging for patients to coordinate public
transportation to and from their local clinic. None of the clinics are open 24 hours, but mainly
Monday through Friday from 8am to 5pm. Some sites have extended hours a few days a week.
In Palm Beach County, patients in Belle Glade and Pahokee may have to travel long distances
to access any specialty services, because these are rural locations and therefore specialty
providers are scarce. Even patients in less rural locales, like Palm Springs and North Palm
Beach need to travel almost two hours to Miami-Dade to obtain specialty services such as
ophthalmology, cardiology, nephrology, podiatry and gastroenterology. This is because those
providers will accept uninsured patients, compared to specialists in Palm Beach County. Most
of these specialties are in demand for the communities served by the Palm Beach County
FQHCs, as listed in the section ‘Types of Services Referred’ from Table 7.
The good news is that all of those specialties are amenable to being delivered via telemedicine.
Figure 9 lists all the medical specialties in which telehealth programs are being successfully
implemented across the healthcare continuum.

293

Figure 9- Specialty Services That Can Be Delivered Via telehealth

Desired State
Based on our assessments, we believe there is a great opportunity for the FQHCs to leverage
their facilities to increase access to specialty care for their patients with telehealth programs.
The referral patterns data in Table 7 proves a strong business case exists and may incentivize
more local specialists to provide video consults. Practitioners at the originating site (where the
patient is located) and distant sites (where the provider is located) would share the costs and
benefits of telehealth network access, leading to economies of scale. These initiatives align
with value based care models, and allow each site to realize more reimbursement for improved
quality scores. If patients can report to their local clinic and be telepresented to the remote
specialist by the physician, nurse practitioner, physician assistant, or nurse, patients would be
able to avoid long wait times, and transportation challenges.
Developing a telehealth network of specialty physicians who are affordable to access via
appointment with patients at the clinic would increase turnaround time for patient diagnosis and
treatment. It would also allow the FQHCs to offer more comprehensive services and enable
them to have access to a larger network of specialists, while reducing distance as a barrier.
Enabling patients to receive specialty services remotely at their local clinic will create new
revenue generating opportunities for FQHCs and specialists, while providing better service for
patients who are reliant on the community health system for access to health care.
The Payer Mix assessment in Table 9 shows that the majority of patients served are self-pay or
uninsured. In many cases, telehealth visits cost less than an in-person visit. If an FQHC is the
originating site, Medicare will cover the costs. It’s feasible to develop a cost structure that
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mirrors the existing sliding scale fees for self-pay patients. There are select private insurers in
Florida that reimburse for telehealth visits too.

3.3. Gap Analysis

The difference between the current state and the desired future state is significant. The excerpt
from Table 6 below outlines the gaps between needed and available health services.
Site 1
Psychiatry is a gap.
Dental
Belle Glade: Nephrology
Urology, Orthopedics
Lake Worth: Dietician

Site 2
Dentists are scarce
Mental health
Substance abuse

Site 3
All specialties
Priorities are
mental health,
radiology, and lab

Site 4
Mental health has a gap.
Resources for pediatric
optometry

Excerpts from surveys are included below:
“The gaps can be narrowed by authentically sharing resources.
Often, the problem is the distance between providers that are
willing to share, making it difficult for clients to go from one place to
another.”
“Specialists in the area restrict the number of Medicaid recipients
they see and are not willing to provide slide fee scale to our
uninsured patients.”
“It is difficult to find/replace providers, [there are] language
barriers [and] space constraints, and a large demand for services.
In addition, [we have a] lack of access to specialty services,
especially Psychiatry.”
“The result of a lack of specialty care for uninsured is resulting in repeated visits;
there is an infinite need but finite resources”

3.4. Identified Challenges to Implementation of Telehealth

Lack of Personnel
Many organizations do not have adequate staff to designate to program planning and
development, and hiring more people for the task is a constraint. IMST Telehealth Consulting is
willing and able to work on behalf of Quantum Foundation to plan, develop, and implement the
program.
Lack of Knowledge of the Telehealth Implementation Process
It is also necessary to educate the clinical, administrative, and IT teams on the nuances of
virtual visits and the implementation process. We recommend the end users obtain Telehealth
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Certification as Clinical Presenters, Coordinators, or Liaisons with the National School of
Applied Telehealth, in alignment with their current role. Telehealth Coordinator students will
learn how to modify workflows to allow for smooth integration into the daily operations.
Workflow development processes include scheduling, obtaining consent, and sharing the right
clinical information with the distant provider prior to the specialty consult. Telehealth Clinical
Presenter students will learn equipment specifications, and best practices for telepresenting.
They will also learn room design considerations, like wall color, lighting, and noise levels. The
technology selection criteria to consider during the planning and development phase include
bandwidth, image resolution, interoperability, and security encryption.
Lack of Adequate IT Infrastructure
The need for widespread increase in bandwidth to ensure network connectivity, especially in the
rural areas, will need to be addressed during program planning and development. All of the
FQHCs stated they are using electronic medical records, and there is wireless and hard-wired
internet access at all sites. High bandwidth connections or broadband are best suited to the
data and live motion images used by live interactive telehealth encounters. Recommended
minimum speeds for telehealth applications range between 384 kilobits and 512 kilobits at lower
speeds. In order to conduct optimal virtual visits without delays in communication, higher
bandwidth requirements are needed.
Lack of technology standards that support interoperability of equipment is seen as a barrier.
While communication networks can take live interactive video and store and forward images
anywhere in the world; not all equipment and software can communicate between
manufacturers and models. Solutions to these barriers must be developed and implemented so
telehealth can become a more widely accepted tool used to address the rapidly changing
healthcare ecosystem.
Legal Constraints
For FQHC’s the Federal Tort Claims Act dictates relationships allowed among FQHCs. There
are ways to overcome this barrier, through legal contractual relationships that comply with the
law.
Another important legal consideration is interstate licensure for telehealth providers. While
telehealth reduces geographical and physical barriers, clinical licensure is still on a state to state
basis. This means a provider needs to have a license in each state where they want to provide
services. Regarding physician licensing, there is currently little opportunity to avoid obtaining
multiple licenses.
Lack of Full Stakeholder Support
We covered this barrier during the Organizational Readiness Assessment section. Buy-in from
all stakeholders at the administrative, clinical, and technological level is crucial before beginning
any telehealth endeavor.
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4. Market Analysis

Market analysis is very important to successful telehealth program development. It provides
information that helps to define the telehealth program model; determines what customer needs
will be fulfilled; and assesses the demand for the service. In addition, market analysis identifies
how the program will provide value to customers; whether the program will be competitive in the
marketplace; sheds light on what target messages engage key customers; and assures a
sustainable delivery model. This section of the report analyzes customer needs; identifies and
analyzes competing programs and determines service charges.

4.1. Customer Needs Analysis

Internal Customers
Feedback from clinic staff and administrators in six domains is included below.
Value:
Clinical Staff: Increased access to care; reduction in emergency room visits and
hospitalizations; enabling better collaboration among the medical team; optimization of scarce
clinical resources; and advance patient-centered care.
Administrators: Reach new markets; keep health care dollars inside the organization; save
money on hospitalizations; avoid readmission penalties; optimal use of resources; and generate
new sources of revenue and reimbursement.
Community Outreach: Marketing telehealth services to the community served will enhance
quality of relationships, because patients will know the organization has taken advantage of
technologies that address their most critical needs and barriers to health care access.
Needs:
Clinical Staff: Learn the intricacies of delivering telehealth services, from scheduling and
obtaining consent, to operating the equipment and telepresenting the patient for the provider at
the distant site. Include all key providers in the program planning and development from the
very beginning to ensure all insights are considered and integrated into the program.
Administrators: They will need to conduct a cost/benefit analysis, and budget for initial
program development and future expansion. Collaboration among clinical, admin., and IT
stakeholders is a major key to program success. Also, RFP development, vendor
demonstrations and professional technology selection provides guidance in purchasing
decisions for a minimal viable pilot program. Then, plan to scale the program development
incrementally. Billing managers need to learn the coding intricacies to ensure maximum
reimbursement, and pricing models for self-pay patients need to be determined.
Community Outreach: Education and training to effectively communicate the benefits of
telehealth to the patients and community partner organizations; to generate maximum demand
for the services. At sites already conducting telehealth, internal stakeholders are seeking to
expand their outreach to increase the benefits they can offer and realize more revenues.
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Responsiveness to Needs:
Internal customers have expressed transportation and financial barriers prevent patients from
showing up to specialty care appointments. Telemedicine allows patients to maintain their sites
as their medical home, while receiving specialty services remotely and obtaining supplementary
guidance and follow-up care there, too.
Needs to Operate the Program:
At all the organizations, Practice Managers will need to take a brief Telehealth Coordinator
course; clinicians will need to take a brief Telehealth Clinical Presenter Course. Community
Outreach team members will need to take a Certified Telehealth Liaison course. The
administration and IT team will need to work together to procure and install the solutions in the
clinical facilities. Today, many live-video solutions are turn-key, and can be accessed with
existing computer equipment, for minimal cash outlays. Usually, it’s just a monthly fee for the
service and a fee per visit passed to the patient or the insurer.
Support for Program:
There is unanimous agreement within most sites that a need for a telehealth program exists
due to patient barriers to access and lengthy wait times for specialty services. Early successes
at a few sites have confirmed positive outcomes, but there is a great need to expand access
and increase revenue streams.
Concerns and How to Mitigate Them:
At some sites, concerns exist due to limited knowledge and questions about reimbursement.
Education, proven profitability, and demonstrations of lessons learned would be effective ways
to overcome these uncertainties.
External Customers
Value:
Implementing telehealth reduces barriers to access, which can lead to improved health
outcomes, and lower overall costs for health services.
External Customer Expectations:
Reduced wait times for mental health and other specialty services, improved health outcomes,
lower overall costs for care, and reduced hospital admissions.
Needs:
Patients: Psychiatry patients have special needs and they need clinicians to facilitate that visit
with a mental health professional that understands their unique needs and will provide a
nurturing, private, environment of care. Many patients also need reduced transportation barriers
and shorter wait times to be seen. This is especially important for medication management.
Psychiatric medication therapies must be meticulously maintained in order for patients to
maintain optimal mental health. Any lag in medication refills can produce adverse results in their
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treatment. Access to the technology needed to participate in telehealth, training for the
technology to be used and reassurance of patient privacy are also important.

Sponsors/Supporters: They need to ensure adequate time and resources are allocated to the
program's development. They need to be involved in facilitating cooperation among
administration, clinical, and technology stakeholders and to stay informed of project planning,
development, and implementation. In addition, they should remain informed on utilization,
performance, and outcomes of the program for successful expansion and to gain support from
partner organizations.
Payers/Insurers: Medicare pays for some telehealth services, especially in remote rural areas,
but has several restrictions. Medicare needs evidence of the patient being in an eligible location,
facility, and is being seen by an eligible provider. In addition, they require an eligible CPT billing
code. Medicaid is the most common route states are taking is to cover telehealth services.
They have almost the exact same requirements as Medicare, but are less stringent on rural
location requirements. Like Medicaid, regulations for telehealth reimbursement by private
payers are set by the state. Patients are also able to pay out-of-pocket for telepsychiatry visits.
The costs may be able to match current sliding scale fees pending a detailed cost/benefit
analysis.
Governing/Oversight Agencies: The Agency for HealthCare Administration's (AHCA)
Telehealth Advisory Council is currently conducting a statewide study to promote telehealth
parity laws at the Florida legislative branch level. AHCA recognizes that telehealth reduces
barriers to health care access and is an advocate for statewide adoption and reimbursement.
The Florida Department of Health (FL-DOH) oversees licensing and practice eligibility of health
professionals. The FL-DOH has designated prescribing laws via telehealth encounters. The only
exception to prescribing controlled substances virtually is for psychiatric medications, otherwise
it is not allowed. The FL-DOH also ensures appropriately licensed practitioners are working
within their scope of practice.
Psychiatry/LCSW/Specialist Network: Patient consent, adequate patient history prior to visit,
and patient accountability to attend their appointments. They also need compensation contracts,
which may be established through a third-party or directly with the practitioner.
IT Directors: Active involvement in program planning, development and implementation. They
need access to the technologies for troubleshooting, unless that service is provided by the
chosen service vendor. Learn about and employ optimal connectivity and image quality to
maximize patient/provider engagement, both at the originating and distant sites. Security of the
connection is also a critical factor, as well as learning and implementing room requirements for
maximum quality and outcomes.
Responsiveness to Needs:
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Overall, the institution to institution model of delivering telemental health care is responsive to
external stakeholder needs. Implementing telehealth reduces barriers to access, which can lead
to improved health outcomes, and lower overall costs for health services. As long as
stakeholders are willing to work together to learn, plan, develop, and implement the program
using best practices and an incremental approach, the outcomes are expected to be highly
successful.
External Partner Opportunities:
Two sites have expanded outreach to rural areas, but there are market opportunities for
expansion to schools, homeless shelters, and prison inmates. One site has many partners in
the community, including schools and homeless resource centers. Community outreach
activities at all the organizations will identify them, and existing stakeholders can facilitate new
partnerships.

4.4. Service Charges

In the Executive Summary of this report, we said there is effective demand for telehealth
services among the FQHCs. We estimated the total number of monthly referrals from all the
FQHCs to a wide range of specialists was 7,929. The excerpt from our Referral Patterns
Assessment (Table 7, below) shows the number of estimated monthly off-site referrals per
organization.
Site 1

Site 2

Site 3

Site 4

5,789

30-40

1,800

300

Given the number of referrals at each organization, there is an opportunity to significantly
increase monthly and annual revenues.

5. Successful Models

Other states have developed successful telehealth programs for FQHCs, including Georgia,
Mississippi and Arizona. A network of physicians for each organization to share access and
connectivity costs, resulted in optimal revenues for the clinics, increased access to care for the
critical populations, and reduced costs for the patients and organizations.
The American Telemedicine Association and Healthcare Information Management Systems
Society telemedicine established critical success factors to abide by when implementing health
technologies, based on Lessons learned from failed program development efforts.
Critical Success Factors
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Ensure Leadership Engagement

Educate Patients & Community (External Marketing)

Establish Governance

Assign Implementation Team

Identify Program Champions

Develop Detailed Project Plan Based On Phased Approach
–Standardize Implementation And Support Processes
– Integrate Telehealth Services Into Standard Of Care Workflow
– Provide Effective Training

Build Consensus (Internal
Marketing)

Monitor, Measure, And Communicate Success

