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Executive Summary
Introduction
The purpose of this document is to respond to the directive of the 21st Century Cures Act, Section
4012(a), that the Centers for Medicare & Medicaid Services (CMS) provide information on the following:
(1) The populations of Medicare beneficiaries, such as those who are dually eligible for the Medicare
program under title XVIII of the Social Security Act (42 U.S.C. 1395 et seq.) and the Medicaid program
under title XIX of such Act (42 U.S.C. 1396 et seq.) and those with chronic conditions, whose care may
be improved most in terms of quality and efficiency by the expansion, in a manner that meets or exceeds
the existing in-person standard of care under the Medicare program under such title XVIII, of telehealth
services under section 1834(m)(4) of such Act (42 U.S.C. 1395m(m)(4)).
(2) Activities by the Center for Medicare and Medicaid Innovation which examine the use of telehealth
services in models, projects, or initiatives funded through section 1115A of such Act (42 U.S.C. 1315a).
(3) The types of high-volume services (and related diagnoses) under such title XVIII which might be
suitable to be furnished using telehealth.
(4) Barriers that might prevent the expansion of telehealth services under section 1834(m)(4) of the Social
Security Act (42 U.S.C. 1395m(m)(4)) beyond such services that are in effect as of the date of enactment
of this Act.
The information presented represents a review of current literature, analysis of current Medicare claims,
and interviews with stakeholders.

Section 1. The populations of Medicare beneficiaries whose care may be improved most in
terms of quality and efficiency by the expansion of telehealth services
Medicare Telehealth Coverage and Payment Policies
Medicare fee-for-service (FFS) coverage for telehealth is currently defined under Section 1834 of the
Social Security Act (the Act). i1 Current law limits separate Medicare payment for telehealth services to
those that are furnished via a telecommunications system by a physician or certain other types of
practitioners to an eligible individual who is not at the same location. The statute generally requires that
Medicare pay for certain services, including office visits, consultations, and office psychiatry services,
that are furnished using an interactive audio and video telecommunications system that permits real-time
communication between a Medicare beneficiary and a physician or certain other practitioner, with
payment for telehealth services furnished through the use of asynchronous store-and-forward technologies
permitted only for Federal telemedicine demonstration programs in Alaska or Hawaii.2 Separate Medicare
FFS payment for telehealth services furnished at an authorized originating site is limited to those on the
list of Medicare telehealth services, which includes the services specified in the statute and other services
that are added through the annual Physician Fee Schedule notice and comment rulemaking.3
Current law permits Medicare to pay for telehealth services only if the beneficiary is furnished those
services while present in an originating site that is located in certain types of geographic areas (either a
rural health professional shortage area or a county outside of a Metropolitan Statistical Area), or that is
participating in a Federal telemedicine demonstration project approved by (or receiving funding from) the
i

The Bipartisan Budget Act of 2018 (P.L.115-123) included provisions amending sections 1834(m) and 1899 of the
Social Security Act to expand the scope of Medicare telehealth services for which payment can be made effective
January 1, 2019.
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Secretary of Health and Human Services as of December 31, 2000. Current law only allows eight types of
healthcare settings to serve as originating sites.
CMS continues to add services to the list of Medicare telehealth services that can be furnished at
authorized originating sites. On November 2, 2017, CMS issued the calendar year (CY) 2018 Medicare
Physician Fee Schedule (PFS) final rule, updating payment policies, payment rates, and other policies
under the PFS on or after January 1, 2018. In that rule, CMS expanded the list of Medicare telehealth
services for 2018 to include health risk assessment, care planning for chronic care management, and
psychotherapy for crisis.
Medicare Advantage (MA) plans must cover telehealth benefits covered under Medicare FFS. MA plans
may choose to offer some benefits to enrollees in addition to the covered Medicare Part A and Part B (and
Part D, as applicable) benefits they are required to offer. These benefits (called supplemental benefits)
may include other types of telehealth services such as remote access technologies. ii
Use of Telehealth Services among Fee-For-Service Medicare Beneficiaries, 2014-2016
This document presents findings from an analysis of trends of provision of telehealth services to FFS
beneficiaries between 2014 and 2016. Overall, findings of an analysis of administrative claims data for
Medicare FFS beneficiaries suggest the use of telehealth among the Medicare FFS beneficiaries increased
between 2014 and 2016, though the overall rate of adoption is still very limited. In 2016, almost 90,000
Medicare FFS beneficiaries utilized 275,199 telehealth services, representing one-quarter of a percent
(0.25%) of the more than 35 million FFS Medicare beneficiaries included in the analysis. Data
demonstrate significant growth in utilization among the oldest population—beneficiaries 85 years and
older. A majority of all beneficiaries using telehealth (85.4%) had at least one mental health diagnosis,
and psychotherapy is among the services most commonly furnished through telehealth. Finally, data
suggest that the use of telehealth services is concentrated in states that have large rural areas, many of
which are also designated as Health Professional Shortage Area (HPSAs). The ten states with the highest
utilization of telehealth services are Texas, Iowa, California, Missouri, Michigan, Minnesota, Wisconsin,
Georgia, Virginia, and Kentucky.
Addressing Health Issues through Telehealth for the Medicare and Dual Eligible Populations
Many organizations have undertaken reviews of evidence regarding telehealth across a range of patients,
providers, and payers. While these studies were not limited to Medicare, in general, these organizations
have concluded that telehealth is emerging as a tool with the potential to improve access to care,
potentially reduce costs, and enhance patient satisfaction. In addition, the reviews found that evidence
supporting telehealth is strongest for the care of patients with certain chronic conditions and is lacking for
other types of conditions.
Medicare and other telehealth services are currently being used for a range of services in rural
communities. Telehealth allows patients in rural areas to connect directly with health care providers, but
is also used to support rural health care providers with clinical decision-making. Live videoconferencing
provides rural patients with access to specialty care (e.g., psychiatry and dermatology). Rural emergency
departments are using videoconferencing to connect with urban emergency physicians for real-time
consultations. Similarly, “telestroke” services connect neurologists to rural patients and providers to
provide remote diagnoses and treatment recommendations. “TeleICU” combines clinical expertise, vital
ii

The Bipartisan Budget Act of 2018 included a provision amending section 1852 of the Act to authorize MA plans
to furnish – as “basic benefits” and not as supplemental benefits – Part B services using “electronic information and
telecommunications technology” when not permitted under Section 1834(m), subject to limits and parameters
adopted by the Secretary. This new authority is not applicable to benefits until the 2020 coverage year. The
amendments made by the Bipartisan Budget Act of 2018 allow MA plans to offer “additional telehealth benefits”
(Part B services) as telehealth benefits, beyond those payable in Medicare FFS.
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sign monitoring, trending and alerting, and electronic expert systems using synchronous
communications.4
While Medicare payment for telehealth services is limited to services that are furnished to beneficiaries
located in originating sites in rural areas (or sites that are participants in certain Federal telemedicine
demonstration projects), there is emerging evidence that telehealth can also help address problems of
access to care in urban areas. This issue may be particularly important in urban areas with high
concentrations of minority populations where access to providers and medical specialists may be
inadequate or delayed.5
While not specific to Medicare, telehealth is being used with certain populations to increase access to care
and improve chronic disease management. For example, telehealth is being used to treat end stage renal
disease (ESRD) in a consultative care model based at the National Institutes of Health (NIH) that provides
nephrology consultations to the Zuni Comprehensive Health Center in western New Mexico. The model
demonstrates how specialty care can be delivered to rural high-risk communities using a collaborative and
integrated approach to care. One study that used telehealth to link hospitals and a federally qualified
health center (FQHC) found that outcomes from the telehealth disease management program increased
the number of diabetics, not specific to Medicare, who brought their blood sugar under control.6 In
addition, according to a 2017 GAO report, the Veterans Health Administration’s (VHA’s) expansion of
telehealth has resulted in a 40 percent reduction in hospitalizations among patients with chronic
conditions.
Behavioral health disorders encompass both mental health and substance use disorders (SUD), and
telehealth has emerged as an important tool in the treatment of behavioral health disorders for Medicare
beneficiaries. Emerging research indicates that telepsychiatry can reduce disparities in access to
psychiatric care. For example, psychiatric care delivered remotely increases the chances that individuals
living in rural communities will be able to access professionals who are culturally and linguistically
competent.7

Section 2. Activities by the Center for Medicare and Medicaid Innovation that test
increased access to telehealth services
Although Medicare telehealth requirements generally must be met in order for Medicare to pay for
telehealth services, section 1115A(d)(1) of the Social Security Act permits waiving those requirements as
may be necessary solely for purposes of testing models under section 1115A. Under the authority of
Section 1115A, the Center for Medicare and Medicaid Innovation (Innovation Center) tests innovative
payment and service delivery models expected to reduce expenditures while preserving or enhancing the
quality of care furnished to Medicare, Medicaid, and CHIP beneficiaries. In selecting models to test, CMS
focuses on models that also improve the coordination, quality, and efficiency of health care services
furnished to beneficiaries of those programs. Some Accountable Care Organizations (ACOs) expressed
interest in increasing access to care through telehealth services, which led CMS to conditionally waive
Medicare telehealth originating site requirements as necessary for purposes of testing the Innovation
Center’s Next Generation ACO (NGACO) Model. Beginning in 2016, this waiver allows otherwise
covered Medicare telehealth services to be furnished at any setting described under section
1834(m)(4)(C)(ii) of the statute or in a beneficiary’s home, regardless of geographic location (i.e.,
whether it is an urban or rural area). In addition, beginning in 2018, CMS is using its authority under
section 1115A to conditionally waive additional Medicare requirements to allow ACOs participating in
the NGACO Model an option to bill for teledermatology and teleophthalmology services furnished using
asynchronous store and forward telehealth technologies. CMS continues to explore how best to structure
waivers of telehealth requirements as necessary for purposes of testing models under section 1115A of the
Social Security Act, taking into account stakeholder and Model participant feedback.
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Section 3. The types of high-volume services which might be suitable to be furnished using
telehealth.
An analysis of Medicare fee for service (FFS) data for 2016 found that almost 90,000 Medicare FFS
beneficiaries utilized just over 275,000 telehealth services. This represents a small fraction of the total
Medicare FFS population—only one-quarter of a percent (0.25%) of the more than 35 million FFS
Medicare beneficiaries included in the analysis. It is important to note, however, that Medicare claims
used as the basis for this analysis only capture services reported and paid as telehealth services. For
example, Medicare claims data for telehealth services does not capture certain other technology-based
services that are not considered telehealth services under the law (e.g., remote cardiac monitoring), and
services that are not separately billable (e.g., provider-to-provider consults).
The data analysis found that if only one percent of Medicare’s face-to-face encounters were instead
provided by telehealth, it would result in a thirteen-fold increase in telehealth delivery of health care
within the program. The claims analysis identified just over 243 million in-person office or outpatient
visits and almost 100 million in-person hospital and nursing facility consultations. Additionally, almost
15 million in-person mental health evaluations and therapy sessions were received by Medicare FFS
beneficiaries. The analysis also found that Medicare FFS beneficiaries received approximately one
million face-to-face encounters for services that target chronic disease and behavior modification, such as
smoking cessation, intensive behavioral therapy for cardiovascular disease or diabetes self-management.
Such services are already on the Medicare telehealth list.
An analysis of the CY2015 Medicare Part A & B Public Use Files identified 19 additional high volume
services that may be suitable for telehealth delivery. The 19 additional services included other outpatient
and inpatient visits and therapies that are similar to those that are currently on the Medicare telehealth list
of services or that are inherently provided in settings that are not currently statutorily authorized
originating sites, such as assisted living facilities or the home.

Section 4. Barriers that might prevent the expansion of telehealth services
Current restrictions on eligible telehealth originating sites appear to be the greatest barrier preventing the
expansion of Medicare telehealth services. The two most significant Medicare restrictions are: 1)
requiring the originating site to be located in certain types of rural areas, and 2) not allowing the
beneficiary’s home to be an eligible originating site.

Summary
Research has found that telehealth has the potential to improve access to care, including for Medicare
patients. To date, based on current statutory restrictions, Medicare has primarily offered telehealth to meet
the needs of rural beneficiaries and has provided access to a select set of telehealth services. While
statutory barriers to the expansion of telehealth for Medicare FFS continue to exist, research has found
that the technological capacity to provide telehealth has advanced considerably, as has patient and
provider acceptance of telecommunications technology as a method of care delivery.
While CMS has used waiver authority to include broader uses of telehealth in testing certain 1115A
models, overall telehealth utilization among Medicare FFS beneficiaries has increased slowly. Telehealth
is being used primarily to treat Medicare beneficiaries with mental health diagnoses, with telehealth
mainly used to provide office and other outpatient visits.
Stakeholders generally agree that telehealth can bring medical care into communities with limited access
to health care providers, reduce wait times for patients, and be more convenient than travelling to a
provider’s office in both rural and urban areas. It appears that telehealth could play an important role in
achieving the goals associated with value-based models by providing clinically indicated, high quality,
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“anytime, anywhere” care to Medicare patients. In addition, many health disparities in rural communities
are related to poor access to care, and most evidence supports telehealth use in these communities.
In conclusion, telehealth offers the promise of a technology and approach to care for a broad range of
populations, including those enrolled in Medicare. Emerging evidence indicates that telehealth can be a
tool for empowering health care providers and patients to offer the best approaches to care, including
consideration of the patient’s age, race/ethnicity, geographic location, and diagnoses, and provide high
quality care without increasing costs.

FINAL DOCUMENT | 5

Information on Medicare Telehealth

Information on Medicare Telehealth
Introduction
The purpose of this document is to respond to the directive of the 21st Century Cures Act, Section
4012(a), that the Centers for Medicare & Medicaid Services (CMS) provide information on the following:
(1) The populations of Medicare beneficiaries, such as those who are dually eligible for the Medicare
program under title XVIII of the Social Security Act (42 U.S.C. 1395 et seq.) and the Medicaid program
under title XIX of such Act (42 U.S.C. 1396 et seq.) and those with chronic conditions, whose care may
be improved most in terms of quality and efficiency by the expansion, in a manner that meets or exceeds
the existing in-person standard of care under the Medicare program under such title XVIII, of telehealth
services under section 1834(m)(4) of such Act (42 U.S.C. 1395m(m)(4)). (Section 1)
(2) Activities by the Center for Medicare and Medicaid Innovation which examine the use of telehealth
services in models, projects, or initiatives funded through section 1115A of such Act (42 U.S.C. 1315a).
(Section 2)
(3) The types of high-volume services (and related diagnoses) under such title XVIII which might be
suitable to be furnished using telehealth. (Section 3)
(4) Barriers that might prevent the expansion of telehealth services under section 1834(m)(4) of the Social
Security Act (42 U.S.C. 1395m(m)(4)) beyond such services that are in effect as of the date of enactment
of this Act. (Section 4)
The information presented represents a review of current literature, analysis of current Medicare claims,
and interviews with stakeholders.

Section 1. The populations of Medicare beneficiaries whose care may be improved
This section describes current Medicare and Medicaid coverage for telehealth, trends in the utilization of
telehealth services by Medicare Fee-For-Service (FFS) beneficiaries, and evidence on the use of
telehealth by a broad range of populations, including Medicare beneficiaries.

Current Medicare and Medicaid Telehealth Coverage and Payment Policies
The following sections briefly describe current coverage policies and requirements for telehealth services
under Medicare.
Medicare Fee For Service (FFS)
The Balanced Budget Act of 1997 (BBA) authorized separate Medicare FFS payment for telehealth
beginning in 1999.8 Changes to Medicare telehealth requirements were subsequently made under the
Medicare, Medicaid, and SCHIP Benefits Improvement and Protection Act of 2000 and the Medicare
Improvements for Patients and Providers Act of 2008.
Telehealth services that may be separately paid under Medicare FFS are defined under section 1834(m) of
the Social Security Act.1 Current law limits separate Medicare payment for telehealth services to those
that are furnished via a telecommunications system by a physician or certain other types of practitioners
to an eligible individual who is not at the same location. The statute generally requires that Medicare pay
for certain services, including office visits, consultations, and office psychiatry services, that are furnished
using an interactive audio and video telecommunications system that permits real-time communication
between a Medicare beneficiary and a physician or certain other practitioner.2 However, the statute
permits payment for telehealth services furnished through the use of asynchronous store-and-forward
technologies for Federal telemedicine demonstration programs in Alaska or Hawaii.
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Current law only permits Medicare to pay for telehealth services that are furnished to a beneficiary who is
present in an originating site located in certain types of geographic areas: a rural health professional
shortage area (HPSA), a county outside of a Metropolitan Statistical Area (MSA), or a site that is
participating in a Federal telemedicine demonstration project approved by (or receiving funding from) the
Secretary of Health and Human Services (the Secretary ) as of December 31, 2000. iii An originating site is
the location of an eligible Medicare beneficiary at the time a telehealth service is furnished. In addition,
current law only allows certain types of healthcare settings to serve as originating sites: offices of
physicians or practitioners, hospitals, critical access hospitals, rural health clinics, federally qualified
health centers, hospital-based critical access hospital-based renal dialysis centers (including satellites),
skilled nursing facilities, and community mental health centers. iv
The statute only allows certain types of practitioners to furnish and receive Medicare payment for
telehealth services: physicians, nurse practitioners, physician assistants, nurse-midwives, clinical nurse
specialists, certified registered nurse anesthetists, clinical psychologists, clinical social workers, and
registered dieticians or nutrition professionals. The practitioner furnishing the telehealth service is located
at a separate site from the beneficiary, known as the distant site. Federally qualified health centers and
rural health clinics are not considered practitioners that may furnish and receive Medicare payment for
covered telehealth services.
The originating site is paid an originating site facility fee established by the statute for hosting the
telehealth service. v For 2018, the originating site facility fee is $25.76. The distant site practitioner
receives payment for furnishing the telehealth service. Physicians and other practitioners who furnish a
telehealth service must be paid an amount equal to the amount that the practitioner would have been paid
if the service had been furnished in-person.9
Separate payment for telehealth services in Medicare FFS is limited to those services on the list of
Medicare telehealth services. The statute requires the Secretary to establish a process for adding services
to or deleting services from the list of Medicare telehealth services. CMS allows individuals to make
requests to add services to the telehealth list, and uses the annual Medicare Physician Fee Schedule (PFS)
notice and comment rulemaking process to provide the public with an opportunity to review and comment
on CMS’ proposed response to submitted requests to add services to the telehealth list.3
Under this public request process, CMS has added many telehealth services that are similar to the
telehealth services defined by the statute. Additionally, CMS has conducted its own review of services,
both new and existing, that might be appropriate additions to the Medicare telehealth list. When such
services are identified, CMS has added the services to the telehealth list through notice and comment
rulemaking. These include the services identified by statutory provisions as well as those added to the list
based on public request or CMS internal review. Most recently, the CY 2018 Medicare Physician Fee
Schedule Final Rule issued on November 2, 2017, updated payment policies, payment rates, and other
policies under the Medicare Physician Fee Schedule (PFS) for services furnished on or after January 1,

iii

Sections 50302, 50324, and 50325 of the Bipartisan Budget Act of 2018) remove the geographic requirements
under section 1834(m)(4)(C)(i) of the Act for certain telehealth services in years after 2018.
iv
Sections 50302, 50324, and 50325 of the Bipartisan Budget Act of 2018change the originating site type
requirements under section 1834(m)(4)(C)(ii) of the Act for certain telehealth services in years after 2018.
v
Under sections 50302, 50324, and 50325 of the Bipartisan Budget Act of 2018the originating site facility fee is not
paid in certain circumstances in years after 2018.
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2018. In the rule, CMS finalized its proposal to expand the list of Medicare telehealth services for 2018 to
include health risk assessment, care planning for chronic care management, and psychotherapy for crisis. vi
Many of the public requests for CMS to add services to the Medicare telehealth list are for services that
are furnished using telecommunication technology, but are not services that are otherwise furnished inperson, and so do meet the definition of a telehealth service as defined under section 1834(m) of the Act.
For example, many services such as professional interpretations of diagnostic tests are commonly
furnished remotely using telecommunications technology, but do not require the patient to be present, inperson, with the practitioner. These services are covered and paid in the same way as services delivered
without the use of telecommunications technology. Such services frequently involve circumstances where
a practitioner is able to visualize some aspect of the patient’s condition without the patient being present
and without the interposition of a third person’s judgment. Visualization by the practitioner can be
possible by means of X-rays, electrocardiogram or electroencephalogram tracings, tissue samples, etc.
Medicare also makes payment for certain codes that describe diagnostic tests that are furnished via remote
monitoring devices. Recently, Medicare has adopted policies that explicitly pay physicians and other
professionals for non-face-to-face care management services. Many of these services are furnished using
telecommunications technology, but, like professional interpretation of diagnostic tests, are not telehealth
services under section 1834(m).
CMS does not include on the telehealth list services for which Medicare does not make separate payment
when the services are furnished in-person even when such services are similar to those already on the
telehealth list. Nor does CMS include services on the telehealth list when at least some of the required
elements of the service cannot be furnished using interactive telecommunications technology. In some of
these cases, CMS has implemented specific conditions of payment in order to isolate the portion(s) of the
service that can only be furnished in-person. For example, the monthly payment for end-stage renal
disease (ESRD)-related services that generally can be furnished as Medicare telehealth services must
include a monthly “hands-on” examination of the catheter access site. In other instances, CMS uses
separate Healthcare Common Procedure Coding System G-codes to identify the specific aspects of the
service that can be furnished as a Medicare telehealth service via telecommunications technology.
In addition, remote patient monitoring services would generally not be considered Medicare telehealth
services as defined under section 1834(m) of the Act. These services involve the interpretation of medical
information without a direct interaction between the practitioner and beneficiary. Medicare pays
separately for some remote monitoring services, as well as for other remote monitoring for which
payment is bundled with other services. After considering public comments on a comment solicitation in
the CY 2018 Physician Fee Schedule proposed rule on whether to make separate payment for CPT codes
that describe remote patient monitoring, CMS recently established separate payment for Current
Procedural Terminology (CPT) code 99091 which describes certain remote patient monitoring activities.10
Medicare Advantage (MA)
While the majority of Medicare beneficiaries are covered by FFS Medicare, close to one third of
beneficiaries are now enrolled in Medicare Advantage (MA) plans. MA plans must cover all telehealth
benefits covered under Medicare FFS. MA plans may also choose to offer some benefits to enrollees in
addition to the covered Medicare Part A and Part B (and Part D, as applicable) benefits they are required
to offer. These benefits (called supplemental benefits) may include other types of telehealth services such
as remote access technologies. For example, as described in Chapter 4 of the Medicare Managed Care
vi

In addition, there was a comment solicitation in the CY 2018 Physician Fee Schedule proposed rule through which
CMS sought information on ways that it might further expand access to telehealth services within the current
statutory authority and pay appropriately for services that take full advantage of communication technology. The CY
2018 Physician Fee Schedule final rule announced that CMS will carefully review the comments and consider
commenters’ suggestions for possible future rulemaking and any other appropriate changes.
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Manual, MA plans may offer a supplemental benefit that provides in-home equipment and
telecommunication technology to monitor enrollees with specific health conditions (e.g., hypertension or
heart failure). These benefits are referred to as “Telemonitoring services” in the plan benefit package and
may not duplicate items or services provided under Medicare FFS (e.g., glucometers for diabetic
beneficiaries). MA plans may also propose a supplemental benefit to allow a contracted provider to
diagnose and treat some conditions via telephone, and/or real time interactive audio and video
technologies. MA plans must ensure that this type of service will not be used as a substitute for an
effective, ongoing doctor-patient relationship, but rather, will be supportive of that relationship and of
efficient delivery of needed care.11,12
In addition, the Bipartisan Budget Act of 2018 allows Medicare Advantage plans to provide “additional
telehealth benefits” beginning in 2020. “Additional telehealth benefits” are Part B services that can be
provided by an MA plan as a telehealth benefit that are not telehealth benefits in FFS Medicare; an MA
plan may build the cost of “additional telehealth services” into its bid as a Part B benefit even though the
service is not permitted to be provided as a telehealth benefit in FFS Medicare.. Therefore, costs
associated with these additional services may be included in the capitated payment and plans are not
restricted to using only rebate-dollars or premiums for funding. CMS will be issuing future rulemaking
regarding “additional telehealth benefits” in MA as the Bipartisan Budget Act requires that the Secretary
specify requirements for furnishing these benefits, including: physician or practitioner qualifications;
factors necessary for the coordination of such benefits with other items and services, including those
furnished in-person; and such other areas as determined by the Secretary. vii
Medicaid
CMS allows states to reimburse for telehealth under Medicaid as long as the reimbursement satisfies
Federal requirements of efficiency, economy, and quality of care, and the telehealth costs can be linked to
a covered Medicaid service.13 While the Medicaid definition of telehealth is modeled on Medicare’s
definition (42 CFR 410.78), the Federal Medicaid statute does not recognize telehealth as a distinct
service but instead Medicaid views telehealth as a delivery system. States have flexibility to determine
how telehealth is paid and to determine the laws, rules, regulations, and policies governing telehealth.14
As a result, states may: choose to pay additional amounts for costs associated with telehealth service
delivery; determine the payment amount for telehealth delivery costs, such as set-up and transmission;
decide the types of services that may be delivered via telehealth; and select the geographic sites where
telehealth may be used.14
As of spring 2018, 49 states and Washington, DC provide reimbursement for some form of live video in
Medicaid fee-for-service. Fifteen states provide reimbursement for store-and-forward. In addition, twenty
state Medicaid programs provide reimbursement for remote patient monitoring (RPM).15

Use of Telehealth Services among Fee-For-Service Medicare Beneficiaries, 2014-2016
To help describe current utilization of telehealth services under Medicare, this section presents findings
from an analysis of trends of provision of telehealth services to fee-for-service (FFS) beneficiaries
between 2014 and 2016. This section presents the most recent data available on the number of
beneficiaries who utilized telehealth, including data on patient characteristics of the Medicare FFS
population who are utilizing telehealth; demographic, eligibility, and disease status characteristics such as
race and ethnicity; primary chronic conditions and mental health and substance use; and telehealth service
delivery by state.
The analysis used administrative claims data for Medicare (FFS) beneficiaries available from CMS
through the Chronic Condition Data Warehouse (CCW). It includes data on Medicare beneficiaries age 65
vii

Section 50323 of the Bipartisan Budget Act of 2018
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years or older, persons under age 65 with disabilities, including dual-eligibles, and persons of any age
with ESRD, who are identified based on either their original or current reason for Medicare entitlement16
This analysis excludes Medicare beneficiaries with any Medicare Advantage enrollment during the year.
The study population includes claims for approximately 35 million beneficiaries annually for the years
2014-2016. See Appendix B for details on the methodology and Appendix C for a list of Medicare
Covered Services in CY2015.
Overall, findings suggest the use of telehealth among Medicare FFS beneficiaries increased between 2014
and 2016, though the rate of adoption is still very limited. Between 2014 and 2016, there was a 48.3%
increase in the number of beneficiaries to whom telehealth services were furnished and a 65.3% increase
in the telehealth services furnished by practitioners to them. In 2016, almost 90,000 Medicare FFS
beneficiaries utilized just over 275,000 telehealth services. This represents a small fraction of the total
Medicare FFS population—only one-quarter of a percent (0.25%) of the more than 35 million FFS
Medicare beneficiaries included in the analysis. It is important to note, however, that Medicare claims
used as the basis for this analysis only capture services reported and paid as telehealth services. For
example, Medicare claims data for telehealth services does not capture technology-based services that are
not considered telehealth services under the law (e.g., remote cardiac monitoring), and services that are
not separately billable (e.g., provider-to-provider consults).
Use of Telehealth by Demographic, Eligibility, and Disease Status
Table 1 provides detailed data on the number of beneficiaries and their utilization of telehealth during
2014-2016 by beneficiary characteristics as well as the percent change between 2014 and 2016. During
this period, the rate of growth year over year is larger relative to the rate of the patient population growth,
which reflects increased provision of covered services via telehealth. In 2016, there were 89,209
Medicare FFS beneficiaries, who received 275,199 telehealth services.

Total Population

Services (%)

2014-2016

Percent Change

Beneficiaries (%)

Percent Change
2014-2016

Services

2016

Beneficiaries

2016

Services

2015

Beneficiaries

2015

Services

2014

Beneficiaries

2014

Table 1: Medicare Telehealth Users by Demographic, Eligibility and Disease Status, 2014-2016

60,141 166,512

75, 461 215,383

89,209 275,199

48.3

65.3

<65

36,072 101,532

43,459 125,957

47,438 144,498

31.5

43.3

65-84

19,181

50,613

25,429

68,562

32,797

96,843

71.0

91.3

4,888

14,367

6,573

20,864

8,974

33,858

83.6

135.7

Black

6,856

16,765

8,349

21,184

9,226

28,231

34.6

68.4

Hispanic

3,518

10,085

4,344

12,022

5,335

14,732

51.6

46.1

American Indian/ Alaska
Native

1,416

3,205

1,939

4,150

2,481

5,575

75.2

73.9

539

1,382

715

1,886

919

2,463

70.5

78.2

By Age

>85
Race & Ethnicity

Asian & Other
White

47,812 135,075

60,114 176,141

71,248 224,198

49.0

66.0

37,202 110,607

45,509 140,713

52,836 181,794

42.0

64.4

Dual-Eligibility
Duals
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Non-Duals

Services (%)

2014-2016

Percent Change

Beneficiaries (%)

Percent Change
2014-2016

Services

2016

Beneficiaries

2016

Services

2015

Beneficiaries

2015

Services

2014

Beneficiaries

2014
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22,939

55,905

29,952

74,670

36,373

93,405

58.6

67.1

Not-disabled

17,979

47,562

23,936

63,354

31,153

92,341

73.3

94.1

Disabled

42,162 118,950

51,525 152,029

58,056 182,858

37.7

53.7

59,308 164,096

74,129 211,417

87,762 270,983

Disability

ESRD
Not-ESRD
ESRD

48.0

65.1

833

2,416

1,332

3,966

1,447

4,216

73.7

74.5

4,570

12,054

5,361

13,986

5,997

16,485

31.2

36.8

70,100 201,397

83,212 258,714

49.7

67.5

11,381

14,662

24,374

68.3

70.3

74,547 250,825

45.0

64.8

Chronic Condition Status
Non-Primary
Primary

55,571 154,458

Mental Health Diagnosis
No-Mental Diagnosis
Mental Condition Diagnosis

8,712

14,310

51,429 152,202

18,772

64,080 196,611

Source: NORC and KPMG Analysis of CMS Medicare Research Identifiable Files

Age. Between 2014 and 2016, there was a slight growth in telehealth use among Medicare beneficiaries
over the age of 65 using telehealth, with particularly notable growth among beneficiaries 85 years and
older. In 2014, Medicare beneficiaries under the age of 65 years utilized 61.0% of telehealth services,
while beneficiaries 85 years old and older used only 8.6% of telehealth services. By 2016, a higher
proportion of telehealth services were utilized by the 85+ year old beneficiaries, accounting for 12.5% of
telehealth services. These data demonstrate significant growth among the oldest population, increasing by
a substantial 136% from 14,367 services in 2014 to 33,858 services in 2016.
Race and Ethnicity. During the years 2014-2016, White, non-Hispanic beneficiaries received 80% of all
telehealth services provided. Table 2 shows that there has been almost no change in the racial distribution
of beneficiaries using telehealth services provided since 2014. Research indicates this occurs because
telehealth is being used primarily to meet the needs of rural Medicare beneficiaries and the population of
rural areas is not as diverse as the nation overall.17
Dual-Eligibility Status. In 2016, approximately 60% (52,836) of Medicare beneficiaries receiving
telehealth services were dual-eligible beneficiaries, covered by both Medicare and Medicaid. These
beneficiaries received 181,794 services or 66.1% of total services in 2016. This represents a 64.4%
increase since 2014. It should be noted that both dually eligible and non-dual Medicare beneficiaries saw
an almost equal rate of growth in the utilization of telehealth services during the study period.
Disability. In 2016, persons with disabilities accounted for 65% (58,406) of beneficiaries using telehealth.
These beneficiaries used over 66% (182,858) of all telehealth services. Between 2014 and 2016, there was
a 37.7% increase in the number of beneficiaries with disabilities using telehealth, and a 53.7% increase in
the total services these beneficiaries used.
End-Stage Renal Disease (ESRD). Medicare pays physicians a capitated rate to manage patients with
ESRD in center-based and home dialysis. Outpatient physician visits are covered on a daily or monthly
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basis and coded depending on how many visits are provided. Since 2016 physicians who are managing
Medicare beneficiaries with ESRD receiving dialysis at home can provide ESRD-related services in a
month through telehealth as long as they furnish a monthly face-to-face visit to examine the vascular
access site. These services are furnished to patients present in allowable originating sites that meet the
geographic requirements. The expansion in telehealth coverage for ESRD resulted in an increase from
only 833 beneficiaries with ESRD who used telehealth in 2014 (1.3% of all telehealth users) to 1,447
beneficiaries in 2016 (1.65% of all telehealth users). The total number of services these beneficiaries used
increased from 2,416 to 4,216 services in 2016. This represents a 73.7 % increase in beneficiaries and a
74.5% increase in services. Findings from the Medicare claims analysis for 2016 report that 439,350 FFS
Medicare Beneficiaries qualified for coverage because of their kidney disease. As noted above, fewer than
1,500 beneficiaries, less than 1% of all FFS beneficiaries with ESRD, received any services via telehealth
in the same year.
Chronic Condition, Mental Health, and Substance Use Diagnoses. Telehealth is increasingly being used
to assist in the management of certain mental health and chronic diseases for Medicare’s rural
beneficiaries. For the years studied, over 90% of telehealth services were furnished to beneficiaries with
one of 17 “primary” chronic conditions, such as diabetes, heart failure, or depression.18 The treatment of
patients with stroke via telehealth is also growing. While stroke affects less than 10% (7,235) of Medicare
telehealth patients, there was an increase of 113% in the use of telehealth among beneficiaries with stroke
diagnoses between 2014 and 2016. Over the same period, there was a 105% increase in the number of
beneficiaries treated with telehealth who have heart failure.
The analysis of the beneficiary characteristics and telehealth services indicates that telehealth is being
used primarily to treat beneficiaries with mental health diagnoses. viii In 2016, 85.4% of all telehealth users
(74,547 beneficiaries) had a mental health diagnosis. The overwhelming majority of Medicare telehealth
users in all years studied were diagnosed with one of eight common mental health and substance use
conditions. ix Approximately 37% of Medicare beneficiaries who received telehealth services in 2016 had
diagnoses of a recurring major depressive disorder, bipolar disorder and schizoaffective disorders. An
additional 7,032 individuals (7.9%) were treated for schizophrenia and 4,554 (5.1%) for an episode of
depression. Treatment for physical chronic conditions, such as diabetes and heart failure, are not among
the most common diagnoses and there were fewer than 1,000 Medicare beneficiaries treated by telehealth
for these conditions.

viii

The primary chronic condition and mental health and substance use status are not mutually exclusive, i.e. an
individual may appear in the data as having both a primary chronic condition and a mental health and substance
abuse condition.
ix
CMS OMH and KPMG reviewed the Chronic Conditions Warehouse (CCW) list of “Other Chronic Health,
Mental Health and Potentially Disabling Conditions” to determine meaningful main categories for mental health and
substance use conditions. The list is available on the website at https://www.ccwdata.org/web/guest/conditioncategories.
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Table 2: Top Ten Principal Diagnoses for Medicare Beneficiaries Receiving Telehealth Services, 2016
Diagnosis

Beneficiaries

Services

1

Major depressive disorder, recurrent

14,241

57,450

2

Bipolar disorder

11,356

36,900

3

Schizoaffective disorders

7,400

25,077

4

Schizophrenia

7,032

24,331

5

Major depressive disorder, single episode

4,554

21,315

6

Other anxiety disorders

3,862

14,663

7

Reaction to severe stress, and adjustment
disorders

2,574

11,228

8

Sleep disorders

2,248

3,569

9

Cerebral infarction

1,574

1,744

10

Alzheimer’s disease

1,510

4,296

Source: NORC and KPMG Analysis of CMS Medicare Research Identifiable Files

Given the high rates of comorbidity between mental health and chronic disease, it is instructive to
examine the beneficiaries who suffer from both depression as well as a physical chronic condition. The
examination of trends in comorbidity indicates that beneficiaries who were diagnosed with both
depression and hypertension, ischemic heart disease, or diabetes utilized a higher proportion of telehealth
services than beneficiaries who did not have these comorbid conditions. In 2016, there were 33,892
beneficiaries diagnosed with depression and hypertension who accounted for 38% of the telehealth
beneficiaries, but they received 46 % of all telehealth services. Medicare beneficiaries with depression
and diabetes used more telehealth services than those with depression and hypertension, but are less
intense users than those beneficiaries, e.g. use fewer services per beneficiary.
Telehealth Service Delivery by State
Medicare beneficiaries in all 50 states and the District of Columbia (DC) have received telehealth services
according to billed and paid Medicare claims, but mostly these services are concentrated in the states that
have large rural areas, many of which are also designated as HPSAs. In 2016, the total number of
Medicare FFS beneficiaries using telehealth services varied substantially across states, ranging from the
lowest use in Vermont (50 beneficiaries and 295 services) to the highest use in Texas (10,565
beneficiaries and 33,279 services). Table 3 presents information on the states with the highest rates of
utilization of telehealth among Medicare FFS beneficiaries, i.e. the percent of the Medicare FFS
population that used telehealth (see Appendix A for data for all states). Most beneficiaries in these states
who used telehealth services received between two and three services as compared to an average of 46
Medicare face-to-face services per beneficiary annually.
While the analysis does not use rural residence of the beneficiary as a criterion for inclusion, it is probable
that the majority of claims paid by CMS were for services provided to Medicare FFS beneficiaries who
reside in a rural area and were furnished telehealth services in an allowable originating site located in a
rural area. The Rural Health Information Hub reports that 18.6% of the population over 65 lives in rural,
non-core areas according to estimates based on the 2011-2015 American Community Survey.19 This
analysis identified 28.7 million Medicare FFS beneficiaries over age 65, which corresponds to an
estimated 5.3 million rural Medicare FFS beneficiaries who could potentially have received care via
telehealth (assuming telehealth services are available). Of note, just over 75,000 Medicare FFS
beneficiaries used telehealth services in 2015 and that number grew by fewer than 15,000 beneficiaries
from 2015 to 2016.
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Table 3: States with the Highest Utilization of Telehealth among Medicare FFS Beneficiaries, 2016

State
1

TEXAS

2

IOWA

3

CALIFORNIA

4

2016
Medicare
FFS
Population

Number of FFS
Beneficiaries
Receiving at
Least One
Telehealth
Service

% of Total
FFS
Beneficiarie
s Using
Telehealth

Number of
Telehealth
Services

% of Total
Telehealth
Services

Telehealth
Services
per FFS
Beneficiary

2,312,254

10,565

11.8

33,279

12.1

3.1

468,419

4,480

5.0

21,405

7.8

4.8

3,002,325

4,357

4.9

12,359

4.5

2.8

MISSOURI

770,598

4,107

4.6

13,443

4.9

3.3

5

MICHIGAN

1,185,648

3,901

4.4

10,864

3.9

2.8

6

MINNESOTA

371,449

3,608

4.0

10,773

3.9

3.0

7

WISCONSIN

624,039

3,510

3.9

8,839

3.2

2.5

8

GEORGIA

989,129

3,430

3.8

11,857

4.3

3.5

9

VIRGINIA

1,038,211

3,158

3.5

16,652

6.1

5.3

10 KENTUCKY

616,725

3,138

3.5

7,587

2.8

2.4

ALL OTHER
STATES

23,745,099

44,955

50.4

128,141

46.5

2.9

National

35,123,896

89,209

100%

275,199

100%

3.1

Source: NORC and KPMG Analysis of CMS Medicare Research Identifiable Files

This document presents a comprehensive analysis of the current Medicare beneficiaries utilizing
telehealth services and the conditions for which they are being treated. The analysis finds that there have
been recent changes in the patterns of utilization with increased use by older beneficiaries and an increase
in the number of services provided to each beneficiary. Nonetheless, there is considerable variation in use
by state. Also, telehealth care is mostly provided for mental health treatment. The review of the evidence
that follows will identify concerns and opportunities as Medicare considers the needs of its different rural
and urban populations, such as the dual-eligible and individuals with disabilities and/or chronic
conditions.

Addressing Health Issues through Telehealth for the Medicare and Dual Eligible Populations
Many organizations have undertaken reviews of evidence regarding telehealth across a range of patients,
providers, and payers. While these studies were not limited to Medicare, in general, these organizations
have concluded that telehealth is emerging as a tool with the potential to improve access to care,
potentially reduce costs, and enhance patient satisfaction. The reviews found that the evidence supporting
telehealth is strongest for the care of patients with certain chronic conditions and is lacking for other types
of conditions. There is also agreement that the evidence of effectiveness is strongest in rural areas that
face provider shortages while the evidence of the impact of telehealth in urban areas is more limited.
There is consensus that there is inadequate evidence to reach broad, definitive conclusions on the impact
of telehealth, and that further research is needed to assess the impact and value of this technology. As a
result, and given that these reviews were not specific to the Medicare population, it is difficult to draw
general conclusions about what uses of telehealth are effective and should be expanded and covered for
the Medicare population.
Although not limited to telehealth services for Medicare beneficiaries, the following sections briefly
describe how telehealth is being used in select populations and for specific conditions, and how telehealth
services may be able to help address the health issues affecting these groups.
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Rural Residents
Rural areas are vast in terms of population distribution, geographic reach, and Medicare and Medicaid
enrollment. While rural areas cover 97 percent of the U.S. land area, they contain only 19.3 percent of the
population (about 60 million people), as defined by the U.S. Census Bureau.20 Data from the 2012
Current Medicare Beneficiary Survey analyzed by MedPAC estimated that some 23 percent of the
Medicare beneficiaries of all ages, or approximately 10.45 million beneficiaries, reside in rural areas.21
While there is significant diversity across rural areas, rural residents on average experience higher rates of
poverty and worse health outcomes than urban residents. In 2015, the estimated proportion of people
living in poverty in urban (metropolitan) counties was 14.3 percent, compared with 17.2 percent in rural
(nonmetropolitan) counties.22 Rural counties also have higher rates of cigarette smoking, hypertension,
obesity, and physical inactivity during leisure time than urban areas.23 Finally, rural counties have higher
proportions of individuals with multiple chronic conditions, leading to more frailty or disability and
making travel more challenging.17,24
Access to care is also limited in rural communities, primarily because of travel distances and healthcare
costs. In remote rural counties, patients often have to travel long distances for specialized treatment.25
These patients may substitute local primary care providers for specialists or they may decide to postpone
or forego care from a specialist because of cost burdens and long travel times. Rural residents are also
more likely to report that the cost of healthcare limits their ability to receive medical care.26
Limited access is exacerbated by health workforce shortages in many rural areas.26 As of 2013, there were
approximately 68 primary care physicians per 100,000 residents in rural areas, in contrast to an average of
84 primary care physicians per 100,000 residents in urban areas.27 The maldistribution of healthcare
providers is most stark for specialty physicians. As of 2010, there were 263 specialists per 100,000
population in the most urban counties and 30 specialists per 100,000 population in the most rural
counties.25
Furthermore, minorities living in rural areas are more likely to report barriers to care than Whites living in
rural areas, as well as Whites and minorities living in urban areas. Black (non-Hispanic), American
Indian, and Hispanic rural adults were more likely to report having to forgo or delay care because of cost
than were White rural adults.28 For example, rural Black (non-Hispanic) and Hispanic diabetics were less
likely than rural White diabetics to receive at least two hemoglobin A1c tests over the span of one year.28
Medicare and other telehealth services are currently being used for a range of services in rural
communities. Telehealth allows patients in rural areas to connect directly with health care providers, but
is also used to support rural health care providers with clinical decision-making. Live videoconferencing
provides rural patients with access to specialty care (e.g., psychiatry and dermatology). Rural emergency
departments are also using videoconferencing to connect with urban emergency physicians for real-time
consultations. Similarly, “telestroke” services connect neurologists to rural patients and providers to
provide remote diagnoses and treatment recommendations. “TeleICU” combines clinical expertise, vital
sign monitoring, trending and alerting, and electronic expert systems using synchronous
communications.4
Telehealth has also shown positive results for patient satisfaction in rural areas for Medicare beneficiaries
and others. For example, post-discharge care coordination between providers and patients using telehealth
services has been shown to positively impact patient and caregiver engagement and satisfaction by
reducing travel times, increasing access to and interactions with physicians, and ensuring that the patient
is adhering to treatment.29 While evidence shows that few Medicare beneficiaries receive telehealth
services as defined under section 1834(m) of the Social Security Act, telehealth services are seen as an
opportunity to increase access to care for rural beneficiaries by reducing the need to travel for healthcare
services and supporting the healthcare workforce through provider-to-provider consultations.30 In

FINAL DOCUMENT | 15

Information on Medicare Telehealth

conclusion, there is significant opportunity to further expand the use of telehealth for Medicare
beneficiaries in rural areas based on the current rates of utilization and the evidence to date, as described
earlier.
Non-Rural Residents
While Medicare current law limits coverage to when the services are furnished to beneficiaries located in
originating sites located in rural areas (or sites that are participants in certain Federal telemedicine
demonstration projects), there is emerging evidence that telehealth can also help address problems of
access to care in urban areas. This issue may be particularly important in urban areas with high
concentrations of minority populations where access to providers and medical specialists may be
inadequate or delayed.5 As with rural areas, urban telehealth has the potential to encourage access to care
before medical issues become critical, reduce inappropriate use of emergency departments, and improve
management of chronic conditions.
While rural populations primarily face long distances to access care, low income urban populations face
challenges such as child care, bus transfers, inconvenient office hours and absenteeism from work or
school, which often result in inappropriate use of the emergency departments. To help address these
barriers, a model in Rochester, New York expanded access to primary care and health promotion services
for patients of all ages through the use of telehealth which had previously been used only for pediatric
patients.31 Based on post telehealth visit surveys of this pilot program, 93 percent of patients reported that
the availability of telehealth saved them a trip to an after-hours clinic and 86 percent reported that it saved
them from a trip to the emergency room. The survey reported time savings of six or more hours, and
reduced time off work by three to four hours. Respondents reported that the telehealth service was more
convenient, decreased their travel time, and provided a timely assessment of their health concern.
While not specific to Medicare, the program evaluation found that the telehealth service generated cost
savings for both the patient and the payer; and was able to address health care problems before they
became more serious resulting in reduced use of emergency rooms. The authors also noted that the
availability of telehealth services helped eliminate barriers to care for adults who might otherwise not
seek timely medical care. They noted that their model showed that telehealth was effective in the inner
city and allowed for timely care in the patient’s own neighborhood, avoiding costly emergency room
visits and lost time from school or work by providing accessible, timely, and cost effective care. They
concluded that telehealth offered the opportunity to optimize access to care when integrated into the
community’s health system and could help decrease health care costs and increase patient and provider
satisfaction.
Like their rural counterparts, there was some evidence suggesting that urban residents who have had
access to telehealth have benefited from care of comparable quality that is more convenient. Moreover,
there was also some evidence of improved health outcomes as well as cost savings. In addition, there was
some evidence that urban patients were satisfied with their telehealth options and would elect telehealth
over in-person care. Finally, within both rural and non-rural areas, there are specific populations with
significant health care needs who may benefit the most from the remote delivery of health care. These
opportunities are described and discussed in the following sections.
Dual Eligible Beneficiaries
Persons considered as dual eligible qualify to receive coverage from both Medicare and Medicaid. They
may either be enrolled first in Medicare due to age or disability status and then qualify for Medicaid on
the basis of income, or vice versa. During 2015, 11.4 million Americans were concurrently enrolled in
both the Medicare and Medicaid programs. Dual eligible beneficiaries are more likely to have qualified
for benefits because of a disability than Medicare-only beneficiaries (52 percent of enrollees versus 17
percent).32
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Individuals with Disabilities
In the U.S., there are approximately 56.7 million persons with disabilities and as of March 2017,
Medicare covered approximately 9 million individuals with disabilities.33 While limited, research findings
on health care experiences of individuals with disabilities suggest that these individuals experience more
barriers to accessing care and tend to report more unmet needs. An analysis of the Medical Expenditure
Panel Survey (MEPS) found that working-age individuals with physical disabilities, in particular, are 50
percent more likely than individuals without disabilities to have unmet medical, dental, and prescription
medication needs.34 The Urban Institute’s Health Reform Monitoring Survey (HRMS) found that
compared to other adults, adults with disabilities were nearly twice as likely to report unmet health care
needs due to problems with accessibility to a doctor’s office or clinic (16.8 percent versus 9.2 percent).35
Barriers to health care for individuals with disabilities are often structural in nature—including difficulty
getting to a doctor’s office or clinic when it was open, taking too long to get to a doctor’s office or clinic
from home or from work, and not having a way to get to a doctor’s office or clinic.35,36
Individuals with Chronic Conditions
According to CMS’ 2015 Chronic Conditions Among Medicare Beneficiaries, the majority of Medicare
beneficiaries are managing more than one chronic condition (Table 4).37 In addition, CMS’ Medicare
Disparities Mapping Tool reported that in 2015 the percentage of beneficiaries with two conditions
ranged from 13 to 17 percent in the 50 states, and the percentage with three or more chronic conditions
ranged from 35 to 59 percent.38 In 22 states, including Puerto Rico, 50 percent or more of beneficiaries
had at least three chronic conditions.38 Additionally, a 2013 analysis of the Medicare Expenditure Panel
Survey (MEPS) found that 35 percent of dual-eligibles with physical disabilities and cognitive limitations
age 65 and older had four or more chronic conditions.39 Moreover, as Medicare beneficiaries age, they are
more likely to have multiple chronic conditions. According to the 2010 MEPS, Medicare beneficiaries
were most likely to have hypertension (58 percent), heart disease (31 percent), arthritis (29 percent), and
diabetes (28 percent), heart failure (16 percent), depression (14 percent) and COPD (12 percent).40
Table 4: Percentage of Medicare FFS Beneficiaries by Number of Chronic Conditions41
Population

2–3 Chronic Conditions 4–5 Chronic Conditions

6+ Chronic Conditions

Total population

29%

21%

15%

Less than 65 years

27%

17%

11%

65 years and older

30%

22%

16%

Men

28%

20%

15%

Women

31%

21%

16%

Dual

26%

22%

24%

Non-dual

30%

20%

13%

There are also important variations in the rates of Medicare chronic conditions by gender, disability,
race/ethnicity, and age. For example, female beneficiaries suffer higher rates of depression and arthritis
than men. Beneficiaries under age 65, most of whom are persons with disabilities, have two times the rate
of depression as their older counterparts—i.e. those over 65—but equal rates of diabetes. Non-Hispanic
Blacks and Asian and Pacific Islanders are as likely as non-Hispanic Whites to have four to five chronic
conditions (about 25 percent of the population), and non-Hispanic Blacks and Hispanics are more likely
to have significant comorbidities encompassing six or more chronic conditions.
Table 5 summarizes 2010 utilization trends for Medicare beneficiaries who have multiple chronic
conditions.
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Table 5: Percentage of Medicare FFS Beneficiaries with Two or More Chronic Conditions Using
Inpatient and Outpatient Services, 2010
Service
3+ hospital admissions

2–3 Chronic Conditions 4–5 Chronic Conditions

6+ Chronic Conditions

1%

3%

16%

1 post-acute visit

7

19

49

13+ home-health visits

3

9

27

3+ emergency room visits

4

8

27

Hospital 30-day readmissions*

10

14

25

1–5 physician office visits

41

23

19

6–12 physician office visits

37

40

27

13+ physician office visits

15

30

46

*Prior to enacting hospital readmission penalties.
Source: CMS. Chronic Conditions among Medicare Beneficiaries. Chartbook: 2012 Edition.37

These data demonstrate that when beneficiaries are diagnosed with more than three conditions, their use
of inpatient and outpatient care is double or triple that of beneficiaries with only two or three conditions.
In addition, Medicare beneficiaries with multiple chronic conditions were significantly more likely to be
hospitalized annually, especially those with six or more diseases. This population also used large amounts
of post-acute services, accounting for almost two-thirds (63 percent) of post-acute spending.
Telehealth has been introduced as a key feature for case management of patients with chronic conditions.
While not limited to Medicare patients, a Cochrane review of telehealth for COPD concluded that
increased access to effective, known care management tools may yield positive results. In particular,
telehealth can increase access for patients with chronic disease by:42
•
•
•
•
•
•

Providing patient education and primary prevention and early detection
Improving treatment adherence
Facilitating the remote collection of patient data
Providing early detection of complications and timely symptom management
Reducing unnecessary emergency room and physician visits
Preventing hospital readmissions

Similarly, a 2016 convening of multidisciplinary experts by AcademyHealth and other groups concluded
that cost savings from telehealth, not specific to Medicare, are due to improvements in access, such as
reduced wait times to see specialists, care for chronic conditions, and reduced patient travel time and
costs.43 However, several researchers have concluded that, to date, most studies provide weak evidence to
support the impact of telehealth delivery because they fail to isolate the effect of telehealth in multifaceted
or complex interventions. In other words, simply the increased focus brought about by testing a telehealth
intervention resulted in improved patient outcomes.44 Nonetheless, most studies have found that telehealth
is associated with improved access, case management, and patient satisfaction, especially with video and
remote telemonitoring.42,44
A 2014 National Conference of State Legislature’s (NCSL) report cited several studies related to cost
effectiveness in telehealth, including chronic disease management.45 For example, an analysis of a
Veterans Health Administration (VHA) chronic disease management program found that a care
coordination home telehealth group, in comparison with a usual care group, had significantly lower
healthcare costs and smaller increases in Medicare costs. The interventions were designed to help
veterans age in place and prevent nursing home admissions. Participants in the intervention group
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received care coordination with home telehealth monitoring devices. Interestingly, the group also had a
greater increase in pharmacy costs attributed to better medication management and adherence.
A 2012 Cochrane Review concluded that for patients with COPD, not limited to Medicare, telehealth
reduced emergency department visits and hospitalizations. Two COPD studies reported patients with
telehealth had odds ratios (OR) of an ED visit of .27 and .17 of an ED visit, compared with the control
group. However, another study measuring the number of ED visits for patients with COPD found the
average for patients with telehealth was 1.79, compared with 1.53 for the control group. With regard to
hospitalizations, COPD patients were less than half as likely to be hospitalized.42
Another study that used telehealth to link hospitals and a federally qualified health center (FQHC) found
that outcomes from the telemedicine disease management programs increased the number of diabetics,
not specific to Medicare, who brought their blood sugar under control.6 In addition, according to a 2017
GAO report, the VHA’s expansion of telehealth has resulted in a 40 percent reduction in hospitalizations
among patients with chronic conditions. Also, as previously discussed, veterans reported high satisfaction
(more than 85 percent) with home telehealth for key conditions, including diabetes, hypertension,
congestive heart failure, COPD, PTSD, and depression.
While these studies did not specifically analyze Medicare patients, the findings may be applicable to the
Medicare population since most Medicare beneficiaries are managing chronic conditions. As noted in this
discussion of telehealth for beneficiaries with chronic conditions, access to telehealth may result in
improved outcomes and greater patient satisfaction.
End Stage Renal Disease (ESRD)
ESRD is an important subpopulation of high-risk Medicare patients, many of whom are dual eligible
beneficiaries.46 ESRD currently affects 650,000 people per year in the U.S. and disproportionately affects
minority and low-income patients.47 Compared to the White population, African Americans are 3.5 times
more likely, Native Americans are 1.5 times more likely, and Hispanics are 1.5 times more likely to have
ESRD. In addition, the number of patients in the U.S. diagnosed with ESRD continues to increase each
year.
While not specific to Medicare, telehealth is being used to treat ESRD in a consultative care model based
at the National Institutes of Health (NIH) that provides nephrology consultations to the Zuni
Comprehensive Health Center in western New Mexico. Over the past nine years, the clinic has conducted
1,870 patient visits through a team approach including a nurse case manager, nephrologist, primary
clinicians, pharmacists, and community health nurses. The model demonstrates how specialty care can be
delivered to rural high-risk communities using a collaborative and integrated approach to care. The
demonstration has shown that the use of an on-site nurse manager, working with the remote nephrologist,
is the most critical factor in successfully conducting a referral clinic via telehealth.48 In addition, the
model includes on site program assistants and nurses, who mail out patient appointment letters, enter the
patient’s name into the electronic health record (EHR) system when they arrive for an appointment, and
assist with appointment reminders via phone calls.
In addition, the model has shown that access to the patient’s EHR and effective communication with
referring clinicians by phone and e-mail between clinic dates is critical to maintaining continuity of
care.48 Referring clinicians also must be easily accessible to the consultant to clarify questions that arise
during clinic visits and to provide urgent evaluation of problems that cannot be assessed using telehealth.
Periodic on site “in-person visits” by the consultant enhances patient rapport and trust with referring
clinicians and patients.48 Although telehealth provides access to consultation for these patients, the model
has identified some limitations. Generally, telenephrology is not feasible for acutely ill patients who
require immediate attention but this approach can be effective in delivering nephrology consultation to a
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high-risk rural population, including people with advanced kidney disease, over an extended period of
time.48
Medicare Populations in Long-Term Care (LTC) Facilities
In 2015, 1.8 million Medicare beneficiaries used skilled nursing facilities, costing Medicare $29 billion.33
The average monthly price for a private (single occupancy) nursing home room in 2017 was $8,121.49
Similarly, 1.7 million Medicare beneficiaries used home health agency services, which cost Medicare Part
A $6.9 billion, and Part B $11.3 billion.33
The nature of LTC facilities (institutional and non-institutional) draws participation from disparate
populations, including the elderly and dual eligible beneficiaries. Dual eligible beneficiaries who access
LTC facility services have higher numbers of chronic conditions and more medical expenditures than
Medicaid only or Medicare only beneficiaries.50 Dual eligible beneficiaries from home and communitybased services (HCBS) and those from nursing homes are more likely to be female and White; dual
eligible beneficiaries with HCBS were more likely to be living in a rural area.50
Long term care facilities often do not have a physician onsite overnight, which may increase the number
of unnecessary hospitalizations of Medicare nursing home residents.51 Findings from a study of 11
nursing homes provided some evidence that utilizing telehealth physician coverage during off hours could
reduce hospitalizations and potentially generate cost savings to Medicare.51 Telehealth was used to cover
urgent or emergent calls on weeknights (5:00–11:00 p.m.) and weekend days (10:00 a.m.–7:00 p.m.).
While the authors acknowledge that the results might not be generalizable to other nursing homes or time
periods, the study found that a nursing home that typically had 180 hospitalizations per year and that was
more engaged with telehealth could expect to see a statistically significant reduction of about 15.1
hospitalizations each year, relative to a nursing home that was less engaged. The study concluded that the
average savings to Medicare would be $151,000 per nursing home per year for the facilities using more
telehealth.51
In addition, each year, hospital readmissions among skilled nursing facility (SNF) patients cost Medicare
more than $4 billion, but there is emerging evidence that shows that providing telehealth services to
Medicare beneficiaries in long term care facilities or at home may decrease hospitalizations and
readmissions and enable more beneficiaries to remain in the community. These benefits may also be
associated with significant cost savings to Medicare as beneficiaries avoid costly hospitalizations and ED
visits.51

Medicare Beneficiaries with Behavioral Health Disorders
Behavioral health disorders encompass both mental health and substance use disorders (SUD) and
telehealth has emerged as an important tool in the treatment of behavioral health disorders for Medicare
beneficiaries. The current evidence describing the use of telehealth for these types of conditions is
discussed below, including the potential for telehealth to expand access to treatment for opiate use and
abuse.
Mental Health
In 2008, 41 percent of dual eligible beneficiaries had at least one mental health condition.52 Among
Medicare beneficiaries, the prevalence of specific mental health conditions vary: in 2015, 17 percent had
depressive disorders, 15 percent had anxiety disorders, 4 percent had schizophrenia and other psychotic
disorders, 3.6 percent had bipolar disorder, 1.0 percent had post-traumatic stress disorder (PTSD), and 0.8
percent had personality disorders.53 At the same time, the U.S. healthcare system has major challenges for
individuals trying to access mental health services including the capacity of psychiatrists and therapists to
respond to the demand for services and the geographic distribution of available services.54 More than 75
percent of all U.S. counties are considered mental health shortage areas, and half of all U.S. counties have
no mental health professional at all.55 In fact, according to SAMHSA (2015), adults with unmet mental
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health needs reported structural barriers (transportation issues, inconvenience, and time constraints) as the
top reasons for not using mental health services.56 Psychiatric care is also difficult to obtain for rural
nursing home residents because of these same limitations.57
Emerging research indicates that telepsychiatry can reduce disparities in access to psychiatric care. For
example, psychiatric care delivered remotely increases the chances that individuals living in rural
communities will be able to access professionals who are culturally and linguistically competent.7 While
not limited to Medicare, research also shows that telepsychiatry obtains the same results as face-to-face
therapy for bulimia nervosa, PTSD, and depression and can be considered a viable alternative when faceto-face therapy is not accessible.58–60 Furthermore, research on telepsychiatry utilization in rural nursing
homes found cost savings for the psychiatrist, nursing homes, and patients, in addition to enthusiastic
support from patients, family members, and nursing home personnel.57
Substance Use
In 2014, approximately 21.2 million individuals in the U.S. had a substance use disorder (SUD), but only
2.5 percent of those individuals received treatment.61 It is estimated that the number of adults aged 50
years and older who will have an SUD by 2020 could be between 4.4 million to 5.7 million individuals.62
The Medicare population has among the highest and fastest-growing rates of opioid use disorders,
currently more than 6 of every 1,000 beneficiaries.63 Many seniors take multiple medications and receive
prescriptions from multiple doctors, making tracking and controlling any misuse of these prescriptions a
substantial challenge.63
Research into county-level access to treatment facilities showed that there were lower proportions of
treatment facilities in southern and Midwestern states than in other regions.64 Furthermore, it is estimated
that outpatient SUD treatment services are almost four times less likely to be available in rural hospitals
than in urban hospitals (12.1 percent versus 43.7 percent, respectively, with treatment services offered
either directly or by arrangement).55 In addition, hospitals in large rural areas are about twice as likely to
offer SUD treatment services (17.9 percent) as hospitals in small (8.2 percent) or isolated (8.5 percent)
rural areas.55
Rural areas are particularly short on detoxification (detox) services. A survey conducted by the Maine
Rural Health Research Center in 2008 found that 82% of rural residents live in a county without a detox
provider. More than half of all rural detox providers serve patients across a 100 mile radius limiting
referral options to SUD treatment, especially in isolated rural areas.65
Although not specific to Medicare, a preliminary study that compared a videoconferencing telehealth
SUD treatment program with a comparable in-person counterpart from the same organization found that
the completion rates were double for the online version compared with traditional outpatient treatment
(80 percent versus 41 percent, respectively).66 Additional studies suggest that the reasons for increased
completion rates using telehealth programs may be convenience and increased confidentiality.66–68
Research has also found telehealth SUD services to be as effective as in-person treatment, although small
sample sizes are a recurring limitation to determining statistically significant results.66

Opioids
Opioid misuse has emerged as the most serious substance abuse epidemic in the U.S. in the past few
years. Opioid medications include narcotics intended to manage pain resulting from injury, illness, or
surgery. While opioid misuse often derives from the long-term management of chronic pain with opioid
treatment, opioid overdoses were responsible for 63 percent (33,091) of all drug overdose deaths in the
U.S. in 2015.69,70 As previously discussed, the Medicare population has among the highest and fastestgrowing rates of opioid use disorders, currently more than 6 of every 1,000 beneficiaries.63 Chronic
pain—pain lasting longer than three continuous months or past the normal amount of time for tissue to
heal—is most often managed with opioid medications. The risk of opioid dependence is believed to
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substantially increase when opioids are used continuously for three months, so the risk that individuals
with chronic pain using opioids face in developing a dependence is high.69
A recent report published by the U.S. Department of Health and Human Services (HHS) Office of
Inspector General (OIG) notes that one of every three Medicare Part D beneficiaries (14.4 million
individuals) received at least one prescription for opioids in 2016, totaling $4.1 billion in costs to
Medicare.71 Five million beneficiaries received opioids for at least 3 months, and of these 5 million
beneficiaries, 3.6 million received opioids for 6 or more months and some 610,000 received opioids
for the entire year.71 Furthermore, OIG warns that nearly 90,000 Medicare beneficiaries run a serious risk
of misusing opioids or overdosing because of the number of beneficiaries using extreme opioid doses
(69,563 individuals) or appearing to be “doctor shopping” for opioid medication (22,308 individuals).71
More than 2,000 beneficiaries are present in both of these groups.
Every geographic region, population, and age group has been impacted by the opioid epidemic, including
Medicare beneficiaries, but treatment barriers persist throughout the country. Although individuals living
in rural areas report higher rates of prescription opioid misuse than urban residents, only about 3 percent
of all opioid treatment programs are located in rural areas.55 Telehealth may serve as a valuable tool to
improve access to evidence based treatment, including for Medicare beneficiaries. Telehealth has the
potential to help bridge the rural-urban treatment gap for Medicare beneficiaries by linking rural clients to
high-quality behavioral health services and providers located in more populated areas. Telehealth seems
to provide the intervention most similar to office-based treatment, and research shows that telehealth
patients, while not specific to Medicare, have satisfaction levels and outcomes similar to those of clients
receiving in-person therapy.66

Section 2. Activities by the Center for Medicare and Medicaid Innovation which test
increased access to telehealth services
Although the Medicare telehealth requirements generally must be met in order for Medicare to pay for
telehealth services, section 1115A(d)(1) of the Social Security Act permits waiving those requirements as
may be necessary solely for purposes of testing models under section 1115A. x Under the authority of
Section 1115A, the Innovation Center tests innovative payment and service delivery models expected to
reduce expenditures while preserving or enhancing the quality of care furnished to Medicare, Medicaid,
and CHIP beneficiaries. In selecting models to test, CMS is required to give priority to models that also
improve the coordination, quality, and efficiency of health care services furnished to beneficiaries of
those programs. When designing new models, CMS assesses whether the design of the test requires
telehealth services that are more expansive than those allowed by existing authorities. The model concept
analysis considers the current services that can be furnished via telehealth under the relevant program, as
well as the requirements for geographic location, distant and originating sites. CMS considers waiving
certain telehealth requirements under section 1834(m) of the Act to broaden the scope of telehealth for

x

Effective January 1, 2020, section 50324 of the Bipartisan Budget Act of 2018 (P.L.115-123) removes the
geographic limitations under section 1834(m)(4)(C)(i) of the Act, treats the beneficiary’s home as an originating site
described in section 1834(m)(4)(C)(ii) of the Act, and provides that no originating site facility fee will be paid when
the originating site is the beneficiary’s home for otherwise covered telehealth services furnished by physicians or
practitioners in certain Innovation Center ACO models for services furnished to a Medicare fee-for-service
beneficiary assigned to the applicable ACO
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purposes of testing the model xi. If a model includes a telehealth waiver, then that telehealth waiver is
specific to the model and applies only to specified activities related to participation in that model. CMS
continues to explore how best to structure waivers of telehealth requirements as necessary for purposes of
testing models under section 1115A of the Social Security Act, taking into account stakeholder and model
participant feedback.
CMS is currently testing several section 1115A models with telehealth waivers. These models are: 1)
Next Generation Accountable Care Organization (NGACO) Model; 2) Bundled Payments for Care
Improvement (BPCI) Initiative; and 3) Comprehensive Care for Joint Replacement (CJR) Model. Table 6
summarizes the requirements waived for each model. Other current Innovation Center models may
include certain elements related to telehealth, but do not include a telehealth waiver, as described below.

Comprehensive Care for Joint
Replacement Model (CJR)

Payment

Next Generation ACO(NGACO)
Model: Waivers of Originating
Site Requirements
NGACO Model: Waiver of
Interactive
Telecommunications System
Requirements
Bundled Payments for Care
Improvement (BPCI) Initiative

Geographic
Setting

Model

Originating
Site

Table 6: Current CMS Models with Telehealth Waivers

X

X

X

1834(m)(2)(B)
1834(m)(4)(B)
1834(m)(4)(C)

42 CFR 414.65(b)
42 CFR 410.78(b)(3)-(4)

X

X

X

1834(m)(1)
1834(m)(4)(C)(i)

42 CFR 410.78(b)
42 CFR 410.78(b)(4)

1834(m)(4)(C)(i)(I)-(III)

n/a

1834(m)(4)(C)(i)(I)-(III)
1834(m)(4)(C)(ii)(I)-(VIII)
1834(m)(2)(A)-(B)

n/a

X
X

X

X

Citations to Waived
Statutory
Requirements

Citations to Waived
Regulatory
Requirements

Next Generation Accountable Care Organization (NGACO) Model
Medicare ACOs are composed of groups of doctors, hospitals, and other providers and suppliers who
come together voluntarily to provide coordinated, high-quality care at lower costs to their Medicare FFS
patients. ACOs are patient-centered organizations where the patient and health care providers are true
partners in care decisions. Provider and supplier participation in ACOs is voluntary, and aligned
beneficiaries see no reduction in their Medicare FFS benefits and retain the freedom to see any Medicare
provider or supplier. When an ACO succeeds in both delivering high-quality care and spending health
care dollars more wisely, it may share in the savings it achieves for the Medicare program.
The NGACO Model is an initiative for ACOs that are experienced in coordinating care for populations of
patients. The goal of the NGACO model is to test whether strong financial incentives for ACOs, coupled
with tools to support better patient engagement and care management, can improve health outcomes and
lower expenditures for Medicare fee-for-service (FFS) beneficiaries. The NGACO Model allows
xi

In addition to the authority provided under section 1115A of the Act to waive certain requirements as necessary
for the testing of section 1115A models, other statutory authorities of certain demonstrations and initiatives provide
similar authority to waive Medicare requirements, including the telehealth requirements under section 1834(m). For
example, the Frontier Community Health Integration Project Demonstration authorized by the Medicare
Improvements for Patients and Providers Act of 2008 includes a waiver of the requirement to pay the statutory
originating site facility fee in order to allow originating sites in the demonstration to receive cost-based payments.
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participating ACOs to assume higher levels of financial risk and reward than are available under the
Shared Savings Program. Like other Medicare ACO initiatives being tested under Section 1115A, the
NGACO model is being evaluated on its ability to deliver better care for individuals, better health for
populations, and lower program expenditures.
As described above, Medicare only pays for telehealth services if the services are furnished to
beneficiaries while present in originating sites. Current law allows only certain healthcare settings to
serve as originating sites and they must be located in certain types of geographic areas. The originating
site type and geographic requirements were waived for the NGACO model beginning in 2016, allowing
payment to be made for telehealth services furnished in a beneficiary’s home or residence, even if they
reside in a non-rural setting. The telehealth waiver for NGACO also waives section 1834(m)(2)(B), which
governs the originating site facility fee, when the beneficiary’s home or residence serves as the
originating site for telehealth services, so that no originating site facility fees are paid in these
circumstances. The conditional telehealth waiver under the NGACO model also allows for telehealth
services to be furnished in an originating site described in section 1834(m)(4)(C)(ii) of the Act, regardless
of whether the services are furnished in a geographic area that meets the requirements of section
1834(m)(4)(C)(i).
In addition, the use of asynchronous or “store-and-forward” technologies (those that provide for the
asynchronous transmission of health care information in single or multimedia formats) to furnish
Medicare telehealth services is currently limited to the Federal telemedicine demonstration program
conducted in Alaska and Hawaii. Despite this limitation, CMS has found that a number of NGACOs in
other states have reported that their practitioners are using asynchronous telehealth technologies to furnish
some services and find it to be a cost effective way to deliver care to beneficiaries, while also maintaining
quality of care. In response to this feedback, CMS has broadened the scope of the telehealth waiver in the
NGACO Model to conditionally waive the requirement that Medicare telehealth services be furnished
using an interactive telecommunications system, allowing NGACOs to bill Medicare for certain services
furnished using asynchronous technologies in the specialties of ophthalmology and dermatology.
NGACOs are able to furnish teledermatology and teleophthalmology services using asynchronous store
and forward technology under the waiver beginning January 1, 2018.
Before furnishing services under the telehealth waiver, an NGACO must submit to CMS: 1) its selection
to participate in the telehealth waiver; 2) an Implementation Plan detailing how the ACO plans to utilize
the waiver, in what settings; and 3) a list of the ACO’s Next Generation Participants and Preferred
Providers that may submit claims pursuant to the telehealth waiver.

Bundled Payments for Care Improvement (BPCI) Initiative
The BPCI initiative is comprised of four broadly defined models of care, which link payments for the
multiple services beneficiaries receive during an episode of care. Under the BPCI initiative, organizations
enter into participation agreements with CMS that include financial accountability for episodes of care.
These models are designed to result in higher quality and more coordinated care at a lower cost to
Medicare.
In Model 1, which has concluded, the episode of care was defined as the inpatient stay in an acute care
hospital. Medicare paid the hospital a discounted amount for the episode of care based on the payment
rates established under the Inpatient Prospective Payment System used in the Medicare fee-for-service
program. Medicare continued to pay physicians separately for their services under the Medicare Physician
Fee Schedule.
Of the remaining active tracks, Model 2 and Model 3 involve a retrospective bundled payment
arrangement where actual expenditures are reconciled against a target price for an episode of care. In
Model 2, the episode includes the inpatient stay in an acute care hospital plus the post-acute care and all

FINAL DOCUMENT | 24

Information on Medicare Telehealth

related services up to 90 days after hospital discharge. In Model 3, the episode of care is triggered by an
acute care hospital inpatient stay but begins at initiation of post-acute care services with a skilled nursing
facility, inpatient rehabilitation facility, long-term care hospital, or home health agency. In Model 4, CMS
makes a single, prospectively determined bundled payment to the hospital that encompasses all services
furnished by the hospital, physicians, and other practitioners during the episode of care, which lasts the
entire inpatient stay. Physicians and other practitioners submit “no-pay” claims to Medicare and are paid
by the hospital out of the bundled payment, unless they choose to opt out of the model payment
arrangement.
Section 1834(m) of the Act allows Medicare payment for telehealth services where the originating site is
one of eight types of healthcare settings located in a geographic area that satisfies certain requirements
(located in a rural HPSA or outside an MSA). Under BPCI, CMS waived the geographic requirements for
telehealth services furnished to eligible beneficiaries during a Model 2 or 3 episode, as long as the
services are furnished in accordance with all other Medicare coverage and payment criteria.

Comprehensive Care for Joint Replacement (CJR) Model
The CJR Model aims to support better and more efficient care for beneficiaries undergoing the most
common inpatient surgeries for Medicare beneficiaries: hip and knee replacements (also called lower
extremity joint replacements or LEJR). This model tests bundled payment and quality measurement for an
episode of care associated with hip and knee replacements to encourage hospitals, physicians, and postacute care providers to work together to improve the quality and coordination of care from the initial
hospitalization through recovery.
The CJR Model includes a waiver of the originating site type and geographic requirements to permit the
beneficiary’s home or place of residence to qualify as the originating site for telehealth visits. Similar to
the NGACO Model, under the CJR Model, there is a waiver of section 1834(m)(2)(B) when the
beneficiary’s home or residence serves as the originating site for telehealth services so that no originating
site facility fees are paid in these circumstances. The model also includes a waiver of a payment
requirement in section 1834(m)(2)(A), to allow distant site payments to apply to certain HCPCS codes
that are specific to the CJR Model. The CJR telehealth waiver is included in regulation at 42 C.F.R. §
510.605.

Additional Telehealth Opportunities
The Medicare Diabetes Prevention Program (MDPP) expanded model is an expansion of a model test of a
health behavior change intervention designed to help prevent the onset of type 2 diabetes among
Medicare beneficiaries with an indication of prediabetes.

Telehealth in Other CMS Models
Other Innovation Center models include elements of telehealth, but do not include waivers of telehealth
requirements.
The Health Care Innovation Awards (HCIA) funded organizations implementing compelling new ideas to
deliver better care, improve health, and lower costs to individuals enrolled in Medicare, Medicaid, and the
Children’s Health Insurance Program (CHIP), particularly those with the highest health care needs. CMS
announced the first round of awards in 2012. The HCIA Round One portfolio included 107 models
funded for three years with the option of a discretionary extension, of up to one year, for projects
demonstrating positive results. CMS funded a second round of Health Care Innovation Awards in 2014.
The HCIA Round Two portfolio, which includes 39 awards, supported innovative organizations,
providers, and communities in developing new care models to improve outcomes and efficiency for CMS
beneficiaries.
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Of the awardees in the HCIA portfolio, several included telehealth as a key component. For example, the
University of New Mexico Health Science Center tested expansion of existing telehealth infrastructure to
form a statewide 30-hospital telehealth system, providing neurological consultation through software and
audiovisual equipment. Evaluations of all the HCIAs, including those with a telehealth component, are
available at: https://innovation.cms.gov/.
The State Innovation Model (SIM) initiative tests the ability of states to use policy and regulatory levers
to accelerate health system transformation. As part of SIM, CMS is partnering with states to advance
multi-payer health care payment and delivery system reform models. Each state-led model seeks to
achieve better quality of care, lower costs, and improved health for the population of the participating
states or territory. Evaluations of the SIM initiative are available at:
https://innovation.cms.gov/initiatives/state-innovations/.
Four states that received SIM grants (Colorado, Idaho, Oregon, and Vermont) used SIM funds to provide
training and technical assistance to provider groups and partners seeking to use telehealth in order to
improve access to care. For example, funds to support training related to telehealth spread and utilization
were cornerstones of the Idaho SIM and that state’s effort to create a virtual patient-centered medical
home to improve care in rural communities.72

Assessing the Effectiveness of Telehealth Waivers
For most models, learning systems are developed as part of the model test to optimize model
participation. This offers participants a forum to share experiences, best practices, barriers to model
participation, and issues specific to telehealth waivers. CMS also monitors participant activity, which
includes checking for appropriate coding on claims or other payment reconciliation media. Finally, there
are independent evaluations of models and, to the extent feasible, the independent evaluation includes an
examination of how the model participants made use of the telehealth opportunities afforded by the
model.

Section 3. Types of high-volume services (and related diagnoses) which might be suitable to
be furnished using telehealth.
To help describe current utilization of telehealth services under Medicare, this section presents findings
from an analysis of trends of provision of telehealth services to Medicare fee-for-service (FFS)
beneficiaries between 2014 and 2016.73 The purpose of this analysis is to illustrate the types of high
volume services that might be suitable to be furnished using telehealth, particularly if current geographic
limitations were lifted.
As noted above, the analysis used administrative claims data for Medicare (FFS) beneficiaries available
from CMS through the Chronic Condition Data Warehouse (CCW). It includes data on Medicare
beneficiaries age 65 years or older, persons under age 65 with certain disabilities, including dual-eligibles,
and persons of any age with end stage renal disease (ESRD). This analysis excludes Medicare
beneficiaries with any Medicare Advantage enrollment during the year. The study population includes
claims for approximately 35 million beneficiaries annually for the years 2014-2016. See Appendix B for
details on the methodology.
In 2016, almost 90,000 Medicare FFS beneficiaries utilized just over 275,000 telehealth services. This
represents a small fraction of the total Medicare FFS population—only one-quarter of a percent (0.25%)
of the more than 35 million FFS Medicare beneficiaries included in the analysis. It is important to note,
however, that Medicare claims used as the basis for this analysis only capture services reported and paid
as telehealth services. For example, technology-based services that are not considered telehealth services
under the law, like remote cardiac monitoring, and services that are not separately billable services, like
provider-to-provider consults, are not captured in Medicare claims data as telehealth services.
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Telehealth Services by Type
At present, the codes for services that are on the Medicare Telehealth Services list constitute
approximately 40 percent of overall total physician fee schedule (PFS) spending, when services furnished
in person or through telehealth are combined.74 The primary use of telehealth is to provide standard office
and outpatient visits to Medicare FFS beneficiaries (Table 7). In 2016, office or other outpatient visits
accounted for 172,577 (62.7%) of the total 275,199 services provided. This represents an increase of 50%
from the 115,064 services provided in 2014. The second most common service type was individual
psychotherapy, which accounted for 19.5% (53,663 services) of all telehealth services provided in 2016,
an increase of 170.2% since 2014. There has also been growth in the use of telehealth to follow-up with
patients in nursing facilities, who can receive services once a month. While the 9,491 services accounted
for a very small percentage (3.4%) of the telehealth services, the use of telehealth in nursing facilities
increased by 186.5% between 2014 and 2016. Two other small service categories demonstrated a marked
increase, pharmacologic consultations, which accounted for 1.4% of all services in 2016, and
neurobehavioral status exams, which accounted for less than 1% of all services. The use of telehealth
emergency room consultations, hospital follow-up, and ESRD-related services grew less significantly and
at the same rate as the most common service, office visits. These trends provide information that may
indicate areas of future growth for the program and highlight its importance for mental health.
Table 7: Telehealth Services by Type, 2014-2016
2014

2015

2016

Percent Change
2014-2016 (%)

115,064

139,519

172,577

50.0

Individual psychotherapy

19,859

32,122

53,663

170.2

Psychiatric diagnostic interview examination

Type of Telehealth Service
Office or other outpatient visits

12,644

14,008

14,190

12.2

Telehealth consultations, emergency department or
initial inpatient

7,592

11,185

11,243

48.1

Subsequent nursing facility care services, with the
limitation of 1 telehealth visit every 30 days

3,313

6,339

9,491

186.5

Subsequent hospital care services, with the limitation of
1 telehealth visit every 3 days

4,858

6,696

7,254

49.3

Telehealth pharmacologic management

1,745

2,842

3,888

122.8

End-stage renal disease (ESRD)-related services

1,077

2,066

1,620

50.4

33

136

267

709.1

327

470

1,006

207.6

Neurobehavioral status examination
Other

Source: NORC and KPMG Analysis of CMS Medicare Research Identifiable Files
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Table 8 shows the annual magnitude of the high-volume services that are furnished through face-to-face
encounters and for the same services that were delivered through telehealth. This claims analysis
identified just over 243 million in-person office or outpatient visits and almost 100 million hospital and
nursing facility consultations. In fact, three of the top ten national services appear in the categories above,
established outpatient visits of 15 or 25 minutes and subsequent hospital inpatient care of 25 minutes.
These are the most common durations of visits for new and/or established Medicare patients. On average,
the 35.1 million FFS beneficiaries included in this analysis received seven Office or Other Outpatient
visits in 2016. Additionally, almost 15 million mental health evaluations and therapy sessions were
received by Medicare FFS beneficiaries.
Table 8: In-person and Telehealth Delivery of Common Services by Type, 2016
Telehealth
Delivery

In-person

172,577

243,259,924

Individual psychotherapy

53,663

13,724,561

Psychiatric diagnostic interview examination

14,190

1,328,021

Telehealth consultations, emergency department or initial inpatient

11,243

n/a

Subsequent nursing facility care services, with the limitation of 1
telehealth visit every 30 days

9,491

21,708,906

Subsequent hospital care services, with the limitation of 1 telehealth
visit every 3 days

7,254

72,209,653

Delivery of Common Telehealth Services by Type*
Office or other outpatient visits

Telehealth pharmacologic management

3,888

n/a

End-stage renal disease (ESRD)-related services

1,620

2,824,931

267

112,930

Neurobehavioral status examination
Other

1,006

n/a

Total
275,199
Source: NORC and KPMG Analysis of CMS Medicare Research Identifiable Files
*A complete table of the volume of non-telehealth services is included in Appendix D

355,168,926

As described above, for the originating sites in rural areas that meet the Medicare telehealth criteria, these
same services are successfully delivered via a telecommunication system to an eligible individual who is
not in the same location as the distant site physician or other practitioner. If only one percent of
Medicare’s face-to-face encounters were instead provided by telehealth, it would result in a thirteen-fold
increase in telehealth delivery of health care within the program. The analysis also found that Medicare
FFS beneficiaries received approximately one million services that target chronic disease and behavior
modification, such as smoking cessation, intensive behavioral therapy for cardiovascular disease or
diabetes self-management. (Data not shown).
In order to consider the potential impact of including additional high volume services that might be
appropriate for telehealth delivery, possible high volume services were identified by reviewing and
conducting an exploratory analysis of the CY2015 Medicare Fee for Service Parts A & B Public Use
Files. First, services provided one million or more times to Medicare FFS beneficiaries in 2015 that might
be suitable to be furnished through telehealth were identified based on the service description. (Those
services that were determined to be suitable to be furnished through telehealth, but which were already a
Medicare covered service, were removed from the list). Table 9 lists potential high-volume services that
could be delivered by telehealth under current or expanded coverage rules, by either changing current
Medicare site policies or adding additional services that could be covered as Medicare telehealth services.
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The 19 high-volume services identified in the exploratory analysis include additional visit codes, such as
the initial nursing facility visit and established patient assisted living visit, which are similar to currently
covered visits, but would be provided via telecommunication at a location other than a statutorily
authorized originating site. Other services, such as hospital observation care and discharge day
management services could currently be provided at a statutorily authorized originating site. In addition,
outpatient visits and other services on the list could potentially be delivered at the patient’s home, which
is not currently an allowed originating site. Other high volume codes represent services that can be
supervised remotely by an allowable originating site practitioner, but facilitated by another not currently
allowable distant site practitioner at the same location as the patient. For example, therapeutic exercise to
develop strength, endurance, range of motion, and flexibility or walking training could potentially be
provided in inpatient and outpatient settings as well as the patient’s home. All of these examples are
provided for illustration purposes only, and do not reflect recommendations for specific changes to
current Medicare telehealth coverage.
Table 9: Additional Medicare High-volume Services Suitable for Telehealth Delivery, CY2015
Healthcare Common Procedure Coding System Code

CY2015 Volume

Therapeutic exercise to develop strength, endurance, range of motion, and
flexibility, each 15 minutes

49,011,687

Emergency department visit, problem with significant threat to life or function

11,284,181

New patient office or other outpatient visit, typically 30 minutes

10,926,234

Therapeutic activities to improve function, with one-on-one contact between patient
and provider, each 15 minutes

9,560,710

Emergency department visit, problem of high severity

5,877,267

Critical care delivery critically ill or injured patient, first 30-74 minutes

5,331,482

Hospital discharge day management, more than 30 minutes

4,409,205

Coordinated care fee, physician coordinated care oversight services

3,734,800

Hospital discharge day management, 30 minutes or less

3,472,453

Evaluation of antimicrobial drug (antibiotic, antifungal, antiviral)

2,864,042

Walking training to 1 or more areas, each 15 minutes

1,880,127

Initial nursing facility visit, typically 45 minutes per day

1,367,539

Hospital observation care discharge

1,304,197

Hospital observation care typically 70 minutes per day

1,239,631

Established patient assisted living visit, typically 40 minutes

1,210,289

Evaluation, testing, and programming adjustment of permanent dual lead
pacemaker system with physician analysis, review, and report

1,100,345

Established patient home visit, typically 40 minutes

1,090,988

Initial nursing facility visit, typically 35 minutes per day

1,051,066

Established patient assisted living visit, typically 25 minutes
Source: NORC and KPMG analysis of the 2015 Medicare Part A & Part B Public Use Files.

1,006,541
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Section 4. Barriers that might prevent the expansion of telehealth services
As discussed previously, Medicare payment policies for telehealth currently limit the geographic and
practice settings in which beneficiaries must be located in order for practitioners to be paid for telehealth
services, as well as the types of services that may be paid when furnished via telehealth and the types of
technology that may be used.
Based on a history of stakeholder input, the greatest barriers to expansion of Medicare telehealth under
Section 1834(m) are that the statute:
•

•
•

prohibits Medicare payment for telehealth services to patients not located at particular health care
settings, known as originating sites. Additionally, the provisions require originating sites to be
located in a rural HPSA or a county outside of a Metropolitan Statistical Area, or a site
participating in a specific Federal telemedicine demonstration project approved by, or receiving
funding from, the Secretary as of December 31, 2000;
limits the types of practitioners that can furnish telehealth services; and
requires that Medicare pay for telehealth services at the same rates as in-person services.

Additionally, the statute generally allows payment only for Medicare telehealth services furnished via a
real-time, interactive audio and visual telecommunications system, while telehealth services furnished
using asynchronous store-and-forward technology are paid only in Alaska and Hawaii when furnished as
part of a Federal telemedicine demonstration program.

Summary
Research has found that telehealth has the potential to improve access to care, including for Medicare
beneficiaries. Telehealth provides an opportunity to promote health among a broad range of populations,
regardless of their age, where they live and whether their health care provider is physically proximate.
These include not only the current Medicare rural beneficiaries and persons with disabilities who are
receiving telehealth services, but non-rural Medicare beneficiaries, racial and ethnic minorities, and the
many elderly who are managing multiple chronic conditions. Research has also found that the
technological capacity to furnish telehealth has advanced considerably, as has patient and provider
acceptance of it as a method of care delivery.
To date, based on current statutory restrictions, Medicare has primarily offered telehealth services to meet
the needs of rural beneficiaries and has provided coverage for a select set of telehealth services required
by statute or for which there is strong clinical evidence. Statutory barriers to the expansion of telehealth
for Medicare FFS under section 1834(m) of the Social Security Act are present.
Although the Medicare telehealth requirements generally must be met in order for Medicare to pay for
telehealth services, section 1115A of the Social Security Act permits waiving those requirements as may
be necessary solely for purposes of testing models tested under section 1115A. CMS has waived some
telehealth requirements in order to test certain section 1115A models.
Overall telehealth utilization among Medicare FFS beneficiaries has increased. Telehealth is being used
primarily to treat beneficiaries with mental health diagnoses, with telehealth mainly used to provide office
and other outpatient visits. While there is general consensus that rigorous evidence related to telehealth is
still lacking for quality, health outcomes, and cost, there are promising results for certain geographic areas
and certain conditions. There is very limited evidence specific to the Medicare population.
There is overwhelming agreement that telehealth can bring medical care into communities with limited
access to health care providers, reduce wait times for patients, and be more convenient than travelling to a
health care provider’s office. Based on the experiences of multiple payers and health care providers, it
appears that telehealth could play an important role in achieving the goals associated with value-based
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models by providing clinically indicated, high quality, “anytime, anywhere” care to patients. In addition,
many health disparities in rural communities are related to poor access to care, and most evidence
supports telehealth use in these communities.
In conclusion, telehealth offers the promise of a technology and approach to care for a broad range of
populations, including those enrolled in Medicare. Emerging evidence indicates that telehealth can be a
tool for empowering providers and patients to offer the best approaches to care, including consideration of
the patient’s age, race/ethnicity, geographic location, and diagnoses, and provide high quality care
without increasing costs.
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Appendix A: Methodology
Purpose
Medicare pays for a limited set of Part B services furnished by a physician or practitioner to an eligible
beneficiary via a telecommunications system that substitutes for an in-person encounter.75 These services
are commonly known as “telehealth services.” This document summarizes the method used to study
telehealth services provided to Medicare Fee-for-Service (FFS) beneficiaries stratified by demographic
and geographic characteristics of beneficiaries who receive them as well as factors such as primary
diagnoses for services provided.

Data Source and Methodology
This study is based on data for 100 percent of the claims for the Medicare FFS population for 2013-2016.
Relevant telehealth services are extracted from the Research Identifiable Files (RIFs) that are available
through the Chronic Condition Warehouse (CCW).76 Relevant telehealth services are identified by the
Healthcare Common Procedure Coding System or Current Procedural Terminology (HCPCS/CPT) codes
and are extracted from the RIFs.
Physicians and practitioners submit their claims to the Medicare Administrative Contractors (MACs) for
processing and approval or denial of payment for the services provided. This process is detailed in the
Medicare Claims Processing Manual. The Medicare RIFs are prepared by CMS using information
processed by the MACs and are made available to certain stakeholders as allowed by Federal laws and
regulations as well as CMS policy for research purposes. The Medicare RIFs contain standardized
information on beneficiaries, physicians/practitioners, and services provided to Medicare FFS
beneficiaries for claims that are processed and, as noted above, approved for payment or denied in
accordance with the CMS Medicare Claims Processing Manual. As such, this study assumes that all
claims that were processed and paid by the CMS MACs satisfied the eligibility requirements for
telehealth services and the analysis relies on the details of the claim included in the RIF.
The following sections provide additional details on the data source and methodology.

1. Study Population
As the telehealth services are covered by Medicare Part B, the study population includes all FFS
beneficiaries who are enrolled in Medicare Part B for at least one month in a given year and excludes
beneficiaries who are enrolled in MA at any time during the year.77 The study population included
34,944,176, 34,707,065, 34,683,769, and 35,123,896 beneficiaries in the years, 2013-2016 respectively.

2. Identification of Originating- and Distant-Site Services
An originating site is the location of an eligible Medicare beneficiary at the time the service furnished via
a telecommunications system occurs. Physicians or practitioners who furnish covered telehealth services
are located at distant sites. Originating and distant sites can each file a claim for a telehealth service.
Claims from originating sites are identified via the Healthcare Common Procedure Coding System
(HCPCS) code Q3014 that is used to bill for originating site facility fees. In years prior to 2018, claims
from distant sites are identified via “GT” or “GQ” modifiers, which indicate that services are performed
via “audio and video telecommunication systems” or “asynchronous telecommunications systems,”
respectively. Under the telehealth services benefit, Medicare pays for a list of telehealth services that are
identified by HCPCS/CPT codes.75 Only services that are on the Medicare telehealth services list and
billed with the “GT” or “GQ” modifiers are included in the analysis.
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Originating site claims are extracted from the outpatient and carrier (or professional services) claims, and
distant site claims are extracted from the carrier claims. However, as originating site claims are
significantly underreported in the database, the document is based only on distant site claims.
Distant site claims with denied payments (i.e., allowed charge amount of $0) are excluded from the
document assuming that such cases were determined to be ineligible by the MACs based on information
submitted by the provider(s).

3. Identification of rural and urban areas
Medicare beneficiaries are eligible for telehealth services only if they are present at an originating site that
is participating in a Federal telemedicine demonstration project approved by, or receiving funding from,
the Secretary of Health and Human Services as of December 31, 2000, or is located in:
•
•

A county outside of a Metropolitan Statistical Area (MSA);
A Primary Care or Mental Health geographic Health Professional Shortage Area (HPSA) located
in a rural census tract.

The study summarizes the (amount of) services provided by healthcare professionals regardless of the
eligibility criteria of originating sites defined above. The study assumes that such cases were determined
to be eligible by the MACs based on information submitted by the provider(s).

4. Identification of Medicare Beneficiaries by Demographic Groups
The study stratifies findings by beneficiary characteristics. Some Medicare beneficiaries are also eligible
for Medicaid benefits. The Medicare-Medicaid Enrollees (also known as “dual-eligible”) are identified
based on eligibility and enrollment information that is available in the Master Beneficiary Summary File
(MBSF). Beneficiaries enrolled in Medicaid (with any form of assistance) for at least one month during
the year are considered to be dual eligible.78 The MBSF also includes data on the beneficiaries’ age, sex,
and race and ethnicity. Disabled beneficiaries and beneficiaries with End-stage Renal Disease (ESRD) are
identified based on either original or current reason for Medicare entitlement.16 Finally, chronic diseases
are identified based on the chronic condition indicators that are available in CCW.77 CCW provides
indicators for 27 common chronic condition categories in addition to 35 other or potential disabling
condition categories for each beneficiary.79
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Appendix B: State-Level Breakdown of Beneficiaries, Services, and
Practitioners

State
TEXAS
IOWA
CALIFORNIA

Study
Population

Number of
Beneficiaries

Percent of
Total
Beneficiaries
Using
Telehealth (%)

Total
Number
Medicare
Number
% of
Services
of
Services
of
Total
per
Practition
per FFS
Services Services Beneficiary
ers*
Beneficiary

2,312,254

10,565

11.8

33,279

12.1

3.1

366

49.2

468,419

4,480

5.0

21,405

7.8

4.8

136

34.2

3,002,325

4,357

4.9

12,359

4.5

2.8

359

48.6

MISSOURI

770,598

4,107

4.6

13,443

4.9

3.3

174

38.8

MICHIGAN

48.9

1,185,648

3,901

4.4

10,864

3.9

2.8

244

MINNESOTA

371,449

3,608

4.0

10,773

3.9

3.0

236

33.8

WISCONSIN

624,039

3,510

3.9

8,839

3.2

2.5

199

35.0

GEORGIA

989,129

3,430

3.8

11,857

4.3

3.5

139

47.3

VIRGINIA

1,038,211

3,158

3.5

16,652

6.1

5.3

194

43.4

KENTUCKY

616,725

3,138

3.5

7,587

2.8

2.4

98

42.0

1,214,887

3,072

3.4

7,059

2.6

2.3

243

43.8

OKLAHOMA

551,013

2,814

3.2

9,478

3.4

3.4

93

39.8

SOUTH CAROLINA

706,282

2,195

2.5

3,348

1.2

1.5

106

45.2

ALABAMA

701,536

2,005

2.2

6,598

2.4

3.3

47

47.4

NORTH CAROLINA

ILLINOIS

1,511,267

2,002

2.2

6,039

2.2

3.0

67

42.5

TENNESSEE

772,904

1,965

2.2

5,095

1.9

2.6

95

49.3

SOUTH DAKOTA

120,794

1,941

2.2

4,046

1.5

2.1

90

30.5

MISSISSIPPI

468,794

1,909

2.1

10,879

4.0

5.7

91

41.9

PENNSYLVANIA
ARIZONA
NEW YORK
NORTH DAKOTA

1,419,904

1,905

2.1

5,742

2.1

3.0

141

43.0

674,183

1,666

1.9

4,057

1.5

2.4

137

51.5

1,880,012

1,651

1.9

4,954

1.8

3.0

128

60.3

93,537

1,601

1.8

4,487

1.6

2.8

85

29.9

KANSAS

409,609

1,548

1.7

6,805

2.5

4.4

82

38.9

COLORADO

472,583

1,508

1.7

3,991

1.5

2.6

103

36.7

NEBRASKA

268,954

1,473

1.7

5,510

2.0

3.7

95

38.0

INDIANA
OHIO
ARKANSAS

847,737

1,460

1.6

3,459

1.3

2.4

70

38.1

1,268,818

1,322

1.5

3,308

1.2

2.5

79

38.1

463,148

1,314

1.5

3,955

1.4

3.0

60

42.4

MARYLAND

786,573

1,147

1.3

2,170

0.8

1.9

WEST VIRGINIA

298,542

1,141

1.3

3,860

1.4

3.4

58

37.9

49.1

ALASKA

82,066

1,134

1.3

1,857

0.7

1.6

106

29.9

NEVADA

283,029

1,100

1.2

3,418

1.2

3.1

80

48.9

FLORIDA

59.0

2,307,229

958

1.1

1,901

0.7

2.0

95

MONTANA

160,911

902

1.0

2,062

0.7

2.3

84

25.6

NEW MEXICO

243,343

847

0.9

3,210

1.2

3.8

52

32.7

LOUISIANA

525,472

838

0.9

1,139

0.4

1.4

62

42.2

MAINE

222,585

651

0.7

1,809

0.7

2.8

83

36.0

WASHINGTON

797,737

593

0.7

1,483

0.5

2.5

63

35.4

OREGON

400,566

522

0.6

1,662

0.6

3.2

65

32.5

WYOMING

92,197

328

0.4

1,047

0.4

3.2

24

31.4
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Study
Population

Number of
Beneficiaries

Percent of
Total
Beneficiaries
Using
Telehealth (%)

NEW HAMPSHIRE

235,190

307

0.3

574

0.2

1.9

IDAHO

190,749

217

0.2

603

0.2

2.8

State

MASSACHUSETTS

Total
Number
Medicare
Number
% of
Services
of
Services
of
Total
per
Practition
per FFS
Services Services Beneficiary
ers*
Beneficiary
31.3
19

30.4

887,468

209

0.2

680

0.2

3.3

43.7

1,171,459

165

0.2

490

0.2

3.0

60.7

UTAH

214,453

157

0.2

352

0.1

2.2

VERMONT

118,338

50

0.1

295

0.1

5.9

OTHER

881,230

338

0.4

719

0.3

2.1

226

47.0

35,123,896

89,209

100

275,199

100

3.1

5,009

45.7

NEW JERSEY

Total

35

34.8
39.4

* NPIs providing telehealth services in 2016
NOTE: Total beneficiaries (summed up over states) may not represent unique beneficiaries, i.e. a beneficiary could
have received telehealth services in two states; District of Columbia, Delaware, Rhode Island, Hawaii, and
Connecticut are aggregated and presented as OTHER. Table sorted by Percent of Beneficiaries Using Telehealth.
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Appendix C: 2015 List of Medicare Telehealth Services
Service
Telehealth consultations, emergency department or initial inpatient
Follow-up inpatient telehealth consultations furnished to beneficiaries
in hospitals or SNFs
Office or other outpatient visits
Subsequent hospital care services, with the limitation of 1 telehealth
visit every 3 days
Subsequent nursing facility care services, with the limitation of 1
telehealth visit every 30 days
Individual and group kidney disease education services
Individual and group diabetes self-management training services,
with a minimum of 1 hour of in-person instruction to be furnished in
the initial year training period to ensure effective injection training
Individual and group health and behavior assessment and intervention
Individual psychotherapy
Telehealth Pharmacologic Management
Psychiatric diagnostic interview examination
End-Stage Renal Disease (ESRD)-related services included in the
monthly capitation payment
Individual and group medical nutrition therapy
Neurobehavioral status examination
Smoking cessation services
Alcohol and/or substance (other than tobacco) abuse structured
assessment and intervention services
Annual alcohol misuse screening, 15 minutes
Brief face-to-face behavioral counseling for alcohol misuse, 15 minutes
Annual depression screening, 15 minutes
High-intensity behavioral counseling to prevent sexually transmitted
infection; face-to-face, individual, includes: education, skills training
and guidance on how to change sexual behavior; performed semiannually, 30 minutes
Annual, face-to-face intensive behavioral therapy for cardiovascular
disease, individual, 15 minutes
Face-to-face behavioral counseling for obesity, 15 minutes
Transitional care management services with moderate medical
decision complexity (face-to-face visit within 14 days of discharge)
Transitional care management services with high medical decision
complexity (face-to-face visit within 7 days of discharge)
Psychoanalysis (effective for services furnished on and after January
1, 2015)
Family psychotherapy (without the patient present) (effective for
services furnished on and after January 1, 2015)

Healthcare Common Procedure
Coding System (HCPCS)/CPT Code
HCPCS codes G0425–G0427
HCPCS codes G0406–G0408
CPT codes 99201–99215
CPT codes 99231–99233
CPT codes 99307–99310
HCPCS codes G0420 and G0421
HCPCS codes G0108 and G0109

CPT codes 96150–96154
CPT codes 90832–90834 and 90836–
90838
HCPCS code G0459
CPT codes 90791 and 90792
CPT codes 90951, 90952, 90954, 90955,
90957, 90958,
90960, and 90961
HCPCS code G0270 and CPT codes
97802–97804
CPT code 96116
HCPCS codes G0436 and G0437 and CPT
codes 99406 and 99407
HCPCS codes G0396 and G0397
HCPCS code G0442
HCPCS code G0443
HCPCS code G0444
HCPCS code G0445

HCPCS code G0446
HCPCS code G0447
CPT code 99495
CPT code 99496
CPT codes 90845
CPT code 90846

Note: Each year CMS publishes a new list of covered services. The list above describes the codes for the covered
services in CY2015.
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Appendix D: Summary of 2016 CMS Currently Covered Telehealth
Services Furnished through Face-to-face Encounters to Medicare FFS
Beneficiaries
HCPCS/CPT Code

Type of Non-Telehealth Services

2016

Total

365,359,831

CPT codes 99201–99215

Office or other outpatient visits

243,259,924

CPT codes 99231–99233

Subsequent hospital care services, with the limitation of 1 telehealth
visit every 3 days

72,209,653

CPT codes 99307–99310

Subsequent nursing facility care services, with the limitation of 1
telehealth visit every 30 days

21,708,906

CPT codes 90832–90834
and 90836–90838

Individual psychotherapy

13,724,561

HCPCS code G0439

Annual Wellness Visit, includes a personalized prevention plan of
service (PPPS) subsequent visit (effective for services furnished on
and after January 1, 2015)

5,275,281

CPT codes 90951, 90952,
90954, 90955, 90957,
90958, 90960, and 90961

End-Stage Renal Disease (ESRD)-related services included in the
monthly capitation payment

2,824,931

CPT codes 90791 and
90792

Psychiatric diagnostic interview examination

1,328,021

HCPCS code G0438

Annual Wellness Visit, includes a personalized prevention plan of
service (PPPS) first visit (effective for services furnished on and
after January 1, 2015)

1,129,503

HCPCS code G0444

Annual depression screening, 15 minutes

865,507

HCPCS codes G0436 and
G0437 and CPT codes
99406 and 99407

Smoking cessation services

494,112

CPT code 99495

Transitional care management services with moderate medical
decision complexity (face-to-face visit within 14 days of discharge)

471,599

CPT code 99496

Transitional care management services with high medical decision
complexity (face-to-face visit within 7 days of discharge)

436,693

HCPCS code G0442

Annual alcohol misuse screening, 15 minutes

370,838

CPT code 99354

Prolonged service in the office or other outpatient setting requiring
direct patient contact beyond the usual service; first hour (effective
for services furnished on and after January 1, 2015)

228,754

HCPCS code G0447

Face-to-face behavioral counseling for obesity, 15 minutes

202,139

CPT code 90847

Family psychotherapy (conjoint psychotherapy) (with patient
present) (effective for services furnished on and after January 1,
2015)

175,706

HCPCS code G0446

Annual, face-to-face intensive behavioral therapy for cardiovascular
disease, individual, 15 minutes

136,501

HCPCS code G0270 and
CPT codes 97802–97804

Individual and group medical nutrition therapy

136,209

CPT code 96116

Neurobehavioral status examination

112,930

HCPCS codes G0108 and
G0109

Individual and group diabetes self-management training services,
with a minimum of 1 hour of in-person instruction to be furnished in
the initial year training period to ensure effective injection training

109,415

CPT codes 96150–96154

Individual and group health and behavior assessment and
intervention

68,581
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HCPCS/CPT Code

Type of Non-Telehealth Services

2016

HCPCS codes G0396 and
G0397

Alcohol and/or substance (other than tobacco) abuse structured
assessment and intervention services

32,987

CPT code 90846

Family psychotherapy (without the patient present) (effective for
services furnished on and after January 1, 2015)

21,625

CPT code 99355

Prolonged service in the off or other outpatient setting requiring
direct patient contact beyond the usual service; each additional 30
minutes (effective for services furnished on and after January 1,
2015)

17,131

HCPCS codes G0420 and
G0421

Individual and group kidney disease education services

5,554

CPT codes 90845

Psychoanalysis (effective for services furnished on and after
January 1, 2015)

5,527

HCPCS codes G0425–
G0427

Telehealth consultations, emergency department or initial inpatient

2,241

HCPCS code G0443

Brief face-to-face behavioral counseling for alcohol misuse, 15
minutes

2,076

HCPCS code G0459

Telehealth Pharmacologic Management

1,885

HCPCS code G0445

High-intensity behavioral counseling to prevent sexually transmitted
infection; face-to-face, individual, includes: education, skills training
and guidance on how to change sexual behavior; performed semiannually, 30 minutes

1,041
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