EDITORIAL

Reimbursement for Teledermatology
During the COVID-19 Public Health
Emergency: Change Has Come,

But Will It Stay?

George Han, MD, PhD

he  world of telemedicine—especially
—|_ teledermatology—had been a sleepy underutilized

afterthought for most physicians until we were
faced with a global pandemic the likes of which none of
us had seen in our lifetimes. And just like that, telederma-
tology went from an afterthought to part of the“new nor-
mal.”Although those of us already practicing telemedicine
knew of potential pitfalls and concerns, this great social
experiment of throwing everyone into unexplored-terri-
tory led to a great deal of frustration with technology and
workflows that were not optimized for dermatologyvisits.
The process is still changing, and the technical aspects of
conducting teledermatology visits will no-doubt improve,
but what about the bigger question:of reimbursement?
Without adequate payments and’ financial models, the
long-term future of telemedicine is uncertain, so an
understanding of the current and likely future landscape
of telemedicine reimbursement s critical.

Waivers During'the Public Health Emergency

The declaration of »a_public health emergency (PHE)
allowed for significant flexibility by the Centers for
Medicare & Medicaid Services (CMS) during the
coronavirus disease 2019 (COVID-19) pandemic.
Importantly, the CMS was permitted to act quickly to
allow telehealth to flourish during the worst of the
pandemic and throughout the declared PHE, which has
been extended several times already. Currently, the
PHE is set to expire on April 20, 2021, but may be
extended again if the pandemic is ongoing. The most
important of these waivers was probably the removal of
both the originating site and geographic requirements
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for telehealth services." Prior to the COVID-19 PHE, a
patient would have to travel to a doctor’s office, hospi-
tal, or skilled nursing facility to receive telehealth care
(originating site requirement), and even then this was
only allowed in defined rural areas of the country
(geographic requirement). Both of these requirements
were ‘waived, allowing for any patient to receive tele-
health services within their own homes. Concurrently,
the requirement that patients must have an established
relationship with the provider (ie, telehealth could not be
used to provide care to new patients) also was waived.!

In the spirit of expanding access to care and pro-
viding reasonable reimbursement for medical services,
other changes were made for which the CMS should
be commended. In acknowledging that many Medicare/
Medicaid beneficiaries may not have access to devices
that permit real-time, 2-way audio/video communica-
tion, which previously were necessary to qualify for a
telehealth encounter, the CMS decided to cover tele-
phone visits and provide reimbursement at the level of
an established visit.! They also changed the billing struc-
ture to remove the place of service (POS) designation
for telehealth (POS 02) and replace it with the normal
physician’s office POS designation (usually POS 11),
bringing back a telehealth modifier (modifier -95) in the
process. The benefit of this change is solely to increase
reimbursement for these services, as telehealth POS ser-
vices generally are covered at lower facility rates, whereas
POS 11 codes are reimbursed at the full level of a nonfa-
cility physician’s office rate.

Finally, other waivers such as the Office of Civil Rights
decision to waive HIPAA (Health Insurance Portability
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and Accountability Act) violations for telehealth plat-
forms during the PHE allowed offices to take on tele-
medicine quickly without having to implement a new
infrastructure.? Numerous codes were added to the list
of covered services for telehealth, but these generally are
not relevant for dermatologists. The CMS also allowed
physicians” offices to waive the patient responsibility/
co-pay during the COVID-19 PHE, which previously was
not allowed due to concerns about the anti-kickback
statute.! These co-pay waivers were intended to remove
another barrier to care for patients who were hesitant to
participate in virtual visits. For the most part, the waiver
of state licensing requirements is a bit less useful. As
part of the CMS waiver, providers technically are allowed
to see out-of-state Medicare/Medicaid beneficiaries, but
state licensing laws are still in effect; thus, in the absence
of a blanket state-level waiver (which some states
enacted, modeled after the Uniform Emergency Volunteer
Health Practitioner Act of 2006%), providers still cannot
see most out-of-state patients from a legal and malprac-
tice coverage standpoint.

An important flexibility during the COVID-19 PHE
is one that often is underrecognized. The CMS has been
clear about the ability to provide direct supervision for
advanced practice providers (APPs) and residents via
telehealth during the PHE, which allows for incident-to
billing for APPs at remote sites given that the supervis-
ing physician is immediately available via an interactiye,
2-way, live audio/video telecommunications method. It
also allows for direct supervision of APPs and residents
using such technology. For dermatology, which does
not have a primary care waiver, an attending must still
directly supervise each patient and see the patient via a
live audio/video modality but does not have to be on-
site to do so. This is a very interesting concept that, if
extended, could truly impact practice management for
the long-term.

Response From Commercial Insurance Carriers
Tracking along with the CMS waivers and flexibilities
during the PHE, most commercial carriers quickly
adopted similar policies to cover telehealth services. It
should be noted that for most commercial insurance
carriers, the coverage was already broader than Medicare/
Medicaid coverage for telehealth prior to the PHE, so in
many ways it is an extension of that concept and accep-
tance of telemedicine as a whole. What is sometimes con-
fusing, though, is that various policies and requirements
around billing exist; for example, while most carriers
emulated the POS requirements that the CMS adopted,
some carriers still stuck with the telemedicine POS but
paid full in-office visit rates for those codes. Some car-
riers adopted higher reimbursement rates for telephone
visits, similar to the CMS, while others instructed pro-
viders to just bill for the established office visit codes
and allowed for telephone-only visits to qualify for
these billing codes. Some carriers also waived co-pays
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for telehealth visits for their members (whether related
to COVID-19 or not). It is beyond the scope of this article
to delve into the specifics, which may vary not only
by carrier but by region and plan. However, it is impor-
tant to stay on top of one’s insurance carriers to find out
what their latest directives are for billing for telehealth.

Postpandemic Teledermatology

What about the future of teledermatology? Although
many dermatologists have adopted telehealth services
out of necessity during the COVID-19 PHE, the jury is
still out on the long-term forecast for telemedicine in
dermatology. Concerns about liability/malpractice and
technology issues abound, and for many, the headaches
of teledermatology—such as trying:to focus on a blurry
photograph of a nevus that' the patient is concerned
about—make it unappealing. Some of these issues will be
addressed by better technology, but the reimbursement
structure must continue forteledermatology to remain in
widespread use.

Currently, the biggest question facing telehealth is
whether the waivers for originating site and geographic
requirements will be able to continue. The CMS itself
does not have the statutory authority to make these
changes permanent and was only allowed to act due to
a‘waiver under section 1135 of the Social Security Act
during a PHE. It would take an act of Congress to change
the law to allow for this specific expansion of telehealth
services. A number of federal bills, including S 2741
(Creating Opportunities Now for Necessary and Effective
Care Technologies [CONNECT] for Health Act of 2019)
and S 4796 (Fair Care Act of 2020) from the Senate, con-
tain such provisions, but none have been passed at the
time of writing. There does seem to be broad support of
the concept of expanding telemedicine access, such as
noted by New York State Governor Andrew Cuomo in his
2021 State of the State address,* but it remains to be seen
when action will come.

Some regulations, such as the HIPAA waiver and
the ability to waive co-pays, are not slated to continue
after the pandemic. The ability to supervise residents via
telehealth (real-time audio/video) has been made perma-
nent, but only in rural areas. Direct supervision of APPs
via telehealth will continue through the end of the calen-
dar year of the PHE or the end of 2021, whichever comes
later, but it remains to be seen whether remote supervi-
sion will continue. The CMS has stated in its comments
that it is looking at this issue closely and may establish
certain guardrails to ensure quality of care is maintained.!
Telephone/audio-only visits also may come under fur-
ther scrutiny, but research has supported the concept
that patients who are more likely to gain access through
audio-only modalities are older, Medicare/Medicaid
(vs commercial), and Black (vs White) patients,® so it
would indeed introduce an unfair barrier to access if such
coverage was rolled back.
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Final Thoughts

Overall, we have made much progress in.teledermatol-
ogy. Once utilized by a small fraction of dermatologists,
the vast majority of us turned to teledermatology to
sustain our practices during the COVID-19 pandemic.
Moving forward, theredare 2 critical factors to consider:
continued technological innovation and permanent cov-
erage for telehealth reimbursement at in-office visit
levels. With these challenges resolved, we can move
forward and consider novel models that may be able to
deliver dermatologic care to a broader patient population,
thereby solving the critical issue of access to care for so
many patients in need in our country.
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