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executive summary

T

elehealth boomed because of the COVID-19 pandemic, and most industry experts
say it is here to stay. While the loosening of federal regulations to make the rapid
expansion of telehealth possible may be temporary, the changes have been
widely embraced by medical practices of all sizes and specialties. Most importantly,
patients have responded favorably to virtual visits.
How far back the pendulum swings on relaxed regulations remains to be seen. But for
physician practices to best serve the needs of their patient populations, they need to
deliver the types of care patients are demanding. As long as the threat of COVID-19
looms, especially as flu season begins and a second wave of the pandemic is possible,
providers should expect that care delivery at a distance may be more than just a
preference — it again could be essential for the safety and health of some populations.
This new landscape of virtual care delivery reflects many long-sought changes by
MGMA to how medical groups can better serve patients and support the continued
sustainability of member practices, in times of great uncertainty and beyond. MGMA has
directed resources to engage provider members and association leaders nationwide
to capture the crucial elements to moving into the next phase of telehealth, in
which rapidly launched, provisional platforms and workflows evolve into long-term
solutions to support the most vital element of care delivery: the provider-patient
relationship.
This Research & Analysis report, Optimizing Telehealth During COVID-19 and Beyond,
details practical and proven strategies, insights and other resources in four specific
areas: marketing and prioritizing care options, pre-visit workflows, technical best
practices, and documentation and coding/billing. This knowledge is essential in moving
to a more sustainable and manageable telehealth program while supporting high-quality
care delivery.

MGMA thanks Fruit Street for its generous support in helping us deliver this Research & Analysis
report. Fruit Street provides employees and health plan members the only scalable, live delivery
of the CDC’s Diabetes Prevention Program, through HIPAA compliant, advanced group video
chat technology, closely replicating the original, effective in-person DPP. Learn how to refer your
prediabetic patients to the DPP program at fruitstreet.com.
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introduction
Like gasoline to a fire, the COVID-19 pandemic fueled the long-simmering embers
of telehealth adoption. Providers who did not previously offer telehealth embraced
technology to remotely maintain patient access to care and attempt to make up for
revenue lost from substantial reductions of in-person visits. By late March 2020, 97% of
healthcare leaders reported expanding telehealth access amid COVID-19.
Developing telehealth capabilities has required group practices to invest resources in
new technology, training and infrastructure. In a matter of weeks, groups transformed the
way care is delivered, benefiting both patients and providers.
Before the COVID-19 public health crisis, group practices faced longstanding barriers
to telehealth implementation, including cumbersome billing policies, inadequate
reimbursement, inconsistent state licensure rules, difficulties with equipment/technology
procurement, lack of interoperability and gaps in rural broadband. Not surprisingly, only
about 0.25% of traditional Medicare beneficiaries received any telehealth service in
2016. Following the outbreak, legislation and regulatory roadblocks that may have taken
years to remove were lifted in a few short weeks.

97%
YES

Has your practice
expanded telehealth
access amid COVID-19?

3%
NO

MGMA Stat poll. March 31, 2020 | Has your practice expanded telehealth access amid COVID-19? | 1,553 responses. MGMA.COM/STAT, #MGMASTAT
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Accelerating adoption
In response to the COVID-19 outbreak, Congress and the Administration made sweeping
changes to federal telehealth policy by issuing a series of waivers to generally applicable
restrictions. Under the waivers:
■

Beneficiaries can be at any location, such as their home, and in any geographic area,
including an area classified as urban or metropolitan.

■

Providers may furnish telehealth services from their homes without significant burden,
in contrast to generally applicable rules that require providers to update enrollment
files when furnishing care outside their office.

■

Providers and patients may use telephones, but the use of audio-video technology is
still required for most services.

■

HIPAA rules are relaxed for enforcement discretion when using common technology
platforms that are not public-facing (e.g., FaceTime, Google).

It is too soon to
say how long
the regulatory
relief measures
will last, but the
changes have
been meaningful.

The move to accelerate telehealth usage included not only improvements to eligibility,
but also improvements to the reimbursement landscape. Medicare and, in some cases,
commercial payers are reimbursing telehealth services at the same rate as in-office
visits. Historically, telehealth visits were reimbursed at the typically lower, facility rate.
It is too soon to say how long the regulatory relief measures will last, but the changes
have been meaningful. These flexibilities are contingent on the public health emergency
(PHE) remaining in place, which is a decision that only the Secretary of Health and
Human Services (HHS) can make. Patients, particularly vulnerable populations, may
be hesitant to come into the office for months to come, and practices may wish to
continue offering more robust remote care options. Even when patients feel completely
safe visiting a doctor’s office, patients and practices may prefer telehealth for certain
appointment types.

5
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4 key areas for optimization
1. Marketing and prioritizing care options
One of the most important aspects of patient care is meeting patient needs. According
to Katie Nunn, MBA, CMPE, chief executive officer, Bright Ideas Medical Consulting,
patients are going to continue to demand telehealth. Convenience is one of the biggest
selling points for patients, because they don’t have to worry about time spent traveling
to and from the doctor’s office.
In addition, she believes physicians can provide more continuity of care through
telehealth, especially if a telehealth visit improves access by accelerating an in-office
follow-up six months later into a virtual visit a few weeks later.
Nunn maintains that telehealth can be extremely beneficial to high-risk patients,
particularly in lowering costs. For example, “If you have a high-risk patient who happens
to bounce into the ER a couple times a month, consider doing a telehealth visit with
that patient once a week for a month so that you can keep tabs on them,” Nunn asserts.
“Those four telehealth visits are going to be a fraction of one ER visit.”
For the extent of the COVID-19 crisis, virtual offerings also represent an opportunity to do
“tele-triage,” to help screen patients and better direct them for staying home or seeking
hospital care, which limits exposure risks for your providers, staff and patients.
Your patients need to know your offerings
Lorri Phipps, DNP, CPNP-PC, president and chief executive officer, Mainstreet Pediatrics,
Parker, Colo., opened her practice in 2017, with telehealth services available “from Day
1.” Plans to add a new family practice provider and a second location were put on hold
when COVID-19 reached Colorado.
With stay-at-home orders in place through most of the spring months, patient volumes
fell to 60% of normal. Phipps soon realized that not all patients were aware of the virtual
visit offerings, which prompted outreach via the practice’s Facebook page and calling
patients who were due for a visit. Patient forms were sent electronically to fill out in
advance, and nurses prepped patients for virtual well visits to help providers stay
on time.
The Mainstreet team also ensured that patients’ families were prepared with the right
tools for virtual well visits. “We made sure they had a scale and then a way to measure
the kids,” Phipps said. “if they didn’t have anything, we mailed them a tape measure.”

© 2020 MGMA. ALL RIGHTS RESERVED.
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Know your patients’ needs and communicate appropriately
While telehealth initially was a necessity for maintaining care during the COVID-19
shutdown, it is also a “sea change in how people seek care,” according to Rob Klein,
founder and chief executive officer, Klein & Partners. “Time is the new currency” for
patients who witnessed how quickly their physician offices shifted into telehealth, Klein
added. “Now we have to keep adapting and innovating quickly because consumers
have come to expect it.”
While many patients prefer virtual visits, the rescheduling process may benefit from the
personal touch of a phone call. Klein’s research in early May found that 65% of patients
prefer a call rather than reaching out to them virtually for rescheduling appointments.
“During this time, they want to talk to someone,” Klein said. “They want answers that are
more complicated than switching a Monday to a Thursday appointment.”

If you have a high-risk patient
who happens to bounce into
the ER a couple times a month,
consider doing a telehealth
visit with that patient once a
week for a month so that you
can keep tabs on them,” Nunn
asserts. “Those four telehealth
visits are going to be a fraction
of one ER visit.”
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Other considerations include:
■

Emails and text messages still work well for communicating information to patients
about changes in care delivery. Don’t rely solely on website updates to inform
patients, given the many other sources of information during the COVID-19 crisis,
such as federal and local public health agencies. “If you want them to come to your
website for information, you’ve got to get them there,” Klein said, which requires
some combination of email, SEO and/or social media strategy.

■

In addition to social media channels, multiple practice leaders interviewed said they
try to draw analogues to consumer technology patients use in their daily lives
(e.g. FaceTime) to help them feel more comfortable with new visit workflows.

■

Patients want information about action. This should include explanations of how to
prepare for a visit and what to expect. “All the ads on TV talking about, ‘stay strong,
we’re alone together,’ … those are really wearing thin on people’s nerves,” Klein said.
“Now is the time for action.”

Key takeaways: Shasta Cascade Health Centers (SCHC), Northern California
Miku Sodhi, MBBS, MD, PCMH-CCE, FACMPE, deputy chief executive officer, Shasta
Cascade Health Centers, operates federally qualified health center (FQHC) clinics in rural
Northern California, where the population is at higher risk due to a significant number of
Medicare patients with existing chronic conditions.
In response to COVID-19, Sodhi led the clinics to start a hotline for residents who have
traveled recently, have been in contact with someone with a possible COVID-19 infection,
are in an at-risk age range or have chronic conditions. Through Sodhi’s new telehealth
program, the clinics initiated patient screenings through teleconference or video visits
with a physician or nurse.
■

Patient education was extremely helpful, given the limits of broadband internet in
the area the clinics serve. SCHC quickly learned that patients needed help with the
technology prior to the appointment to keep visits on schedule. Nurses would contact
patients days prior to the appointment to ensure they knew how to log in and use the
technology.

■

Part of the nurse call involved asking every patient over 65 if they have access to
food, groceries and medications, and if they feel safe and secure. This screening
allowed SCHC to then connect patients with a resource center for those needs,
as well as prompt a connection to mental health therapists for virtual counseling
sessions to alleviate fear, anxiety, depression and/or social disconnectedness from
being homebound. If therapy or specialized consultation was required, eConsults
provided the ability to loop in specialists.

© 2020 MGMA. ALL RIGHTS RESERVED.
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■

■

SCHC has sizeable number of patients with chronic diseases, such as diabetes,
hypertension, obesity and asthma. Through clinical workflow changes and use of
technology, SCHC was able to provide better chronic care management (CCM) to
this population. According to Sodhi, “it translated as improvement in access, quality
outcomes and cost of care by preventing high-risk, older patients from catching
COVID-19, stabilizing chronic disease patients in their homes via telehealth visits,
and preventing ER admissions.”
SCHC’s mental health services were quickly converted to 100% telehealth visits,
increasing daily volume and clinic revenue. Quick consults with specialists were
made via eConsults in crisis. By initiating virtual behavioral and mental health
“support groups,” many patients were able to get support to combat depression and
social disconnectedness amid the pandemic. Telehealth support groups specifically
focused on parents and mothers, teenagers, caregivers and even healthcare workers.
“This has been another innovative and unique way to support our community in time
of serious physical and mental health impact of COVID-19,” Sodhi added.

2

Read more about
SCHC’s journey
to add telehealth,
eConsults amid
COVID-19.

2. Pre-visit workflows
Pre-visit workflow in telehealth “is absolutely critically important,” according to
Stephanie Gallup, senior director of implementation, Aledade, regarding the work she
did with partnering primary care practices with new telehealth services.
This begins with ensuring telehealth consent is done and the patient is able to gauge
if his or her device is supported by the vendor’s technical specifications; additionally,
the practice may want to provide some guidance to patients on being in an area with
adequate WiFi or mobile coverage before a call.
“You’d be really, really surprised at the number of patients that have really out-of-date
iPhones or devices that were used several years ago,” Gallup said, adding that test visits
with scheduling staff can help minimize the risk of technical problems when it’s time
for the provider-patient visit. “Think of it as almost like a soft opening,” Gallup said.
This was echoed by Linda Allshouse, CMPE, practice administrator, South Florida
Nephrology Consultants, Hollywood, Fla. With no telehealth services offered prior to
the COVID-19 crisis, it was especially difficult to educate patients. “Teaching our older
population how to use the technology” was the greatest challenge, Allshouse said. The
practice dedicated staff time to teaching patients how to access the platform, verify
their devices met technical requirements and get them comfortable with the technology
prior to the scheduled visit. “They want to see it, they want to be shown how to use it,”
Allshouse added. “Once they do, they love it.”
Gallup cautioned that it remains important to understand state-level regulations
regarding patient consent for telehealth (which must be documented in the patient’s
chart within your EHR), as well as the risk coding needed for providers participating in
value-based programs.
9
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3. Technical best practices
While newly adopted technologies used for telehealth during the PHE are common in
consumers’ everyday lives (e.g., Zoom, Google Meet, FaceTime), a significant number
of respondents to a June 2 MGMA Stat poll cited patients often having difficulty
understanding the technology and/or facing hurdles related to not having a smartphone
or access to the bandwidth necessary for a video visit, be that a hardwired internet
connection or mobile data.
These commercially available audio and/or video communication technologies can be
used to provide telehealth services to patients for the duration of the PHE. However,
providers must initiate and complete the visit. “If it is an actual face-to-face physician
visit, you would be doing things like the assessment, plan, documenting your visit, taking
notes — all of those different visit components,” Gallup said. “That's one to one. … A lot
of elements of the workflow are going to remain consistent, especially components such
as documentation and assessment.”
Gallup added that providers are encouraged to notify their patients that they're using
a third-party vendor to do the visit, and that all available encryption and privacy modes
should be enabled. Some providers also should consider using a phone number or
device that’s not their personal number/device.

Top three
Payer rules &
reimbursement
operational
challenges in
providing future
telehealth services:

Technological issues
(e.g. connectivity
& support)

Patient technological
knowledge
& access
limitations

MGMA Stat poll. June 2, 2020 | What is your greatest operational challenge in providing telehealth services moving forward? | 515 responses. MGMA.COM/STAT, #MGMASTAT

© 2020 MGMA. ALL RIGHTS RESERVED.
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Optimize your workspaces
■

Find a quiet space that ensures patient privacy, with appropriate lighting; consider
blocking any light from windows and relying primarily on overhead lighting for
consistency.

■

Set cameras at eye level so providers and staff can maintain eye contact with a patient.

■

When performing visits, close any unnecessary programs on the computer, and use
wired internet connections whenever possible to avoid interruptions.

Have backup plans
■

When all else fails, make sure your support team’s contact information is easily
available.

■

If you experience technical issues but staff or providers can see a patient’s video,
take a screenshot to highlight the attempt made at a video visit before shifting to an
audio-only visit, and document that screenshot.

When all else fails, make sure your
telehealth support team’s contact
information is easily available.

11

© 2020 MGMA. ALL RIGHTS RESERVED.

O P T I M I Z I N G T E L E H E A LT H D U R I N G C O V I D - 1 9 A N D B E YO N D

4

4. Documentation and coding/billing
An April 28 MGMA Stat poll found a number of documentation and coding challenges
in the rapid expansion of telehealth and telephone visits:
■

Inconsistent payer rules: Respondents reported the variance among payers on
which codes will be paid results in administrative burden in trying to account for
evolving billing requirements, especially with place of service (POS) codes
and modifiers.

■

Pay parity and accuracy: Other respondents noted issues with accurate payments
for billed services, as well as parity for approved services.

■

Documentation: As many providers are new to providing telehealth services
after a rapid expansion following regulatory waiver implementation, learning and
consistently applying new rules for accurately documenting those services was a
frequent challenge cited by respondents.

Understanding how to code accurately and bill for telehealth and telephone
encounters has been especially challenging for practices with no previous
experience in telehealth and the complexities of reimbursement for these services.
Common issues include selecting the proper POS code and modifier and identifying
the correct CPT or HCPCS codes.

Inconsistent payer rules

Top three coding/
billing challenges
for telehealth and
telephone visits
amid COVID-19:

Pay parity and accuracy
Documentation

MGMA Stat poll. April 28, 2020 | What is your biggest coding/billing challenge for telehealth and telephone visits amid COVID-19? | 419 responses. MGMA.COM/STAT, #MGMASTAT

© 2020 MGMA. ALL RIGHTS RESERVED.
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Learning and consistently
applying new rules for accurately
documenting telehealth services
was a frequent challenge
cited by respondents.

Nancy Enos, FACMPE, CPC-I, CPMA, CEMC, CPC, principal, Enos Medical Coding, notes that coding and billing
for telehealth includes not just rolling changes through the PHE, but also some retroactive elements that require
re-billing based on changes for instructions on use of modifiers and place of service.
The retroactive changes mean that many practices may have an exceptionally high number of claims not being
paid and a lot of claims correction to do. Enos recommends keeping a timeline of certain events affecting coding
and billing telehealth visits to help ensure accuracy for prompt reimbursement.

KEY DATES FOR CODING/BILLING IN THE COVID-19 PHE
■

■

■

March 17: HHS waivers announced to expand
telehealth, OCR discretion

■

March 30: Waiver expansion, effective March
6, with 80 additional services added to
telehealth under the PHE

■

April 1: ICD-10 Code U07.1 effective
■

April 7: Cost sharing (Report modifier CS to
avoid cost sharing for COVID-19-related tests
and visits). Policy is retroactive to March 18
April 30: CMS announced telephone calls
will be paid at the office visit rate. Policy is
retroactive to March 1
April 30: CMS expanded the types of practitioners
that can furnish telehealth services (including OTs
and PTs)

13
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Understanding the waivers for traditional telehealth billing
Modality: CMS continues to require that most Medicare telehealth services be furnished
using devices or telephones that have audio and video capabilities. Healthcare clinicians
may use a telephone, so long as it has audio and video capabilities that are used for twoway, real-time interactive communication.
As of April 30, CMS is permitting use of audio-only equipment to furnish a select number
of services, such as audio-only telephone E/M services (CPT codes 99441-99443 and
98966-98968) and behavioral health counseling and educational services. Unless
provided otherwise, other services included on the Medicare telehealth services list
must be furnished using, at a minimum, audio and video equipment. Services that may
be furnished using audio-only modalities are marked as such in the list of Medicare
telehealth services, which can be accessed here.
Distant site practitioner: Qualified healthcare professionals may furnish telehealth
services from their own home (i.e., they are not required to be at their office when
furnishing telehealth to patients). Specifically, CMS states that: “There are no payment
restrictions on distant site practitioners furnishing Medicare telehealth services from
their homes.”
While previous guidance required that providers furnishing telehealth services from
their homes update their enrollment files to reflect their home address, CMS recently
relaxed this requirement and now provides the following billing guidance: “The
practitioner is not required to update their Medicare enrollment with the home location.
The practitioner should list the home address on the claim to identify where the
services were rendered. The discrepancy between the practice location in the Medicare
enrollment (clinic/group practice) and the practice location identified on the claim
(provider’s home location) will not be an issue for claims payment.”
As of April 30, CMS is waiving the requirements that specify the types of practitioners
that may bill for Medicare telehealth services from the distant site. The waiver of these
requirements expands the types of healthcare professionals that can furnish telehealth
services to include all those that are eligible to bill Medicare for their professional
services. This allows health care professionals who were previously ineligible to furnish
and bill for Medicare telehealth services, including physical therapists, occupational
therapists, speech language pathologists, and others, to receive payment for Medicare
telehealth services.

© 2020 MGMA. ALL RIGHTS RESERVED.
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Qualifying originating sites: Originating site restrictions are waived, permitting
clinicians to furnish services to patients that are in their homes or other locations.
Geographic limitations: Geographic limitations are also waived, permitting clinicians to
furnish services to patients located in any geographic area of the country, regardless of
whether it is rural, urban, etc.
Covered codes: As of April 30, CMS expanded the list of ordinarily covered codes to
now include more than 100 additional codes during the PHE. The full list of codes eligible
for telehealth are listed here.

For a full explanation of
applicable waivers, access
the Medicare Telehealth/
Telemedicine Waivers
During the COVID-19
PHE resource.
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Telehealth billing guidelines

CMS will
reimburse for
audio-only
telephone
E/M visits using
CPT codes
99441-99443 and
98966-98968.

Place of service: During the PHE, telehealth services billed to Medicare should be billed
using the POS code that would have been reported had the service been furnished in
person. For example, a physician practicing in an office setting who sees patients via
telehealth, instead of in person, would report POS-11-Office. Additionally, the telehealth
modifier (modifier 95) should be applied to claim lines that describe services furnished
via telehealth.
In ordinary circumstances, billing guidance instructs providers to use the POS-02Telehealth code to indicate the billed service was furnished as a telehealth service from
a distant site. Telehealth services identified using POS-02 are paid at the physician fee
schedule (PFS) facility rate because CMS believes the facility costs (clinical staff,
supplies, and equipment) associated with the service would generally be incurred by
the originating site, where the patient is located, and not by the practitioner at the
distant site.
During the PHE, CMS recognizes that physician practices are transitioning a significant
portion of services from in-person to telehealth visits, while still incurring resource costs
just as they would if services were still furnished in person. The effect of this policy is that
practitioners may bill their ordinary POS code and may receive payment for telehealth
services using the PFS non-facility rate, which is often higher than the facility rate.
CMS states that practices may continue to use POS-02-Telehealth “should [they] choose,
for whatever reason,” but will be paid using the lower facility payment rate.
Reporting of E/M visit level: For the duration of the PHE, CMS will permit reporting of
telehealth E/M office or other outpatient visits based on either (1) time, which is defined
as all of the time associated with the E/M on the day of the encounter; or (2) Medical
Decision Making (MDM). CMS is not requiring history or exam to be used in selecting an
E/M service via telehealth.
This temporary policy is similar to the policy that will apply to all office/outpatient E/M
services beginning in 2021 under policies finalized in the CY 2020 PFS final rule.

© 2020 MGMA. ALL RIGHTS RESERVED.
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Audio-only E/M codes (99441-99443; 98966-98968)
CMS will reimburse for audio-only telephone E/M visits using CPT codes 99441-99443
and 98966-98968. These codes are covered for the duration of the PHE to reimburse
for cases where the two-way, audio and video technology required to furnish a Medicare
E/M service is unavailable.
Modality: CPT codes 99441-99443 and 98966-98968 can be furnished using audio-only
modalities, such as an audio-only telephone call.
Qualifying patients: These services can be furnished to both new and established
patients, even though the codes are intended for established patients only and their
code descriptors reflect this. During the PHE, CMS is exercising enforcement discretion
to relax enforcement of this aspect of the code descriptors.
Qualifying practitioners:
■

CPT codes 99441-99443 describe telephone evaluation and management services by
a physician or other qualified healthcare professional who may report E/M services.

■

CPT codes 98966-98968 describe telephone assessment and management services
by a practitioner who cannot separately bill for E/M services. CMS elaborates that this
means the codes “may be furnished by, among others, LCSWs, clinical psychologists,
and physical therapists, occupational therapists, and speech language pathologists
when the visit pertains to a service that falls within the benefit category of those
practitioners.” (See: CMS First IFR, p. 125)

■

These are time-based codes that describe 5-10 minutes of medical discussion
(99441/98966); 11-20 minutes of medical discussion (99442/98967); 21-30 minutes of
medical discussion (99443/98968).

National valuation of the codes: As of April 30, CMS increased payment for audio-only
telephone E/M services (CPT codes 99441-99443) such that they are paid at the same
rate as similar office and outpatient E/M visits, resulting in increased payments from $14$41 to $46-$110 (e.g., to be consistent with payment rates for level 2-4 established office/
outpatient E/M visits). (See: CMS Second IFR, p. 139) CMS did not increase payment for
CPT codes 98966-98968, which are intended for practitioners that cannot separately bill
for E/M.
The national average valuation of these codes is:
■

99441 = $46.19

■

99443 = $110.43

■

98967 = $28.15

■

99442 = $76.15

■

98966 = $14.43

■

98968 = $41.14
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Virtual care codes (G2012; G2010)

Commercial
Health Plan
COVID-19
Policies —
This regularly
updated MGMA
resource outlines
the COVID-19
policies of major
national health
payers.

These services are different than Medicare “telehealth” services in that they are not
the kind of services that are ordinarily furnished in person; instead, they are routinely
furnished using a telecommunications system. Starting in 2019, CMS began reimbursing
for a number of services that could be furnished via telecommunications technology but
are technically not considered Medicare telehealth services:
■

HCPCS code G2012: A “[b]rief communication technology-based service, e.g.,
virtual check-in, by a physician or other qualified health care professional who can
report evaluation and management services, provided to an established patient,
not originating from a related E/M service provided within the previous 7 days nor
leading to an E/M service or procedure within the next 24 hours or soonest available
appointment; 5-10 minutes of medical discussion”

■

HCPCS code G2010: “Remote evaluation of recorded video and/or images submitted
by an established patient (e.g., store and forward), including interpretation with
follow-up with the patient within 24 business hours, not originating from a related
E/M service provided within the previous 7 days nor leading to an E/M service or
procedure within the next 24 hours or soonest available appointment.”

Qualifying patients: During the COVID-19 public health emergency, G2012 and G2010
may be furnished to both new and established patients. Ordinarily, these are limited to
established patients only.
Qualifying practitioners: Physicians, qualified healthcare practitioners, and practitioners
“such as licensed clinical social workers, clinical psychologists, physical therapists,
occupational therapists, and speech-language pathologists” may furnish these services
during the public health emergency. (See: CMS First IFR, p. 54) Ordinarily, only physicians
and qualified healthcare practitioners can bill for these services.

Online or digital E/M (99421-99423; G2061-2063)
Similar to the virtual visit codes described above (G2012, G2010), CMS reimburses
for online digital E/M services for up to 7 days cumulative time during the seven days
under CPT codes 99421-99423 for physicians and qualified healthcare practitioners and
HCPCS codes G2061-2063 for non-qualified healthcare practitioners.
These are time-based codes that describe 5-10 minutes (99421/G2061); 11-20 minutes of
medical discussion (99422/G2062); 21-30 minutes of medical discussion (99423/G2063).
Qualifying patients: During the COVID-19 public health emergency only, these e-visit
codes may be furnished to both new and established patients.
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FAQ
Q. What place of service (POS) code should I use when billing for remote services like
digital E/M (99421-99423; G2061-2063)?
A. For digital E/M (99421-99423; G2061-2063), virtual visits and check-ins (G2012,
G2010), and audio-only E/M codes (99441-99443; 98966-98968), do not use POS-02
(telehealth), as these are not Medicare telehealth services. Use the POS code that
reflects the applicable site of the practitioner’s normal office location.

Key takeaways: Texas Health Care Internal Medicine
James Parker, MD, a practicing internist with Texas Health Care Internal medicine, and
director, Privia Medical Group, had no telehealth experience prior to COVID-19. In a
matter of days, his group went from no virtual visits to 700 a day while not entirely
shutting down in-person visits during the pandemic.
As he notes, the practice made it clear to doctors: Telehealth was not about revenue
generation — it’s about continuing to provide service to patients.
To help keep providers focused on the care aspects, the group did front-end work to
make the back end of telehealth claims easier. When scheduling the new telehealth
visits, patients were marked in the practice management systems as virtual visits. This
triggered back-end work to identify that these appointments should have the 95 modifier
included with the claim.
Looking ahead, Parker said most of his appointments are follow-ups, and that more will
be done in offering televisits to diabetes patients with an emphasis on chronic care
management and checkups.
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next steps: remote patient monitoring
Katie Nunn, MBA, CMPE, chief executive officer, Bright Ideas Medical Consulting

Remote patient monitoring (RPM) is more than just fancy activity trackers. It is a way
to reduce hospital admissions, lower healthcare costs and provide better care and
outcomes for patients. With RPM, physicians can leverage data to help give patients
better feedback regarding their conditions and treatment. In addition, RPM can also be a
way to increase revenue for outpatient practices.
In simple terms, RPM is a device that collects patient data and transmits it via the internet
to a physician. The collected data allows a physician to monitor changes in patient vital
signs and act accordingly. There are many different types of devices on the market,
monitoring different vital signs.
For example, a patient who is on non-invasive ventilation would be very sick with chronic
disease — so sick that he or she would need to be on a home ventilator. Physician and
patient both would want to have a monitoring system for this situation. The RPM device
would monitor activity, respirations and heartrate. Each day, the physician’s staff would
review the patient’s vital signs and have preset thresholds. If the vitals were outside
normal thresholds, the physician would be notified and he or she could talk to the
patient and act accordingly.
RPM can be used for patients with chronic disease such as COPD, congestive heart
failure (CHF), diabetes and those who frequently visit the ER. However, RPM is not a
replacement for emergency medical services. Monitoring is not done in real time; a call
to 911 for emergencies remains necessary.
Components of an RPM program. Most medical practices work with a vendor to supply
devices and the monitoring platform. CMS now allows these services to be outsourced
completely, so practices can decide between setting patients up and providing
monitoring or outsourcing all services, including:
■

Device

■

Monitoring platform

■

Staff time to initiate patients

■

Staff time to perform patient setup

■

Staff time for billing
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RPM VENDOR EVALUATION CHECKLIST
How long have they been doing this?
How many patients do they have on RPM?
What do you want to measure?
Do they offer devices and monitoring?
Are there warranties on devices?
Are they HIPAA compliant?
 o they offer help with patient device issues and offer
D
customer service?
Does the platform allow for tracking time spent monitoring?
Can you run a report on patients who have 20 or
more minutes tracked that can be billed?
 oes the platform interface with your practice management
D
system or do you have to manually enter charges each
month?
Are the terms of the agreement specified?
Do they provide reference checks for other clients?
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Starting RPM in a medical practice. Once a vendor has been selected, it is time to work
on implementation. Below are tips for how to make sure the RPM program is successful.
1. Do a pilot — Start with one provider who will be the “champion” and commit to
working the kinks out for the rest of the practice.
2. Get nonphysician provider buy-in — This will not be a huge time commitment for
medical assistants (MAs) and nurses, but it can also be something they forget to do
daily. Make sure they understand the process and that there is someone reviewing
the metrics.
3. Focus on initial setup — It may be slow at first until staff and providers know what
they are doing. Create detailed instructions for patients.
4. Educate patients — Be prepared to educate your patients about the program and
have answers ready when questions arise.
– Have patient phone calls routed to a knowledgeable point person.
– Make sure patients with issues know not to call physicians at night.
– Prepare a FAQ on a handout and post on practice website.

5. Stay up to date on billing and coding — Make sure your billing team is up to speed
before getting started and that you have a plan in place for capturing charges.
Billing and coding. Capturing the charges for the RPM services is equally important.
Since the monitoring codes are only billed once a month, you must have a way to track
which patients have met the 20 minutes each month. The initial set-up and device codes
can be billed on the day that the patient is in the office and gets set up on the device.
Any providers or coding staff in your practice should familiarize themselves with these
frequently used codes for billing RPM services:
■

99453 — Initial set-up: Remote monitoring of physiologic parameter(s) (e.g., weight,
blood pressure, pulse oximetry, respiratory flow rate), initial; set-up and patient
education on use of equipment

■

99454 — Device: Remote monitoring of physiologic parameter(s) (e.g., weight, blood
pressure, pulse oximetry, respiratory flow rate), initial; device(s) supply with daily
recording(s) or programmed alert(s) transmission, each 30 days

■

99457 — 20 minutes of monitoring per month: Remote physiologic monitoring
treatment management services, 20 minutes or more of clinical staff/physician/
other qualified healthcare professional time in a calendar month requiring interactive
communication with the patient/caregiver during the month

■

99458 — Additional 20 minutes per month: Remote physiologic monitoring
treatment management services, clinical staff/physician/other qualified healthcare
professional time in a calendar month requiring interactive communication with the
patient/caregiver during the month; additional 20 minutes
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Requirements for 99457:
■

Patient must opt-in for the service

■

Device must meet the FDA’s definition of medical device

■

Device must be supplied for at least 16 days to be applied to a billing period

■

Service must be ordered by a physician or other qualified healthcare professional

■

Data must be wirelessly synced where it can be evaluated

■

Data-monitoring services may be performed by the physician, by a qualified
healthcare professional or by clinical staff. Clinical staff may include RNs and medical
assistants, depending on state law.

COVID-19 PHE note: Clinical
staff may provide RPM
services under general
supervision. This includes,
but is not limited to, HCPCS
codes 99453, 99454, 99457
and 99458 while provided
under general supervision
of the billing practitioner, a
requirement which can be met,
for the extent of the PHE,
virtually through audio/video
real-time communications
technology, per CMS.
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conclusion
The COVID-19 pandemic allowed easier patient access to telehealth services and
accelerated adoption among group practices, showing promise for telehealth’s use
in the future. However, to maintain momentum, MGMA Government Affairs notes that
policymakers must take certain steps to avoid backtracking this progress. Step
could include:
■

Collecting data on telehealth usage during the PHE to analyze clinical efficacy
and utilization trends. In the past, some policymakers have been hesitant to
embrace expanded telehealth coverage, citing overutilization or cost concerns. For
example, if telehealth services supplement, rather than substitute, in-person visits
for the same condition without improving outcomes, then increasing telehealth
services will increase costs for the program without improving quality. In contrast,
it would be persuasive if data show that telehealth services expand access to care,
improve quality, reduce costs, substitute for in-person visits and/or reduce the use of
high-cost care such as hospitalizations. Telehealth data during COVID-19 present a
unique research opportunity for CMS and commercial payers to build upon for future
innovations.

■

Modifying telehealth regulations to be as flexible as possible. Lifting telehealth
flexibilities too quickly risks cutting off patient access to care and wasting group
practice resources. Policymakers must take this opportunity to look to the future of
telehealth and lift restrictions immediately and permanently.

■

Striving for uniformity across all payers. While the federal government has the
authority to implement policies around Medicare reimbursement, their authority over
commercial and state-run plans such as Medicaid is limited. There is a clear lack
of uniformity across commercial insurers, with telehealth coverage varying in both
the scope of services and rules for how it is administered. To the extent possible,
Congress should work to implement or encourage uniform policies across all payers
to decrease administrative burden and encourage continued telehealth adoption
among providers.

MGMA remains committed to advocating for and educating on changes in the realm of
telehealth to allow medical groups the ability and flexibility needed to make virtual care
delivery a sustainable, long-term component of medical practice excellence.
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resources
MGMA COVID-19 Recovery Center — The latest resources and updates on the
pandemic.
COVID-19 Telehealth Startup Checklist — This tool overviews the action steps and
considerations for implementing a telehealth service during the COVID-19 public health
emergency, as well as considerations for choosing a long-term telehealth vendor beyond
the emergency stage of the pandemic.
Medicare Telehealth/Telemedicine Waivers During the COVID-19 Public Health
Emergency — This MGMA resource, regularly updated by MGMA Government Affairs,
details flexibilities for Medicare telehealth services connected to the COVID-19 PHE.
Telehealth billing during the COVID-19 national emergency — Insights into virtual
check-ins, telephone visits, e-visits, remote patient monitoring and more from Shea Lunt,
RHIA, CPC, CPMA, PMP.
COVID-19 Coding Cheat Sheet — This regularly updated tool provides coding
resources for the relevant ICD-10-CM, CPT and HCPCS codes for COVID-19, as well as
notes on telehealth technology and modifiers.
COVID-19 Resource: Medicare Telehealth RVUs — This downloadable PDF shows CPT
and HCPCS codes for a variety of Medicare-reimbursable telehealth services.
Optimizing your telehealth services during COVID-19 and beyond — Access
on-demand video from a joint MGMA/AMGA webinar on best practices in
telehealth services.
MGMA Podcasts: Dispatches from the world of medical practice excellence — Find all
COVID-19-related MGMA Insights and Executive Session podcasts in one playlist.
MGMA Stat — Find the latest, real-time data insights from MGMA’s weekly polling initiative.
MGMA Consulting — The industry leader in creating meaningful change in healthcare,
one organization at a time.
MGMA Member Community — Ask questions and connect with MGMA members with
firsthand experience.
Rise above at the Medical Practice Excellence Conference — Join us Oct. 18-21 for a
new event experience.
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research methodology
MGMA conducted qualitative research interviews to gain insight into this topic.
Questions for the qualitative interviews were developed by MGMA. The target
population was healthcare leaders in practices that had implemented or expanded
telehealth during the COVID-19 pandemic. Participants were selected from the MGMA
Stat panel, via recommendations from MGMA’s subject matter expert team, and based
on their presence in the media or on their successes in the industry.
A total of eight qualitative interviews were conducted from May 6, 2020 – May 18, 2020
by MGMA’s research and editorial teams via phone or video conferencing.
The qualitative research covered telehealth optimization in the following areas:
■

Infrastructure (including technology, bandwidth and security)

■

Coding, billing and reimbursement

■

Provider and staff training

■

Marketing

■

Scheduling

■

Patient experience
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