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Total Complaints-Received:

Conviction/Arrest Investigations:

(included in total complaints above)
Complaints-Closed:

Total Complaints-Pending:

BOT ENFORCEMENT STATISTICAL REPORT

83

M1
37

April 1, 2016 - June 30, 2016

DOI Investigations Initiated: 1
DOI Investigation Reports Received: 2
Formal DOI Investigations Pending: 3

529 (Oldest: 10/09/13)

Applications Denied pursuant fo Business and Professions Code 480/485: 0

Cases Pending with the Attorney General (AG):

Transmitted Complaint No Type
03/16/15 OT 2012-448 Accusation
04/01/15 OT 2012-545 Accusation
08/18/15 OT 2014-485 Accusation
08/28/15 OT 2012-404 Accusation
10/28/15 0T2014-223 Accusation
11/13/15 0T2014-320 BPC 820
11/16/15 ARZ015-4 SOI1
12/29/15 AR2015-90 SO1
02/23/16 1002145006 Accusation
02/23/16 1002154080 Accusation
02/29/16 1002052064 PETP/PMOD
03/09/16 1002044419 Pet Revoke Prob
03/24/16 2016000011 Accusation
Statement of Issues filed: 1
Petition to Revoke Probation filed: 0

ISO Issued: 0
Final Decisions: 3

Effective Name

06/03/16 Knoefler, Kolee
06/03/16 Powell, Diana

06/23/16 Lombardo, Patricia

Cease Practice Orders (BPC 315.2) Issued:

Report updated 08/09/2016

13
Current Status

Accusation filed 11/02/15; NOD revd 01/30/15; Stipulated Settlement in process
Accusation filed 08/28/15; NOD rcvd 09/17/15; Hearing 07/21/16

Accusation filed 11/02/15; NOD 11/17/15; Bd rejd Stip 06/23/16; rev stip pending

Accusation filed 02/10/16; NOD revd 02/22/16; Stip Seitlement in process
Accusation filed 05/17/16; no NOD, default being drafted

Petition for Mental Evaluation; Evaluation completed; No action TBT; closed 07/27/16

Lic denied 09/15/15; Appeal revd 11/13/15; SOI filed 03/29/16; Hearing 10/06/1
Lic denied 09/23/15; Appeal revd 10/05/15; SOI filed 06/16/16; Hearing 02/01/1
Accusation filed 06/08/16; NOD rcvd 06/22/16; Hearing 10/19/16

Accusation filed 07/29/16; NOD 1cvd 08/03/16; Hearing TBS

Board heard petition at May 19, 2016 meeting; decision terminating probation effective 8/6/2016

Acc&PTR filed 07/15/16; no NOD, default being drafted

Accusation to be drafted
Accusations filed:
Accusation & Petition to Revoke Probation filed:
PC23 Issued:
Type Complaint Received
Three (3) year probation (stipulated setilement) 12/25/14
Three (30 year probation (stipulated settlement) 01/02/15
Three (3) year probation (by hearing) 04/07/14
¢ Cease Practice Orders Lifted:

6
7

SN




Citations issued
3/1/2016 - 7/31/2016

T

16-000014 $250 $250 [03/11/16 1 04713716 1 [ $250 | $0 | $0

1 1] 0A2014-533 $250 $250 |03/11/16 $0 | $250

1 1 OT 2013-499 $250 $250 03/29/16 Withdrawn $0 | s$o
111 1 OT 2014-91| $600 | $150 | $450 04/26/16] 1 $600 | $150
1 1 OT 2015-10¢ $2,200 $2,200 04/26/16 05/02716| 1 |$2,200( $0 [ $0
1 1 1 OA 2014-644 $250 $250 [05/04/16 05/16/16] 1 | $250 | $0 | $0
1]t OT 2014-399 $350 $350 06/24/16 $350 | $0
11 1 1 JoT 2014-523 $1,150 $1,150 06/24/16 $1,150| $o0
1|1 1 OT 2014-730 $600 | $0 $0 07/06/16| 1| |Dismissed $0 | $0
1|1 I OT 2015-79] $600 | $0 $0 07/06/16| 1| Withdrawn $0 | 30
1 1 1 OA 2015-81 $600 | $0 | S0 |07/06/16] 1| withdrawn $0 | $0
1 1 1| 0A2015-210 $600 $600 {07/06/16 $0 | $600
11 1 OT 2014-667 $250 $250 07/15/16 $250 | $0
11 1 OT 2014-663 $600 $600 07/15/16 $600 | $0
1] 1 1 | [ 16-000049 | s600 $600 07/15/16 $600 [ $0
11 1 OT 2015-209 $600 $600 07/15/16 $600 | $0
1|1 1 OT 2015-208 $600 $600 07/15/16 $600 | $0
11 1 OT 2015-134 $250 $250 07/15/16 $250 | s0
1|1 1 OT 2015-237 $250 $250 07/15/16 $250 | $0
1 1 1 2014-697 | %250 $250 07/15/16 $250 | $0
1 1 1 2015-155 | $600 $600 07/15/16 $600 | $0
1 1 1 2014-662 | $600 $600 07/15/16 $600 | $0
1 1 1 2014-661 | $600 $600 07/15/16 $600 | $0
1 1 16-000027 | $600 $600 07/15/16 $600 | S0

“$150 ||$10,200




Practitioners Currently on Probation or Other Court Orders

NAME

LICENSE #

LENGTH OF
PROBATION

- EFFECTIVE DATE

Mustafa Feras

Retuya Trlstan
Schmldt Rebecca

"Allen CorneIIJr o
:Brown Charles Stanley 0
: Cox, Charlotte

EDeMena Alan
f‘Gaeta, Adnana
;Hanve Megan P
éKeIIéy, Anjuli
;kKnoeerr Kole; _
é‘Lombardo PatrlmawwW”WM 5 _

E.Martinez Sharon
EOT 14107

Meyer Lléa IVI

Perez Thomas J

oTotsr |

WE"OT 5525

OTA 3400

fOTA 466

QT 11168

or 2792

Necesito,DennisB.  OT7360
ENeff HeatherL o 5
ENQO Nlcole U OT 14773

| ,,‘OT 8291

éSweeney, Lynette OT 10550

Years

Darmwco"een OT 1 1 344

0T 12378

* Probation "tolled" or extended beyond original expiration date.

2 Years

08/1 2/1 5

12/07” 5
Years o 06/27/1 4

/30/ 1 3

owena

06/03!' 1 6

01[13/‘15

/12/13

1 2/04/ 1 3

Comons

ogmots
;07/11/14 o
10/27/14

E01/09/13 -
/03/16 B

11/27;09 e

Yearsﬂ ;09/27/13




AGENDA ITEM 23

Executive Officer’s Report.

a. Operational Report

b. Budget Update

¢. BreEZe Update

d. Future Agenda Items

¢. Other Informational Items — No Board discussion or action

Board Meeting — Samuel Merritt University August 18-19, 2016




Date: | August 10, 2016

To

: CBOT Members

From: Heather Martin, Executive Officer

Subject: Executive Officer Report —~ Board Meeting August 18-19, 2016

ltems covered:

a)

b)

a) Operational Report

b) Budget Update

c) BreEZe Update

d) Future Agenda ltems

e) Other Informational ltems

Operational Report
The Board recently filled a vacancies in Licensing and in Enforcement and hired a

" Retired Annuitant to assist with preparation of the Sunset Report, and the filling of the

six Enforcement vacancies. The recruitment efforts for Enforcement include advertising,
screening, interviewing, hiring, on-boarding, training, etc. for:

e Three (3) staff services analysts (SSAs) in Enforcement;

e One and one-half office technicians in Licensing;

¢ Reclassification of one analyst position to a Manager position, followed by

« Two (2) associate governmental program analysts (AGPAs) in Enforcement

We are about to begin the recruitment process for an additional position to assist in
Licensing.

Budget Update

The 2015/16 final revenue and expenditure information was not available as of 8/10,
however, may become available by the date of the meeting; if so, handouts will be
provided.

BreEZe Update:

The Board has successfully transitioned to the new BrEZe system on Tuesday, January
19" As more people, become familiar with the system, more applicants and licensees
are submitting transactions (renewals, initial license applications, address changes,
name changes, duplicate license requests, etc.) on-line in BreEZe.

Data regarding the number of transactions submitted on-line will be provided verbally.

h 1 ﬁ?_-a"g e,




d) Future Agenda Items

The items shown below wili be addressed at a future meeting.

1.

Ad hoc committee’s recommendation regarding occupational therapists performing
the physically invasive components of a swallowing evaluation.

2. Development/review of Sunset Review report.
3.
4. Practice Committee’s recommendation on records retention requirement for an

Practice Committee appointments.

occupational therapy business that closes or is sold or if the practitioner is no
longer in private practice.

Review/update of Board Member Administrative Manual.

Review/update of Board Member Disciplinary Resource Manual.
Review/update of Board’s Disciplinary Guidelines (requires regulatory
amendments).

Other Informational ltems

Health Workforce Projections: Occupational Therapy and Physical Therapy by the
US Department of Health and Human Services, Health Resources and Services
Administration, National Center for Health Workforce Analysis

Health Workforce Projections: Healthcare Support Occupations by the US
Department of Health and Human Services, Health Resources and Services
Administration, National Center for Health Workforce Analysis

Telehealth: Policy Trends and Considerations by the National Conference of State
Legislatures




DEPARTMENT Or CONSUMER AFFAIRS

CA BD OF OCCUPATIONAL THERAPY BUDGET REPORT RUN DATE S/41/2016
AS OF 8130/2018 BAGE 4
Fir 13
Ca BO OF OCCUPATIONAL THERAPY
YT+ PCNT
DESCRIPTION BUDGET CHRR. MONTH YR-TO-DATE  ENCUNMBRANCE ENCUMBRANCE BALANCE REWIAIN
PERSONAL SERVICES
$A1ARIES AND WAGES
003 o0 CiVIL SERVICE-PERM 354,000 437 279,382 o 27e382 74518
032 04 TEMP HELF (807} 4,000 2,079 15,021 ) 15,021 (11,021)
063 00 STATUTORY-EXENPT 82,000 ] 87,341 ] 87,341 {5,341
083 o1 BEYOOMMSH (801,920 20,000 s 1,500 o 1,500 18,580
083 00 OVERTIVE ¢ o 4,343 7 4,343 24, 343)
TOTAL SALARIES AND WAGES 450,606 7,504 387,587 o 387,587 72,413 15.74%
STAFF BENEFITS
101 00 STAFF BENEFITS ) 45 45 e 46 “8)
103 G0 OASDI 34,000 g 22,183 ) 22,193 11,807
104 60 DENTAL INSURANCE 2,000 a 1,531 ) 1537 489
105 00 HEA THAME] FARE INS 2,000 g 51,578 ) 51578 20 477
106 0% RETISFMENT 103,000 o gz,122 0 gz,122 10,878
125 a0 VIORKERS! COMPENSAT 10,060 a a a o 9,000
125 15 SOIF ALLOCATION CC ] I 3.658 ] 3.655 {3.558F
132 0o NONINDUST DISABLTY 2,000 ] G a ¢ 2,000
13300 UNEMPLOYMENT INSUR 3,000 ] o o a 3,000
134 00 OTHER-STAFE SENEF! g e ek - o 22,568 (22,568
134 &1 TRANSIT DISCOUNT il o 130 Y 130 {130)
13500 LIFE INSURARCE o Y 83 3 83 &3
136 00 VISION CARE 1,060 0 639 0 53 361
137 00 MEDICARE TAXATION 5,004 5 5,400 0 5400 (400}

TOTAL STAFF BENEPITS 257,000 46 199,950 o 159,950 B2 050 20.85%
TOTAL PERSOMNAL SERVICES 712,080 2,847 587,537 & 887,537 124453 §7.48%
OPERATING EXPENSES & EQUIPRENT

FINGERPRINTS

21304 FINGERPRINT REPORT 22000 Z744 20923 o 20,923 1,077
TOTAL FINGERFRINTS 22000 2744 20,923 g 28,923 1,877 2.90%
GENERAL EXPENSE

201 00 GENERAL EXPENSE 20,000 ¢ D o o 20,800

206 00 MISC OFFICE SUFPL a IV 8,630 o8 8,727 {8,727}

267 00 FREMHT & DRAYAGE o 5 32 0 +az {132}

21302 ADRSIN OVERHEADMOTH I+ 153 2,220 ! 2,270 {2,220)




DEPARTMENT Or CONSUMER AFFAIRS

CA BD OF OCCUBATIONAL THERAFY BUGGET REPORT REIN DATE 87412615
AR DF 813042016 PAGE 2
Ful 13
CABD OF DCCUPATIONAL THERAPY ]
YD+ PONT
DESCRIPTION BUDGET CUHRR, MONTH YHR-TODATE ENCUMBRANCE ENCUMBRANCE BAL ANCE REMAIN
2T 00 MTG/CONFEAHBIT/S €] 1¢] 293 G 93 {953)
22200 UIBRARY PURCH/BUES jal ] et 0 3 3
TOTAL GEMCRAL ZXPEKSE 26,060 453 9,978 g8 48,078 9,925 49.82%
PRINTING
241 00 PRINTING 8,500 G G 3] i 6,060
242 02 REPRDDUCTION VS ¢ G 32 3] 3 {3
242 03 COPY CHETS ALLO 5} o 1,843 0 1,940 {1,840
242 04 £00 PROCUCTIONS |+ o 2.541 l¢] 2,541 {2,547}
24703 METRO PRINTARIAN O g8g 3,658 ¢} 3,652 {3.658)
244 GO OFFICE COPIER EXF G 4 EBD 500 1.380 {1,385}
TOTAL PRINTING BO4G 286 $.623 586 G 523 {3,523} SBT1%
COMMNMUNICATIONS
251 60 COMBUMHCATIONS 2,800 3] & 2 o [SRES
25300 CENT CONM (CALNET, & a 1,088 23 1,099 {1,089}
257 01 TELEPHONE EXCHANGE 4] o} 1,067 0 1,087 {1,097
TOTAL UOMMNMUNICATIONS 5,060 ] 2,185 9 2,195 3,805 63.41%
POSTAGE
781 09 POBTAGE 11,000 G o] 4] g 11,000
782 00 STAMPS, STAMP ENVE G 23 1.904 a 4,804 {1,004
28305 DCA POSTAGE ALLD ¢} 5,187 7348 g 7.348 {7,348}
283 08 EDD POSTAGE ALLD ) {900) 4,334 3] 4,334 {4,334}
TTaL POSTAGE 11,000 57 13,587 a 13,587 {2,587} -23.51%
TRAVEL: IN-STATE
281 40 TERAVEL: INSTATE 146,080 g o O g 18,000
292 33 PER DIEN-US o] 3770 12,090 0 12,095 {12,090}
254 00 COMMERCIAL AIR-/S o g g 556 g 3,555 {9,558)
29402 BAGGAGE FEE G 0 75 a el 75
296 00 PRIVATE CARWGS 4] ¢ 2,518 o] 2,518 (2.519)
797 (0 RENTAL CAR-S k1] 05 2,830 g 2,830 {2.830)
301 50 TAN & SHUTTLE SER G ju) 82 O 82 (82'}
B0 MESHTITRANS FEEH/S e G 378 O 378 {378}
305 01 CALATERS SERVICEF Q &g 294 4 294 {202}
TOTAL TRAVEL: IN-STATE 16,000 4,359 27,824 5] ZF, 825 611,824 F338%
THAINING
33140 TRAING Z2.0060 ] G 4] Q 2,000




DEPARTMENT &r CONSUMER AFFAIRS

ICGTAL EXAMINATIONS

CA BD OF DUCUPATIONAL THERAPY BUDGET REPORT RUN DATE 5/{1/2016
AS OF Bi3HZIOIS PAGE3
Fig 13
©8 BD OF OCCUPATIONAL THERAPY
YiD + FONT
DESCRIPTION BUDGET CURR. FONTH  YRJTQDATE  ENCUMBRANCE ENCUMBRANCE AL ANCE RERAIN
332 0O TUTN/RECISTRATH F s} 1,000 1,600 8 1,000 (1509
TOTAL TRAINING 2,000 1,008 1,000 ¢ 4,008 4 000 50.00%
FACILIVIES OPERATIONS
341 00 FAGILITIES OPERATI 45,000 0 o a 9 45,000
343 00 RENT-BLDG/GRND{NON 0 0 79,206 0 79,206 (78,208
347 0 FACILTY PLNG-DGS 0 135 1,624 0 1624 {1,624)
TOTAL FACILITIES OPERATIONS 45,000 135 80,830 0 80,830 (35,8300 F9.52%
P SVS - EXTERNAL
402 00 CONSULT/PROF SERV- 26,000 6 0 8 a 28
404 05 C&P EXT ADMINCR G o o 3,793 12,048 15,842 (15,847}
408 00 INFO TECHNOLOEY-EX o o 1,430 ) 1,430 {1,430)
TOTAL ©JP SVS - EXTERNAL 26,508 g 5222 12,049 47,274 8,728 33.57%
DEPARTMENTAL SERVICES
424 03 OIS PRO RATA, 245,000 12,159 242,841 ] 42,841 2,158
477 00 INDIRECT BISTRE GO 84,000 R 93,907 8 93,901 g8
437 30 D01 - IS4 PRO RATA 3,000 51} 2,948 6 7942 54
427 34 COMMLAICATIONS PRC 6,000 o 5,000 o £,000 0
TOTAL DEPARTMENTAL SERVICES 18,880 £2,309) 315,691 8 315,851 2,303 0.73%
CONSOLIDATED DATA CENTERS
428 00 CONSOLIDATED DATA g 1 118 o 118 (118
TOTAL CONSOLIDATED DATA CENTERS ) 1 118 o 118 (118) 8.00%
DATA PROCESSING
53100 INFORMATION TECHNO 4,000 o g 0 e 4000
£45 00 SOFTWARE-IT PURCH, o a 2717 a 2717 2717}
448 00 HARDWWAREXT PURCH, 4] Q 1295 g 1,255 1,245)
44900 £LECT WASTE RECYCL o 8 6 20 26 (28
TOTAL DATA PROCESSING 4,000 o 4,018 26 4,088 £38) -5.96%
CENTRAL ADMINISTRATIVE SERVICSS .
433 00 PRG RATA 65,002 o 65,704 o 65,704 298
TOTAL CENTRAL ADMEHSTRATIVE SERVICES 66,000 g 65,704 8 85,704 298 0.45%
EXAMINATIONS
404 03 /P SVS - EXT SUB e 500 3,575 4817 8,392 5.292)
& 550 3.575 4,817 8,392 (8,393) 0.80%




DEPARTMENT G- CONSUMER AFFAIRS

CA BD OF OCCUPATIONAL THERAPY BUDGET REPORT RUN DATE /112016
‘ AD OF &/30/2016 BAGE 4
FA&E 13
CA BD OF OCCUPATIONAL THERARY
Yih+ PONT
DESCHEIPTION BIIDGET CHRR, MONTH ¥YR-TO-DATE ENCUNMBRANCE FNCUMBRANCE BAL ANCE REREAIN
ENFORCEMENT
396 40 ATTORMEY GENLANTE 133,080 TETF 89,050 ] 68,050 £3,850
387 GO OFC ADMIN HEARNG-I 1,000 9,522 E74 o 20,874 {18,974)
£14 31 EVIDENCEMATINEGSS F g 500 3,107 2500 5,608 {5,606}
£14 34 EVIDENCE 1} pinls; 200 a 200 {200}
418 &7 COURT REPORTER SER ) 500 1,080 ¢} 1,090 (1,0803
427 3% D0k INVESTIGATID 44,0060 a7 40,321 5] 40,321 &7
TOIAL ENFORCEMENT 1¥5,000 18,020 134,741 2.580 FIT,240 37,768 21.58%
WINOR EQUIPMENT
22600 MINGR EQUIPMENT 8,000 g c 5 o 8.00C
226 10 MIN EQPMT-GEN-ADDY g G 1,063 3] 1,053 {1,053}
226 15 BIN EQPMT-GEN-REPL 0 Es] 4212 o} £943 {4,212}
226 40 MiN EGPMT-DF-ADRL a EL 1,205 53 1,285 {1,295}
776 45 AN EQPMT-DF-REPL 0 & G 3.375 B3.375 {3,375}
2658 N EQPMT-BHONE-AD 4] @ & 3,173 3.173 3,173}
TUTAL MINOR EQUIPMENT £,008 g 5,560 8,548 13,108 {5,108} -83.85%
TOTAL OPERATING EXPENSES & EQUIPIMEN 725,600 25,757 700,880 26,531 727,521 z.821 -0.35%
CA BD OF OCCURATIONAL THERAPY 4,437,000 28,304 1,285,526 26,531 1,315,057 121,343 £.4%%
1437000 286,304 1,288,528 26,531 1,315,057 121,843 8.459%




CETARQZE 1110 {PEST: A1 CAL2) 13,0,%.5,2,0, L6212, s . . . FapEEESERY RUN:0BF11/16 TIME:18. 15
PISCAT MONTE: 13 PY¥: 2015 G (INDEY} 5(PCA )} 2 (ACYSRC) O(NOFOND) FUND{ALL ] GL{£213}
DEFPT OF CONSUMER AFFATRS - REGULATORY B03DDS
BECETDTS BY CREANIZATION AND SOURCE
AS OF gs8f30/is

[ A PR AR R R S AR SN AT S S Y S PR T PP P PP PP E LY R S S L S Lt S A L A A L R Rtk kb R o b i3
ENY: iz FEY is

SECTION: 1z TR BD OF OCCUPATICNAL THERAPY

SUR-SECTION: 00

TNIT y 00

SUB-DNIT: ala}

BUS-5UB~-ONIT: 00

INDEX - 1475 Ci BD OF QOCCUPATIONRI. TEERAEY

SRR AT R AR A E Ak kR A AR AR R AR AR R R TR R R R AR AR E R EEFF AT A EE AR R LA BRI RF IR R R TR R R R EREITET R LR AL AR R AER R AARAECLEELRAAFE LR AL TR ARE TR A AR A RR T

PROGEAM

PG HL CMP TSK 2CR DESCRIPTION
PLANNED 2A2CTUAL RECEIFTS
FEF SOURCE ASKRC DESCRIPIION RECEIETS CURRENT MONTE TEBLR-ETO-DATE BALANCE
57 00 000 600 73017 REINS ~ Ck BD OF CCCUPATIONAL THEEAPY
001 991237 41 FINCERPRINT REPORTS 27 ,000.00 2.00 %3,258.00 1,258 506G~
Q01 991937 02 EXTERNAL/PRIVATE/GRANT C.00 G.60 5, 875 .06 5,875.86-
*TOTAL SOURCE S91937 22,080,080 D.0B 25,3133.00 7,133.490-
001 S95988 01 UNSCHED-INVESTTGATIVE COST RECOVE n.ce 4.00 2,8%9.60 2,.,895.00~
ATOTAL SOURCE 395988 U.G0 G.00 2,859,040 2,822.80-
#TOTAL PROG 67 22,000.00 Q.00 32,032.00 10,032 .00~
=#TOTAL REFERENCE 0L 22,006.00 .08 3Z,032.080 10,032.00-
§7 00 000 00C £3017 REVENUE Ch HD OF COCCUPATICNAL THERATY
o030  125800¢ €0 OTA DUP LIC FEE-315.40 0.00 0.00 2,64G.00 2,640.00-
°BR 125690 €V OTA DUF CERT FEES-$15.00 &.0o 2.00 575.00 £§75.00-
$84 125600 FT CITATION/FINE FTB COLLECTION 0.00 0.00 2435 .64 243 _H4w
gy 125600 00 OTHSER REGULATORY FEES 33,000.00 0.00 0.0C 23.000.6C
$a0 125600 18 CITATION & FINE FEE COLLECTED-VAR 4.60 G. 00 15,675.00 15,675.00-
80 125600 95 OVER/SHORT FEES 0.G0 .00 7.040 F.00-
*TOTAI. SOURCE 1255006 33,000.00 $.00 19,226.64 13,783.36
280 128700 0OC OT I¥ITIAL 140 FER-GURR 0.00 a.00 3117,281.00 137,281 .80~
g20 125700 Op OFA TNITIAL CHRE FEE-SVAR F.80 0.00 43,344,898 43,1445 .00~
S8¢ 125700 OE OFT LIMITED PERMIT-$75.00 0.C9 0.0¢ 32,304.00 3,200.00-
284 125700 OF OTA LIMITED PERMOIT $75.00 0.00 4.00 §00. 00 600G .00
980 125700 TE O RETINED STATGS FEE-525 0.00 O, 00 375.09 375.90-
a0 125700 TG OTa RETIRED STATUS FEE-$25 §.00 0. 00 125.00 125.00~-
S50 125700 UM OF APPLICATION FEE-S50 0.00 Q.00 54,898.80 54,898 .00~
SEC 123700 UN OTA APPLICRTION FEE-S50 G.00 G.00 1%,898.00 1%,898.00-
@30 125700 OO0 OTHER REGULATORY LICENSES 2D PER 242 ,0060.60 .60 &_8o 242,000.00
380 125700 9% OVER/SHORT FEES 0.048 [a ety 51L8.8% 616.9%~



https://TIME:18.15

CHTARGI4 1130
FISCAT, MONTH:

BWY:

SBCTION
SUB-SECTION:
UNET:
SUB~UNIT:
SUB-SUB~ UL :
INDEY:

CAL2)
2015

13,¢,8,8,2,0,

{DEST: A1
& {INDEE] 5(P{a

13 7Y

L 6212

CEPT OF CONSTMBER A¥PRIRS

HECEIPTS BY ORGAWIZATION ARD SOQURCE

15 is
11
aa
o0
U
an
1475

ES OF 06730716

FFY:
Ch BD OF OCCUPATIONL THSRATY

Ch BD QF CCCUPRIIONAL THERATY

Y 2 {AGYSRO) UI(NOFUND) FUNDALL ) @L(§212)
. REGULETORY BOARDS

tEsEkEEEEd RIM:08/31/16 TIME:18.15

DARE 1z

E AR RE R TR A TR R I TR R IR A AL SR A TR T R R A A AT TR R AR T AL R A SRR N AN AR B IR R AR A AT AR A AL AR AR LI R R RA AL AR T ARSI SRR RRE A AT AR IV TRA T AR FRE RS R AR ERIRAEERA AT ERE

PROGRAM
PE EL CHMP TSE

REF SOURCE
980 125700
980 125700
+TOTAL SCTRCE
980 125800
sS850 125800
SEO 1IZBOO
98¢ 125880
980 22580C
S80 125800
980 125800
*POTHL, SOURCE
80 125900
$50 125900
80 125200
*TOTAL SCURCE
980 141200
$TOTRAL SOURCE
380 142500
880 142500
*POTAT, SOURCE
$80 150306

DESCRIPTICN

PCR

91
$2 PRIOR TEZR REVENDE LDJUSTHENT
125700

EP OF INACTIVE RENEWAL LI FEBE-§25.0
B OTA TNROTIVE RENBEEL CERT FEE-323
Ci 2UTOMATED REVENUE REFUND CLATHM
00 RENERLT. FEES

2W BIENNTAL EENEWAL-OF $150

2X RBIENNIAL RENEWAL-OTA $is0

30 OVER/SHORT FEES

125800

TH DELINQ BIEEIAL-OT-§75

TH DELIND BIEMNIAL-OTA §$75

00 DELINQUENT FEES
125500

00 SALES OF DOCUMENTS
141200

(0 MISCELLANZEOUS SERVICES TC THE PUB
20 MISC. SER TO PUBLRIC - GENERAL
142500

GG  INCOME FROM SURFLUS MONEY INVESTH

FLANNED
RECEIZTS

24Z,000.00

0.00
0.06G0
Q.00
883,090C.460
G.Co
.00
G, a0

983,000.00

0.06
0.50
15,000.G0

15,006.00

g.c0
0.00
21,600.00
8.060
21,000.08

5,006.00

G.60
.00
35.00-
G.00
G.0¢
480.00
G.08

£55.00
0.00

4. 008
0.00

G.00
¢.00
Q.00
0.00
0.00

249,058.89

9,1480.00
1,225.00
9.00

.08

T2L, Q0060
162,815.460
22.50

e57F,162.50
1£,025.00
%,250.00
0.60

18, E75.400

22.00
22.00
0.00
22,285.08

22,295.00

13.8638.25

§,307-03-
S5.40

7,058.99-
9,100.00~
1,225.00-
0.08
983,000.00
794, 006 .00-
1562.815.00-
23.50-
1%,827.50
14,025.00-
2,2506.00-
15,00¢.00

1,275.96-

22.80-
22 00—
21,006.00
23,295.00-

1,285.09-

5,63%8.35~



https://5:638.25
https://13,638.25
https://8~OOO.OO
https://22,295.00
https://22,295.00
https://21"ooo.oe
https://22.QO-22.00
https://16~275.00
https://5,O{)O.OO
https://1.5,000.00
https://5,OOO.OO
https://2;,250.00
https://2,250.00
https://4,025.00
https://14,025.00
https://49-0.00-249,059.99
https://242,000.00
https://8,307.00
https://TEZRJ:!!.PY
https://TIMB:18.15

(3.2,8, LET1E, R . . . *EFFEEEFEY RIM:0B/11/7/16 TIME:18.15
(THOEE) S{pCAE ) 2 {ACYSRC) O [NOFOND)] PUND (BRI )} GLi€212) )
UEPT OF CONSUMER AFFALRS - RESULATOHY BCARDS
RECEIPTS BY ORGANIZATYON AND SOURCE
S OF 06/33/16

CSTARG24 11316 (DE3T: A1 CALI} 13,0,86
FISCAY, MONTH: 13 PBY¥: 2015 &

A E R R R R TR R R T R E AR A AR R T E R E R h A P T R A R R R T P R R R I A e R F A R A R E R R R AT A AR A TR R SRRV IR EREA R IR RS FLIRFFREFIIIREFRGRIAF AT LR R bk R d BAGHE 15
B 15 FFY: 5
SECTION: 13 C2 ED OF OCCURATICHAL THERZPY
SUB-SECTION: 0
UNIT: ae
SUB-UNIT: oo
SUB-sUB~UNIT: OO0
INDEX: 1475 C& BD OF OCCUPATIORAL THERAPY
W R R R E R R R R R R R R A R A R T A A AR R A P A R A R A R R A R r e kA R R T F R T T A R F A R I A IR AR F T AR A AT EELTF TR AT F IR B ER I XA BRIRARARETFE XTIV ERES
EROGRAM
PG EL TEE FCA DESCRIPTION
PIAMNED ACTUAL RECEIPTES
REF S00RCE ASRC DESCRIPTTON RECETDTS CURBENT MONTE YEAR-TO-DATE BAIANCE
*TOTAL, SOURCE 150300 8,060,008 4,1564.84 13,6328.25 5,638.25~
980 161400 OO ESCHENT OF UNCLATMED CHECES,WARRZA 1,000.00 0.00 6.00 1.00¢.00
S8C 161800 ©2 REVENTE (ANCRLLED WARRANTS - O.60 Q.00 F4£%.00 542 .40~
FTOIRL, BOORCE 1610080 1,008.00 G.a0 842,00 531.49
S0 LAI400 57 LISEONOREL CHNCRK FER-VAR 4.00 0.00 S06.048 S0g.00-
*FOTEL, SOURCE 1631400 .00 0.50 500, G0 500.6G0~
980 164380 00 PHNRLTY RSSESSMENTE 20,000,400 0.00 g.oo 29,600.00
980 164300 23 PREALTY ASSRSSMENTS 8.44d G.00 18, L4456 -G0 15, 446.00-
*#POTAT. SOURCE 164300 28,000.00 ¢.00 16, 446.00 3,5584.00
*TOTRL PROE &7 1,.323,0080.80 4,128.84 1,305,584.38 17,405.52
*TOTAL REFERENCE 280 1,323,0060.00 &, 125 .84 L,305,5584.38 17,405,682
*POTRL, [NDEX 1475 L.343,.008.00 4,128.23% 1,337,626.38 TFL3U3.52
*TOTAL §8C 11 1,345,000.80 4,125 .84 1,337,4626-.38 F,373.62



https://4,1.29.84
https://1,345,000.00
https://1,345.000.00
https://7~373.62
https://lT337~626.38
https://4~1.29.84
https://1.7,405.52
https://1,323,000.OD
https://2D:,OOO.QO
https://16,446.00
https://20,0-00.00
https://1,000.00
https://1,000.00
https://5,638.25
https://13,638.25
https://B~oao.oo
https://TIME~18.15

1),8. Degartment of Heath and Human: Sarylcas

N atioh,al Center for Health Workforce Analysis . Fonth Rescuross nd Senies hiitaion

Health Workforce Projections: Occupational Therapy and Physical Therapy

KEY FINDINGS
Between 2012 and 2025:

> Supply is estimated to grow by 46 percent for occupational therapists and 33 percent for physical
therapists.

» Demand is estimated to grow by 20 percent for occupational therapists and 23 percent for physical
therapists.

» The projected supply of individuals in each occupation exceeds the projected growth in service

demand for occupational theraplsts and physwal theraplsts

This fact sheet presents the national supply and demand for occupational and physical therapists
between 2012 and 2025 using HRSA’s Health Workforce Simulation Model (HWSM).! While the
nuances of modeling supply and demand differ for individual health professions, the basic framework
remains the same. The HWSM assumes that demand equals supply in the base year. For supply
modeling, the major components (beyond common labor-market factors like unemployment) include
characteristics of the existing workforce in a given occupation, new entrants to the workforce (e.g.,
newly trained workers), and workforce decisions (e.g., retirement and hours worked patterns). For
demand modeling, the major components include population demographics, health care use patterns
(including the influence of the Affordable Care Act insurance coverage), and demand for health care
services (translated into requirements for Full-Time Equivalents). Over the period studied, the model
assumes that current national patterns of labor supply and service demand remain unchanged within
each demographic group.” These projections do not account for the geographical distribution of
providers which may impact access to care in certain areas/communities.

BACKGROUND

Occupational therapy is 4 health, wellness, and rehabilitation profession that helps individuals maximize
their performance and functioning throughout the lifespan. Occupational therapists are prepared at the
Master’s or Doctoral level. They assess and treat people who are injured, ill, or disabled and help them
to recover, improve, and develop skills needed for daily living and working. Examples of common
occupational therapy interventions include: helping people recovering from strokes to regain life skills,
supporting elderly individuals with cognitive-behavioral or physical impairments to improve their
functionality, and helping children born with disabilities to fully participate in daily activities.

Physical therapists are professionals providing rehabilitation, habilitation, preventive, and risk reduction
services for patients. New physical therapists are now prepared at the doctoral level. Physical
therapists help assess, maintain, restore, and improve movement, activity, and health to enable
individuals to enjoy optimal physical function.

! This model uses a micro-simulation approach where supply is projected based on the simulation of career choices of individuat health workers. Demand for health i
care services is simulated for a representative sample of the current and future U.5. population based on each person’s demographic and socioeconomic charactenst:cs, FT-
health-related behavicr, and health risk factors that affect their health care utilization patierns. For more information on data and methods, please see :
htlu bbw. hrsa. guv/healthworkforce/sum)lydemand/simuIauunmodeldocumenmtmn pdf.

Papers, No 62. France CECD Publlshmg, 2013:8- Il
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FINDINGS

Between 2012 and 20235, supply is estimated to grow by 46 percent for occupational therapists and 33
percent for physical therapists (Exhibit 1). The demand for occupational therapists is projected to grow
by 20 percent and demand for physical therapists is projected to grow by 23 percent. Thus, the projected
growth in supply exceeds the projected growth in demand for services for both occupational therapists
and physical therapists. These projections suggest that the U.S. should have a more than sufficient
supply of occupational therapists and physical therapists to meet the projected growth in demand for

services by 2025.

EXHIBIT 1. Estimated Supply and Demand for Rehabilitation/Habilitation Services in the U.S., 2012-2025

Supply-.

Estimated supply, 2012 86,300 191,

Total supply growth, 2012-2025: 39,900 (46%) | 62,600 (33%)
New entrants 58,200 96,500
Changing work patterns(e.g., part time to full time hours) (2,510} (1,030)
Attrition (e.g. retirements, mortality) (15,790} (32,870)

Projected supply, 2025 126,200 254,200

Demia

191.600

‘Adequacy of supply, 2025

Estimated demand, 2012 86,300

Total demand growth, 2012-2025 17,600 (20%) | 43,500 (23%)
Changing demographics impact 17,200 (20%) | 40,800 (21%)
ACA insurance coverage impact 400 (0%) 2,700 (1%)

Projected demand, 2025 103,900 235,100

Projected supply (minus) projected demand

22,300

19,100

Several factors that influence demand are included in the HWSM. The aging and growth of the U.S.
population, the Affordable Care Act’s emphasis on wellness and prevention, and current initiatives to
betier manage chronic illness—including diabetes and heart disease—suggest that demand for
occupational and physical therapy services will remain high, and were factored into the projections
discussed here. A limitation of the model is that it does not account for other factors that might
influence demand, such as the increasing recognition of the needs of disabled Americans, including
veterans and those returning from foreign wars.

About the National Center for Health Werkforce Analysis

- The National Center for Health Workforce Analysis informs public and private-sector decision-making
~ related to the health workforce by expanding and improving health workforee data, disseminating
workforce data to the public, improving and updating projections of the supply and demand for health
workers. For more information about the National Center for Health Workforce Analysis please visit

our website at hitp://bhw.hrsa.gov/healthworkforce/index.htmi.
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Health Workforce Projections: Healthcare Support Occupations

KEY FINDING
Between 2012 and 2025:

%> All five healthcare occupations presented in this fact sheet will experience an increase in demand.

>  Demand will grow by 20 percent for respiratory therapy technicians, 17 percent for pharmacy technicians,
.17 percent for pharmacy aides, 23 percent for occupational therapy assistants and 24 percent for physical
therapy assistants,

This fact sheet presents the national demand for select healthcare support occupations for 2012 through 2025 using
HRSA’s Health Workforce Simulation Model (HWSM).! Supply projections are not included due to lack of
sufficient data to provide reliable estimates of future supply. Occupations discussed in this fact sheet include
respiratory therapy technicians, pharmacy technicians, pharmacy aides, occupational therapy assistants and
physical therapy assistants. While the nuances of modeling demand differ for individual health professions, the
basic framework within the HWSM remains the same. The HWSM assumes that demand equals supply in the
base year. For demand modeling, the major components include population demographics, health care use
patterns (including the influence of the Affordable Care Act health care coverage), and demand for health care i
providers (translated into Full-Time Equivalents). Over the period studied, the model assumes that current

national patterns of service demand remain unchanged within each demographic group.” These projections do not
account for the geographical distribution of providers which may impact access to care in certain communities.

BACKGROUND

Five healthcare support occupations are discussed in this brief: respiratory therapy technicians, pharmacy
technicians, pharmacy aides, occupational therapy assistants, and physical therapy assistants. Respiratory therapy
technicians assist respiratory therapists and physicians and provide medical treatment to patients with breathing
and cardiopulmonary problems such as asthma or emphysema. Under the direction of other health professionals,
they can also provide medical aid to adults that have lungs problems or babies with undeveloped lungs.
Respiratory therapy technicians require an associate’s degree and need to be registered.

Pharmacy technicians help licensed pharmacists dispense preseription medication. They generally have a high
school diploma and learn through on the job training, Pharmacy technicians are regulated in many states.
Pharmacy aides perform administrative and customer services tasks in a pharmacy such as recording drug
inventory and filing prescriptions, and have no formal education requirements.

Occupational therapy assistants have direct involvement in providing therapy to patients and work under the
direction of occupational therapists. Occupational therapy assistants must have an associate’s degree and may be
certified. In most states, occupational therapy assistants must be licensed. Physical therapist assistants wotk under

!This model uses a micro-simulation approach where supply is projected based on the simulation of career choices of individual health workers. Demand for health
care services is simulated for a representative sample of the current and future U.8. population based on each person’s demographic and sociosconomic characteristics,
health-related behavier, and health rislk factors that affect their health care utilization patterns. For more information on data and methods, please see BHW HRSA
Health Workforce Supply and Demand Simulation Model,

2 Ono T, Lafortune G, Schoenstein M. “Health workforce planning in OECD countrics: a review of 26 projection models from 18 countries.” OECD Health Working
Papers, No. 62, France: OECD Publishing; 2013:8-11.




require licensure.

FINDINGS

Exhibit 1. Estimated Demntand for Selected Health Support Occupations in the U.S., 2012 — 2025

the direction and supervision of physical therapists, implementing components of patient care plans, helping
obtain outcomes data from physical therapy interventions, and modifying therapies to progress the patient or to
ensure patient comfort and safety. Physical therapist assistants must have an associate degree, and many states

There were approximately 13,500 respiratory therapy technicians, 334,400 pharmacy technicians, 42,600

pharmacy aides, 29,500 occupational therapy assistants and 76,500 physical therapy assistants nationally in 2012.
Demand for both pharmacy technicians and aides is projected to grow 17 percent between 2012 and 2025 (Exhibit
1}. During this same time period, demand for respiratory therapy technicians is projected to increase by 20
percent and occupational therapy assistants by 23 percent. Physical therapy assistants are expected to see the most
growth in demand at 24 percent.

e 3Resp1rat0ry | Pharmacy | -Pharmacy Occupatlonal ““Physical -
' _ + | technieians | aides : | - therapy ~‘therapy -
- .:-techmcmns g T assistants | assistants
Fistimated demand, 2012 13,500 334,400 42,600 29,500 76,500
Total demand growth, 2,700 (20%) | 54,600 (17%) | 7,200 (17%) 6,900 (23%) | 18,400 (24%)
2012-2025:
Changing demographics 2,500 45,900 6,000 6,600 17,300
impact
ACA insurance coverage 200 8,700 1,200 300 1,100
impact
Projected demand, 2025 16,200 389,000 49,800 36,400 94,900

About the National Center for Health Workforce Analysis

Factors that influence demand are integrated into the HWSM, including the aging and growth of the U.S.
population and the implementation of the Affordable Care Act. The growing elderly population will lead to
increased incidence of illness and chronic conditions and greater demand for health care as well as pharmacy
services. The Affordable Care Act’s emphasis on wellness and prevention will lead to increased use of health
resources (impacting all health care occupations overall), and the increase in the number of Americans with
prescription drug coverage will lead to increased use in pharmacy services (impacting primarily the pharmacy
occupations). Together, these two factors sugpest that demand for pharmacy, respiratory, occupational, and
physical therapy services will remain high.

The National Center for Health Workforce Analysis informs public and private-sector decision-making related to
the health worlcforce by expanding and improving health workforce data, disseminating workforce data to the
public, and improving and updating projections of the supply and demand for health workers. For more
information about the National Center for Health Workforce Analysis please visit our website at bhw.hrsa.gov/

healthworkforce/.




L e e L e e e




L BOUNDATION

» gty Logidavares

NCSL Partnership Project on Telehealth

In December 2014, NCSL brought tegether state legislators, legislative staff and private industry
representatives to discuss telehealth adoption and barriers. The group met for one year and focused
its attention on three policy areas: reimbursement of telehealth encounters, licensure for telehealth
providers, and patient privacy, safety and security. This white paper represents the cutcome of those
discussions and provides options for state policymakers in those three areas.

Steering Committee Co-Chairs
Elizabeth Steiner Hayward, State Senator, Cregon
Dave Heaton, State Representative, lowa

Steexing Committee Members
Sue Beffort, State Senator, New Maxico
Anna Broome, Legislative Analyst, Office of Pclicy and Legal Analysis, Maing
Jean Cantrell, Vice President, State & Local Government Relations, Philips
Catherine Dupont, Associate General Counsel, Legislative Research, Utah
Richard Farnsworth, State Representative, Maine
Dan Felton, Senior Manager, State Governmant Relations, Philips
Diane Franklin, State Reprasentative, Missouri
Gary Fuchs, Senior Director, Government Relations, HP Inc.
Elaine Harvey, State Representative, Wyoming
Kristi Henderson, Chief Telehealth and Innovation Officer, University of Mississippi Medical Center;
and American Association of Nurse Practitioners
llene Henshaw, Directer, Health and Family Team, AARP
Casey Kline, Senior Staff Attorney, Legislative Services Agency, Indiana
Tay Kopanes, Vice President, Health Policy, State Government Affairs, American Association of
Nurse Practitioners
Pavid Korsh, Director, State Affairs, Blue Cross Blue Shield Association
Kevin Lundberg, State Senator, Colorado
Beth Martinez Humenik, State Senator, Colorado
Don Perdue, State Delegate, West Virginia '
Marcus Riceelli, State Representative, Washington
Kevin Riordan, Regional Vice President, Federal Relations, Anthem
Elaine Ryan, Vies President, AARP
Jeffrey Sanchez, State Representative, Massachusetts
Kristin Schleiter, Senior Legislative Attorney, American Medical Association
Carol Shaw, Principal Program Evaluator, General Assembly, North Carolina
Debi Tucker, Executive Director, State Issues Forum, American Hospital Association

NCSL Project Staff
Kate Blackman, Policy Specialist, Denver {kate.blackman@ncsl.org)
Laura Tobler, Division Director, Denver (laura.tobler@ncsl.org)

NCSL Foundation for State Legislatures Staff
Caroline Carlson, Director of Development, Denver (caroline.carlson@ncsl.org)

© 2015

2 NATIONAL CONFERENCE OF STATE | EGISLATURES



mailto:caroline.carlson@ncsl.org
mailto:Iaura.tobler@ncsl.org
mailto:kate.blackman@ncsl.org

Contents

EXECttive STMIMATY...........ocoionmmerersimesssssessessensrssnsrssassassss s assnsssesnas 4
OVEIVIEW........tvcieronienir s ssss s srss s sa s s s st s 6
Effectiveness and valte...........ocvveiermeninnesenmncessmmscs oo, 7
POLCY SSSUES ...covcvrvnriscisriscsces e cssres s enessesesentssabessssooe veasranaane 10
Coverage and reimbursSement. ... ..., 10
IMEICATE wovvvvisvsrscssssiinmssesssiesssesesrssnissssssssssesssosssseisrasinesasesessssesesssmserssens 11
Medicaid 1
Private payers and state employees.... i 14
Coverage and reimbursement policy checklist....... 15
LiCENSIKE ....oovrenrceriniciinirns e ssscasenens et sias 16
Licensing options ..o 16
Federal effOrls «.omceomssermesiimmiicsersis s 18
Related SSUES 1vvverrerecerersieeeesccemreanress s essemnecsessserssssessassmssssssassssarossinens 18
Licensute policy checklist . s 19
Safety and secutity ..., SR 20
Patient-provider relationships and prescribing......vmesisimssmsinns 20
INFOTIE COMSENLE ivvverrenruecrirerresrssresssnsresersscssestsorscssmtsesssinsssssssisssssesssanss 21
Related ISSUES .ocommrerenrrerrsecirersensearere e creseventsrerrranesasesasesress 22
Safety and security policy checklist ..o 23
CONCIUSION ..o sesere e ercsm s sssssessarss s srsasesaess 23
INOLES ... s s s b e e b e ba e 26
Acknowledgments

NCSL gratefully acknowledges the support of the following pariners
for thelr financial involvement and participation:

AARP
American Assoofation of Nurse Practitioners
American Hospital Association
American Medical Association

Anthem
Blue Cross Blue Shield Association
Hewiletf Packard
Fhilips
© 2015 3 NATIONAL CONFERENCE OF STATE LEGISLATURES




EXECUTIVE SUMMARY

Telehealth presents one strategy to help achieve the triple aim of better
health care, improved health outcomes and lower costs. It is widely
acknowledged for its potential to ameliorate health care workforce issues by
creating efficiencies and extending the reach of existing providers. With the
potential to overcome access barriers, telehealth is also viewed as a means
to reduce health disparities for aging and underserved populations, as well
as reduce costs and burdens for patients.

Telehealth is a tool that capitalizes on technol-
ogy to remotely provide health services. The
federal Heailth Resources and Services Admin-
istration {HRSA) defines telehealth as “the use
of electronic information and telecommunica-
tions technologies to support and promote long-
distance clinical health care, patient and profes-
sional health-related education, public health,
and health administration.” It encompasses
health-related services, including patient edu-
cation, provider consultation and training, and
remote care and home monitoring.

The adoption and expansion of telehealth
across the nhation posas various challenges,
some of which present policy questions for state
leaders. This report focuses on the following
three primary policy issues related to telehaalth.

+ Coverage and Reimbursement: Differ-
ences in payment and coverage for tele-
healih sarvices in the public and private
sector, as well as different policies across
states, remain a barrier for widespread tele-
health use. States have enacted varicus
policies related to Madicaid, and in many
cases, private paysrs. Siate policy typically
determines what constitutes telehealth; the
types of technologies, services and pro-
viders that are eligible for reimbursement;
where telehealth Is covered and how; and
other guidelines.

+ Licensure: With technology's ability fo
span stale borders, provider licensure
portability is a key issue that states are
examining to expand access and improve
efficiency in the existing workforce. Poli-
cymakers are addressing practice across

state lines through various mechanisms,
including reciprocity with other states and
interstate compacts.

«  Safety and Security: Ensuring safe tele-
health encounters for patients, as well as
privacy and data security, has become an
increasingly important issue as telehealth
has grewn. Scme states are ensuring pa-
tient safety by defining which services are
appropriate to be delivered remctely, cre-
afing guidelines for establishing a patient-
provider relationship and mandating certain
informed consent requirements.

Policymakers are working to craft frameworks
that capitalize on the benefits of telehealth, while
maintaining an appropriate level of oversight to
safeguard state investments and ensure effec-
tive health care delivery and health outcomes.

Legislators can ask questions fo learn more
about benefits, opportunities and challanges re-
lated fo telehealth in their states. Leaders can
guide policy discussions that center on telehealth
as a way o extend existing health care services,

In considering telehesalth pclicies, legislators
may want to convene & variety of stakeholders
from all sectors and parspectives. Policymakers
modifying or creating policies may consider the
lavel of oversight neaded to ensure that servic-
es are sffective in terms of costs and outcomes,
and balance those needs with potential unin-
fended consequences or future hurdles as tele-
health continues to develop. Reimbursement,
licensure and patient safety-—along with new
challenges and apportunities—will continue to
be issues for state leaders to considar.

& 2018
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OVERVIEW

Telehealth offers one potential'strategy to help
achieve the friple aim of better health care,
improved heaith outcomes and lower costs.
States spend a significant portion of their dol-
lars on health care, and despite a recent slow-
down, new projections estimate that health care
spending in the United States will increase by
an average of 5.8 percent per year from 2014
to 2024.2 While- examining cost drivers, state
leadars are locking to leverage resources in a
cost effective manner that improves health for
the population.

Telehealth is a tool—or means—aof delivering
care that capitalizes on technology to remotaly
provide health care and other health services. It
brings the services directly to the patient, chang-
ing the way patients and their families can inter-
act with providers and the health care system.

With this mechanism for care delivery on the
nise, many advocates and experts believe tele-
health will continue to grow and gain accep-
tance. Use of telehealth services is expected

to grow from 250,000 patients in 2013 to 3.2
million patients in 2018.% This trend is playing
out in state legislatures, as more than 200 tele-
health-related bills were infroduced in 42 states
in 2015.4 State leadeis are grappling with how
to leverage the potential of telehealth while also
ensuring appropriate use, health outcomes and
safety. This report describes scme of the frends
and issues in state telshealth policies, and kay
considerations for lawmakers,

The roots of telehealth have been linked to in-
novative ideas from the late 1800s and early
1900s, as evidenced in an 1879 Lancet article
that cited using the felephone to reduce un-
needed office visits.® Over the past few de-
cades, telehealth has been largely viewed as
a means ¢ reach rural communities, which
typically face additional barriers to accessing
care, such as fewer providers and greater travel
distances. However, telehealth is increasingly
being viewed more broadly as a way to reach
multiple populations in different settings and to
address varicus health care issuss.

Telehealth Is widely acknowledged for the po-
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tential fo ameliorate health care workforce
shortages and maldistributions. Though it does
not increase the size of the provider workforce,
it can help better distribute providers by creating
efficiencies and extending the reach of existing
providers. With its potential to overcoma work-
force and access barriers, telehealth is also
viewed as a means to reduce heaith disparities
for aging and underserved populations, as well
as reduce costs and burdens for patients as-
sociated with lost work time, transportation and
child care.

Teiehealth can increase health care access in
other ways, including, for example, the ability
to access care outside typical provider office
hours or in different settings such as homes,
long-term care facllitles, schools, workplaces or
prisons. By improving access to lower-cost pri-
mary and necessary specialty care, telehealth
could provide timely, accessible care in lower-
cost environments and help reduce expensive
emergency room {ER) visits. For older peopls,
telehealth may assist family caregivers, support
aging in place and reduce institutional care. And

certain felehealth modalities may be especially
helpful in managing chronic conditions at home,
thereby reducing ER and hospital readmissions.

The possibility to improve health,® along with
consumer demand for convenience, is also a
driving factor for many health leaders and pro-
viders to invest in telehealth programs. For ex-
ample, 74 percent of consumers reported that
they were likely to use online services.”

EFFECTIVENESS AND VALUE

Telehealth can help achieve the goals of the
triple aim—improving care, beftering health and
lowering costs—by improving access to ap-
propriate, lower-cost services, such as timely
primary or speclalty care, or through lower-
cost settings, including cfinics, homes or work-
places. For example, it is viewed as a bengficial
tool to support patients and family caregivers in
home health care for alder Americans, who are
a growing population and account for about 75
percent of health care costs. The Centers for
Medicare and Medicaid Services (CMS) notes

© 2015
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that telehealth is viewed as a cost-effective al-
ternative to traditional service delivery.?

Telehealth is often cited as effective for providing
comparable—or no difference in—patient care
and outcomes compared to traditional care de-
livery. The American Telemedicine Association,
a telehealth advocacy organization, suggests
that much of the research has found care pro-
vided through telehealth to be comparable to in-
person care without differences in the ability to
cbtain necessary information, make a diagnosis
of develop a treatment plan.® A recent review of
93 randomized control trials—the golid standard
of research—found similar or better oufcomes
through telehealth alone or telehealth with usu-
al care, as compared to usual care alone, for
patients with a variety of health issues.!® The
findings were primarily related to patients with
heart fallure and diabetes, but some evidence
supports comparable outcomes In areas such
as mental health and dermatclogy.

In terms of clinical outcomes and cost effective-
ness, many note that more resaarch is needed.
The review of randemized control trials conclud-
ed that effsctiveness of telehealth may depend
on different facters, including patient population
(e.g., disease or conditicn), how telehealth is
used (e.g., clinical visit, remote moritoring), and
the health care providers or systems involvad
in delivering telehealth. The review noted that
limited data were available on patient and pro-
vider satisfaction, as well as costs. Similarly, a
stakeholder group convened by the Center for
Connected Health Policy concluded that "larg-
ef, longer, more rigorously designed controlled
studies” were needed to better evaluate tele-
health."

Many of the peer-reviewed, rigorous studies of
telehealth cost effectiveness are only recently
emerging,’? and therg are multiple challenges
associated with measuring and making gen-
eralized conclusions abeut cost effectiveness.
The studies in this field are each limited to dif-
ferent telehealth modalities, settings, diseases
or cenditions, or patient groups.™ This makes if
difficult to make a broad statement about cost
effectiveness in telehealth as a whole. The rapid

pace of technological change in the field,™ as
modalities and use change, also create chal-
lenges to keeping the research relevant.

Researchers, states and other groups are trying
to measure the effects of telehealth on costs.
For example, among 12 peer-reviewed stud-
fes published since 2007, most of the research
found cost savings or no difference in telahealth
comparad to traditional care delivery {see box
on page 10 for examples).”s In addition, in a
report required by legislation, Maryland's De-
partment of Health and Hygiene found that
Medicaid expenditures using a "hub and spoke”
telemedicine model could increase costs for the
state between $500,000 and $700,000 through
increased service use. The report also suggest-
ed the projected increases weare relatively small
and would likely be offset by the reductions in
ER visits and transportation costs. In a differ-
ent context, an analysis of varicus private payer
data found cost savings of approximately $126
for each commercial telehealth visit, compared
to in-person acute care.” It also estimated that
Medicare could save around $45 per telehealth
visit.

Data on outcomes and cost effectiveness are
vital to policymakers seeking to invest state re-
sources wisely and will continue to be important
moving forward. State leaders can support col-
lecting and measuring data on telehealth ser-
vices to help strengthen the evidence base. Rel-
evant data may include service, cost and health
information found in claims dats, pharmacy re-
cords and pafient medical records. Even data
from remote patient monitoring or wearable
electronics (such as activity trackers} may
provide valuable information. Data analytics,
including a comprehensive strategy for collect-

“ing and using data among multiple health care

stakeholders, is increasingly iImportant to under-
stand cost drivers and manage the population’s
health. State reforms, including alternative pay-
ment and delivery models, will also likely have
implications for the use, outcomes and costs
associated with telshealth. Policymakers may
wish to consider the roles c¢f teleheslth, along
with avaitability and integration of data, when
examining system reforms.
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POLICY ISSUES

Telehealth adoption and expansion across the
nation bring various challenges, some of which
present policy questions. for state leaders. For
example, lack of broadband and cellular connec-
tivity, and availability and affordability of devices
for consumers and providers can hinder tele-
health. The telshealth field is changing rapidly,
and in some cases, technology may be getting
ahead of policy. Policymakers are working to craft
frameworks that capitalize on the advancements
and potantial for telehealth, while maintaining an
appropriate level of cversight to safeguard state
investments and ensure effective health care de-
livery and their constituents’ health outcomes.

This report focuses on the following threa primary
policy issues related to telehealth often cited by
advocates, providers and lawmakers.

* Coverage and Reimbursement: Differenc-
es in payment and coverage for talshealth
services in the public and private sector, as
well as different policies across siates, re-
main a barrier for widespread telehealth use.

« Licensure: With technology's ability to span
state borders, provider licensure portability
is & key issue that states are examining to
expand access and improve efficiency in the
existing workforce.

« Safety and Security: Ensuring safe tele-
health encounters for patients, as well as
privacy and data security, has become an in-
creasingly important issue as telehealth has
grown.

COVERAGE AND
REIMBURSEMENT

Coverage and payment are important pieces for
all parties involved in telehealth. Health care pro-
fessionals may be concerned about adsquate
payment for providing services remotely, and lack
of payment could affect their ability to invest in
felehealth technologies.® Similarly, differences
in coverage may leave some patients without
access to services that could be delivered via
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telehealth. Federal policies have conseguences
for telehealth under the Medicare program, but
states have a great deal of flexibility in other ar-
eas, States have taken different paths in reim-
bursement policies for Madicaid programs and,
in some cases, for private carriers.

Medicare

Medicare, the federal insurance program for
people age 65 and older and younger people
with disabllities or certain conditions, began
covering telehsalth on a limited basis in 1997.22
Though Medicare is a federal pregram, it affects
what states can do for vulnerable populations,
including those dually eligible under Medicare
and Medicaid. Over time, the program has ex-
panded its scope in terms of telehsalth, but
many limitations remain in place.

Medicare specifies relmbursement only for cer-
tain telehealth modalities, services and locations,
inciuding geograghy:. It limits coverage to live-vid-
eo {real-time audio and video technoclogy) tele-
health for office visits, office psychiatry services
and provider consultations.? Store and forward
methods are only covered in Alaska and Hawali,
the two exceptions to the live video policy, and
remote patient monitoring is not covered at all.

Reimbursement for teleheaith under Madicare
is also dependent on the lecation of the benefi-
ciary, or patient, receiving the services. The site
of the patient—also known as the originating
site— must be a rural location, which is defined
as a Health Professional Sheortage Area (HPSA)
or in a county that is ouiside of a Metropolitan
Statistical Area (MSA}.* In additicn, while the
provider can be remote, the originating site must
be a medical facility, which includes certain set-
tings such as hospitals, provider offices, critical
access hospitals, rural health clinics, federally
qualified health centers, skilled nursing facilities
and community mental health centers.®® This
restriction excludes settings such as patlents’
homes.

States have the ability, through the Affordable
Care Act (ACA), to use ifelehealth in integrat-
ing coverage for the dually eligible under both

Medicare and Medicaid. Currently, Georgia,
New York and Virginia cover telehealth services
for their dually eligible populations through the
Centers for Medicare and Medicaid Services
{CMS) Capitated Financial Alignment Model for
Medicare-Medicaid Enrolless,® And under CMS
approval, Virginia has waived some of tha Medi-
care barriers to telehealth. For example, Virginia
allows plans to use and reimburse for telshealth
in rural and urban settings, including store and
forward and remote patient monitoring services.

At least two pending congrassional bills would af-
fect telehealth practices for Medicare. The Medi- -
care Telehsalth Parity Act (HR 2948), one of sev-
eral proposed federal pieces of legislation, would
expand teleheaith under the Medicare program.
Among other things, it would amend the defini-
tion of an originating site and direct the Govern-
ment Accountability Office to study the effective-
ness and savings of certain telehealth services.
The Telehealth Enhancement Act (HR 2066} also
seeks 10 expand telehealth under Medicare, in-
cluding by expanding originating sites and autho-
rizing accountable care organizations to include
telehealth and remote patient monitoring as
supplemental health care benefits, as well as in
a national pilot on payment bundling. Both bills
ware introduced in 2015 and remain under con-
sideration at time of publication.

Many state policymakers and telehealth stake-
holders view the Medicare policies as burden-
some barriers to telehealth growth. Because of
the restrictions, many states are now leading
the way with innovative policies for programs
that fall under their purview.

Medicaid

States have significant control and flexibility in
their Medicaid pragrams, unlike in Medicare, in-
cluding the ability to decide Medicaid coverage
and reimbursement for telehealth. According to
CMS, "states are encouraged to use the flexibility
inherent in federal law to create innovative pay-
ment méthodologies for services that incorporate
telemedicine technology.*®” State policy typically
determines what constitutes telehealth; the types
of technologies, services and providers that are
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eligible for reimbursement, where telehealth is
covered and how; and other guidsfines.

Based on analysis from the Center for Con-
nected Health Policy, the American Telemedi-
cine Association and NCSL research, telehealth
coverage and reimbursement in state Medicaid
programs vary considerably:®

«  Almost all states (49) and the District of Go-
lumbia have some coverage for telehealth.

*  Nearly all reimburse for live video telehealth.

» Nine states—Alaska, Arizona, California,
llinois, Minnesota, Mississippi, New Mexi-
co, Oklahoma and Virginia—raimburse for
store and forward services.

« At least 17 states have some reimburse-
ment for remote patient monitoring (RPM)
in Medicaid: Alabama, Alaska, Colorado, lI-
linois, Indiana, Kansas, Louisiana, Maine,
Massachusetts, Minnesota, Mississippi,
New York, South Carolina, Texas, Utah,
Vermont and Washington, plus Pennsylva-
nia and South Dakota, who reimburse for
RPM through their departments of aging.

+  Most states specifically exclude—or do not
specify inclusion of—email, phone and fax
in their definitions of telehealth services
that can be reimbursed.

Within these reimbursement structures, there
are many huances among states. For all mo-
dalities, states may restrict the types of services
and specialties, the types of providers and the
location of the patient in order to be eligible for
reimbursement.?® For example, 48 states have
some coverage for mental or behavioral health
services provided via live video, whereas eight
states reimburse for telehealth under their home
health services.®® In addition, 19 states aliow
fewer than nine provider types to receive reim-
bursement for telehealth {including four states
that allow reimbursement only for physicians),
while 15 states and the Distiict of Columbia do
not specify the type of provider.*

Though some states created geographic limits
similar fo Medicare, requiring that patients be
located in rural settings, the trend increasingly
is for states to remove these restrictions: The
majority of states do not currently have rural
requirsrents. For example, Nevada, Michigan
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and Missouri removed their geographic restric-
tions in recent years, and Colorado (HB 1028)
removed its requirement during the 2015 legis-
lative session.

States may also require other conditions for Med-
icaid reimbursement for telehealth. They include,
for example, the type of site that can be an origi-
nating site (where the patients located) or distant
slte (where the provider is located), and whather
another provider must be present with the pa-
tient as a “telepresenter.” Currently, states are
relatively split in regard to these reguirements.
Twenty-four siates and the District of Columbia
do not speclfy a patient setting or patient loca-
tion as a condition of payment.®? Half of all states
allow a patient's home to serve as an originating
site, and 16 recognize schools or school-based
health centers.® And 28 states and D.C. do not
require a telepresenter during the telehealth en-
counter or on the premises during the serviee.®

As states continue to transform the ways they
deliver and pay for care, telehealth is one tool
that may be deployed within state reforms. For
example, 24 states allow ielehealth services
under Medicaid managed care.® In some re-

spects, alternative models such as Managed
Care Organizations (MCOs) and Account-
able Care Organizations {ACQOs) that typically
have capitated payments {e.g., per member,
per month) or global payments for patient care
have greater ability to cover telehealth. These
approaches often emphasize care coordina-
tion, and the payment models share risk while
providing incentives for positive oufcomes and
value of care over volume of services. These
models may offer more flexibility and incentive
to offer services via telehealth. In fact, some ar-
gue that the fee-for service model is a barrier
to telehealth.* The global payment structure in
MCOs and ACOs may allow hospitals, clinics
and other providers the ability to invest some
resources in telehealth, and realize the benefits
and cost savings in the future.*

States can experiment with some of these alter-
native approaches through Medicaid state plan
amendments, waivers and grants. Alabama,
lowa, Maine, New York, Ohio and Weast Virginia
have used state plan amendments that include
telehealth in their health home proposals. Kan-
sas, Pennsylvania and South Carolina have
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MEDICAID AND PRIVATE PAYER COVERAGE

% Medicaid only

ﬁ Medicaid and private payers

ﬂ None

No Information

used waivers to cover remote patient monitor-
ing for long-term care services.®™ In addition,
components of Vermont and QOregon's State
Innovatien Model (SIM) grants from the Center
for Medicare and Medicaid Innovation {CMMI}
included telehealth pilots. Massachusetis uses
SIM funds to support behavioral health integra-
tion in primary care, including through felehaalth.
Hawaii also received support from CMMI for its
State Innovation plan, which included expand-
ing telehealth services, and Arkansas similarly
included telehealth a8 a tool to increase avail-
ability and access to services, As lawmakers ex-
amine telehealth, they may consider it within the
context and goals of any of these experiments,
or within other state delivery or payment system
reforms. Telehealth policies around reimburse-
ment in particular may need to be examined or
developed to promote reform goals—aligned
with the triple aim—of containing costs and/or
better coordinating care to improve health.

Private Payers and State Employees

Many states have adopted policies related to
private payers, including coverage and reim-

AND REIMBURSEMENT POLICIES

Note: Not all private payer
laws require coverage of
telehaalth.

Sources: American
Telemedicine Asscciation;
Center for Connected
Health Policy; NCSL

bursement of telehealth in order to faciliiate wid-
er access and adoption. State laws governing
private payers vary; Some stipulate certain cri-
teria if payers choose to cover telehealth; some
require coverage of telehealth for certain servic-
es, certain populations or all beneficiaries; and
others require certain payment for telehealth.

In states that mandate reimbursement, some
require that reimbursement is “equivalent to” or
at the same rate as in-person services. Others—
such as Colorado, Missouri and Virginia—require
payment "cn the same basis,” as in-person ser-
vices, which some argue may better take into
account cost differences that could be achieved
through telehealth, such as lower facility and
administrative fees. Currently, 32 states and
the District of Columbia have telehealth parity
laws, some of which will go into effect in 2018
or 2017.% Full parity—which exists in at least 23
states and the District of Columbia, according to
the American Telemedicine Association—is con-
sidered when both coverage and reimbursement
are- comparable to in-person services.* Many
staies with parity laws stipulate that telehealth
services are subject to the terms and conditions
of the contract, or similar language.
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Regardless of parity laws, some private insur-

ers choose to cover telehealth services for all or
a select segment of their members. For exam-
ple, through Live Health Online, Anthem offers
online live video telehealth visits with providers
as a covered benefit for members in most of
their commercial markets. These servicas are
also available for a fee to non-members.

Al states provide health insurance coverage for
their employees. While there is significant varia-
tion between individual states, states collectively
paid about $25 billion in 2013 te insure their em-
ployees.* State employee health coversge is a
significant portion of state health spending, sec-
ond only to Medicaid.* Tweniy-four states allew
some type of coverage for telehealth in state
employee plans, with 21 extending the coverage
through their parity laws.*

For states considering healih care reforms, in-
cluding telehealth implementation, employee
plans can provide a medel for other employ-
ers¥ or serve as a demonstration for poten-
tial new policies and services. North Dakota,
for example, recently enacted legislation (HB
1038) to pilot telehealth in its employse health
program.

Coverage and Reimbursement Policy Checklist

= Examine existing policies related to telehealth reimburse-
ment and coverage in your state. Ask guestions such as:
Which providers can be reimbursed? For which services
and telehealth modalities? Where must a provider or
patient be located to ensure payment or coverage? What
other policies affect coverage and reimbursement?

+  Consider existing definitions of telehealth, and fo what ex-
tent they may enable or constrain telehealth. Explore other
states’ definitions; weigh benefits and obstacles fo promot-
ing consistent language across states to help standardize
telehealth.

+  Look at Medicaid and state employee reimbursement
policies and, if appropriate, consider expanding covered
services.

+  Evaluate the benefits of telehealth expansion within the
context of other state needs. Consuilt with stakeholders
and/or consider studying the potential initial costs asscci-
ated with increased service utilization versus other state
budget neads and the potential to save money in the
future.

«  Work with private carriers to determine if coverage require-
ments would help promote growth of telehealth in your
state. If o, consider the level and requirements of parity.
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LICENSURE

Licensure, and license portability, is an impor-
tant issue for states looking at expanding pro-
vider networks beyond its borders through tele-
health er other means. Licensing policies can
also halp address existing workforce shortages
and the greater provider workloads resulting
from more insurad patients through the ACA.

Licensure is the responsibility of each state,
which determines the qualifications to be licensed
providers within its borders and the services and
circumstances for health care practice. Threugh
licensing, states have the authority fo protact
patients located In their borders and hold health
care providers accountable to their practice, pa-
tient safety and liability laws. Telehealth can be
delivered under current state licensure laws. Li-
censure is based on the location of the patient—
providers abide by laws and requirements in the
state where the patient receives services—which
poses challenges for providers and states seek-
ing to expand access across state lines, particu-
larly through teleheaith.

Licensing Options

Most providers are licensed in the state in which
they practice health care, and providers wish-
ing to practice in other states can apply for full
licenses in those states. Credentialing, which is
discussed on page 19, is ancther issue in tele-
health related to licensure.

In order to provide services via teleheaith
across state lines, some states grant temporary
licenses, telehealth-specific licenses or have
reciprocity with neighboring states. Wyoming,
for example, offers a femporary, expedited li-
cense for telehealth for physicians and physi-
gian assistants. Nine states—Alabama, Loui-
siana, New Mexico, Nevada, Ohio, Oklahoma,
Oregoen, Tennessee and Texas—have special
licenses related to telehealth.*® These allow
physicians to provide services ramotely across
state lines, and typically include certain ferms,
such as agreeing net to set up a physical office
inthe state. Other vehicles for out-cf-state prac-
tice, though used less often, include reciprocity

and endorsement. Some states, such as Ala-
bama and Pennsylvania, have agreements with
other states to grant a license to out-of-state
physicians that reciprocally accepts the home-
state license. Endorsement, as in Connecticuf,
simply allows an out-of-state physician to obtain
an in-state license based on his or her home-
state standards.*®

Interstate compacts are another avenue for
cross-state licensing that may promote and ex-
pand telehealth. Compacts are formed when a
certain number of states enact the same legisla-
tion, with specific language that must be adopt-
ed. Joining a compact is voluntary on the part of
the provider in compact states. States maintain
their authority to monitor and discipline provid-
ers in their states, and both the home and other
compact states have jurisdiction to do s0 over
the health care professionals providing care
within their borders. Compacts have the ability
to expand provider networks, facilitate expedit-
ed help from out-of-state providers in the wake
of disasters, and allow states to share informa-
tion about bad actors. On the other hand, some
parties may resist compacts for fear of losing
authority, and others are concerned about costs
for the state or providers related to implement-
ing compacts.

Licensure compacts have been created for pro-
viders such as physicians, nurses and advanced
practice registered nurses. The Federation of
State Medical Boards' (FSMB) Interstate Medi-
cal Licensure Compact for physicians was first
introduced in 2015. This compact creates an
expedited process for eligible physicians to ap-
ply for licensure in compact states. It s intended
to allow for a less onerous and time-consuming
process for physicians seeking licenses in mul-
tiple states. Though the compact enables full
licensure not specific to telehealth, one of the
goals was to increase access to care through
telehealth. Eleven states (Alabama, Idaho, II-
linois, lowa, Minnesota, Montana, Nevada,
South Dakota, Utah, West Virginia and WYWyo-
ming) passed the medical licensure compact
language in 2015, all by large margins in their
legislatures—more than the minimum number
of seven required to put the compact into effect.
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Two representatives from each state that approves
the cempact sit on the Interstate Commission, which
will provide the administration and oversight, includ-
ing developing and enforcing rules. The commis-
sion met for the first time in October 2016.

Other providers also have interstate compacts, which
allow practice—including telehealth— across state
borders. The Nurse Licensure Compact preceded
FSMB's physician compact; it has been in axistence
for about 15 years with 25 states participating. The
Murse Compact creates a multi-state license simi-
lar to a driver’s license, where the license is recog-
nized in the home state and other compact member
states.®® This is different from the medical licensure
compact that has an expedited approval process
but still requires physicians to obtain licenses from
each state where they practice. The model language
for this compact was recently revised, and begin-
ning in 2018, existing states and those wishing to
foin will need to pass the new language. Many of the
medifications to the language were made based on
feedback from states. The compact will go into effect
after 26 states join or by Dec. 31, 2018, whichever
occurs first. Similar to the Nurse Licensure Compact,
an Advanced Practice Registered Nurse Compact
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will also be new in the 2016 sessions, Other
examples of interstate compacts include EMS
personnel, which was introduced in 2015 in
seven states, and pending compacis for psy-
chologists and physical therapists.

Federal Efforts

Two pieces of legislation that would affect
licensure in Medicare and the Veterans Ad-
ministration (VA) have also been introduced
in Congress, These acts would supersede
state requirements around licensure, laws and
regulations, and essentially create one license
(similar to the driver's license model) in the
Medicare and VA programs. The TELE-MED
Act (TELEmedicine for MEDicare Act of 2015;
SB 1778 and HB 3081) would allow some
Medicare providers to offer telehsalth ser-
vices to other Medicare beneficiaries across
state lines. The jurisdiction would lie with the
licensing or authorizing state. The Veterans
E-Health & Telemedicine Support Act of 2015
would allow a health care professional autho-
rized to provide care through the Department
of Veterans Affairs and licensed in any state to
provide services via telehealth, regardless of
where the provider or patient is located.

can have liability implications. State policies
on liability also differ and can create issues
around interstate practice. Legal issues re-

Related lssues

lated to liability also include policy coverage
Outside the licensure realm, several other issuss

may be of interest to legislators. Some of these
issues may be contentious and, according to an
Institute of Medicine (IOM) report, "practica stan-
dards, scopes of practice and other regulatery is-

for care via telehealth and for patients in other
states; applicable state and federal privacy
and security laws; and record retention poli-
cies. Lawmakers may want to be aware of

sues are increasingly polarizing staksholders.™® oxisting legal considerations and difforencss

In many cases, state lawmakers may wish to stay
informed about these issues, and in a handful of
cases, states are taking action in these areas. .

in the application of telehealth, as well as new
liability considerations that may arise.

Scope of Practice: Scope of practice de-

+  Liability: Most providers may be covered for scribes what a health professional can and

telehealth under existing liability coverage; cannot do to or for a patient. A professional's

howeaver, much of this area is still unsettled
and could be a barrier to telehealth. In fact,
some of the unresolved issues {described
later) involving patient-provider relationships,
informed consent and practice standards re-
late o liability.® For example, state require-
ments around informed consent for telehealth

scope of practice is often based on the edu-
cation, training and experienca typical for that
profession. Scepe of practice is defined by
state professional regulatery boards, often
with guidance from state Iegislatures, and
therefore regulations vary by state. Telehealth
laws do not change a provider's existing scope
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Licensure Policy Checklist

» Consider the role for legislation related to Ii-
censure and workforce issuas in telehealth.
Consult with stakeholders, including provider
boards, providers, payers {who are responsi-
ble for creating adeguate networks) and con-
sumers, Consider language in legislation to
help provide appropriate guidance to boards.

+  Lock at current workforce or access gaps and
consider ways to facilitate coverage through
telehealth. Assess opportunities for allowing
providers to practice across state lines, includ-
ing reciprocity or joining interstate compacts.

«  Assess the role of licensure in existing or new
payment and delivery reforms. If applicable to
vour state, examine ways to sfreamline licen-
sure.

+  When creating legisiation, consider Janguage
that includes or can apply to all provider types,
including those who may provide telehealth

\ services in the future. j

facility. This issue is often being handled by
facilities themselves, but some states have
gotten involved to help facilitate telehealth.
Oregon, for example, enacted legislation in
2013 requiring the Oregon Health Authority
to adopt uniform documentation requirements
for credentialing providers using telehealth.

of practice; telehealth can be practiced with a
state's existing scope of practice for all pro-
vider types. Providers may need to be aware
of applicable standards of care and laws on
supervision and collaboration through tele-
health. While separate from licensure, some
states may need to look at scope of practice
for some disciplines as they address out-of-
state providers, warkforce shortages (espe-
cially behavioral health) and interstate coim-
pacts because of differences in state laws.

. Provider Training and Education: Many as-
sert that to improve telshealth adoption and
use, students and providers in health care
professions need to be trained in telehealth
modalities. While telehealth training may oc-
cur in pockets, some stakeholders argue that
it is not keeping up with the pace of telehealth.
Incorporating training into education could

»  Credentialing and Privileging: Credential-
ing and privileging are undertaken by health

care facilities fo verify providers' proficiency
and expettise through data collection.® This
¢an be an issue in felehealth when a provider
needs credentialing and privileging at each
health cara facility at which he or shea is treat-
ing patients via telehealth. Facilities in some
cases can allow credentialing and privileging
by proxy, relying on the decisions of the other

help more students leave with the knowledge
and skills to work effectively with patients re-
motely. Providers already delivering care may
also need support to understand and imple-
ment new technologies. State policymakers
may- want to consider ways to encourage
state-sponscred education that includes tele-
health or examine mechanisms o support on-
going provider tralning.
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SAFETY AND SECURITY

Telehealth is widely used in a number of contexts
and for a number of services. In some cases it
may ensure cr improve patient safety by provid-
ing high-quality care that is more timely, acces-
sible or appropriate. Remaote patient menitoring,
for instanca, may be espacially beneficial for se-
niors by keeping them safe and healthy in their
homes. Live vidao counseling with a provider,
or even an avatar {an image that represents
another person), can help some patients with
mental health disorders fesl more comfortable.
New technolegies can alsc improve care, as in
new plill bottles, for example, that can help re-
mind patients about taking medication and allow
providers to monitor adherence from a distance.

With excitement about the potential for tele-
health has also come concerns for ensuring
that services provided remotely are as safe and
comprehensive as in-person care. Some argus
that this concern needs to be addressed without
holding telehealth to a stricter standard than ira-
ditional heaith care dslivery. Many pelicymakers
are balancing the rapid acceleration of technol-
ogy and telehealth and its potential benefits with
the responsibllity to ensure safe, guality care for
their constituants.

The standard of care—what another similarly
trained and equipped provider would do in a simi-
lar situation~—applies to health care providers re-
gardless of the means of service delivery. There-
fore, the standard of care and best practices for
each health care profession shoutd similarly gov-
ern safaty in telehealth. In other words, becausa
telehealth Is simply & modality of delivering care,
the standard of care for each type of service still
applies. Some assert there is little or no need for
other additional safeguards because the stan-
dard of care, as well as best practices and mal-
practice contingencies, will rein in any cutliers in
telshealth. As it is further employed, the standard
of care of telehealth is likely to evolve.

Best practices and practice guidelines are also,
according to the 10M, the “key to the fuiure of
telehealth™? and will similarly grow as evidence
and use advances. Some state regulatory boards

have adopted guidelines around standards for
providing care via telehealth. In addition, several
organizations—including the American Medical
Association (AMA), the American Telemedicine
Association (ATA) and the Federation of State
Medical Boards—have also put forward best
practice guidelines for safe use of telehealth, For
example, the AMA developed model state legis-
lation, which provides guidance on establishing a
provider-patient relationship. The ATA has a set
of practice guidelines that cover different health
care services in telehealth. FSMB’s guidelines
provide guidance for state medical boards.

Some states are also getting involved in ensur-
ing patient safety by defining which services are
appropriate to be delivered through telehealth
{as described in the reimbursement section),
creating guidelines establishing a patient-pro-
vider relationship, and mandating certain in-
formed consent requirements.

Patient-Provider Relationships
and Prescribing

In telehealth, as with other modes of care, pa-
tients should trust that providers will offer heces-
sary information for patients to make decisions
about care. They should also expect competent
care, assurance of privacy and confidentiality,
and continuity of care. Providers' ethical respon-
sibilities remain the same with telehealth, but
differences in possible patient-provider interac-
tions in telehealth have brought accountabil-
ity and the patient-provider relationship to the
forefront in discussions about telshealth safsty.
Some states are examining specific guidelines
for those relationships. In many cases, these re-
guirements seek to ensure that providers have
adequate information about a patient prior to
freatment. As an avenue for service delivery,
telehealth ideally would be integrated into reg-
ular, coordinated care and services. However,
there is some concern about fragmented care
from different providers or duplication of ser-
vices. With that is concern that certain providers
could deliver care without the proper medical
history or information, which could endanger
patients and also jeopardize the growing tele-
health field. On the other hand, there remains
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unease about creating higher standards for tele-
health that can inhibit access to care.

At the crux of the patient safety issue are ques-
tions about whether and how a patient-provider
relationship can be established via ielehealth.
The majority of states allow a patient-provider re-
lationship to be established via telehealth. Some
states have laws requiring an initial "face-to-face”
visit or an exam; however statutes are not always
clear whether “face-to-face” means in-person or

via live telehealth interaction. In these cases, it
is often up to provider boards to Interpret and
set policies. A few states specifically require an
in-person visit or exam. Arkansas, for example,
enacted legislation in 2015 (SB 133) that des-
ignates specific requirements for determining a
professional relationship, such as conducting a
prior in-person exam or “perscnally [knowing]”
the patient* Alabama, Georgia and Texas also
require an in-person follow-up after a telehealth
visit.® Many stakeholders are wary of requiring
in-person visits because of the additional burden
placed on the patient to seek in-person care,
which could help recreate some of the barriers
felehealth seeks to remove.

The patient-provider relationship also comes into
play in prescribing medication, Federal law—the
Ryan Haight Act—governs controlled substance
prescribing via telehealth. State laws also gov-
em a provider's authority to prascribe, Including
provider board rules and regulations that set the
standard of care for prescribing. State pharmacy
practice acts also regulate the standard of care
for pharmacists. The accepted standard of care
is for a provider to conduct a medical exam prior
to prescribing a medication.® As with telehealth in
general, some states allow the exam through tele-
health. However, almost all states specifically do
not allow an online questionnaire alone to count
as an exam, because it relies solely on patients to
provide their medical history and other applicable
information for a providar, which is not keeping
with the standard of care.® For example, ldaho’s
2015 legislation (HB 189) that defined profession-
al relationships included a clause that treatment
based solely on an online questionnaire does not
constitute an acceptable standard of care. Most
stakeholders agree that if providers can prescribe
and dispense medications via fraditional means,
they should be able to do so via telshealth as well,
provided they can establish a relationship and
gather the necessary information.

Informed Consent

Informed consent is a process by which a pa-
tient is made aware of any benefits and risks

* At the fime of publication, the Arkansas State Medical Board had a proposed rule pending thet would ailow establishment of the
palient-physician relafionship via telehealth in certain circumstances.
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associated with & particular service or treat-
ment, as well as any alternative courses of ac-
tion. Many consider this type of knowledge to
be good practice regardless of the service deliv-
ery mechanism. Informed consent also relates
to previders' liability and legal exposure. In the
case of telehealth, it may be particularly benefi-
cial for patients to know the potential risks and
understand that a conditicn or treatment may
require a provider to defer to in-person servic-
es. In terms of informed consent, some states
are creating policies specifically related to tele-
health.

Currently, 29 states have some type of informed
censent policies.®® This requirement may apply
to different arenas—e.g., all providers or just the
Medicald program, or even specific services,
depending on the origination (statute, adminis-
trative code, Medicaid policy) and intent of the
policy.®” States that require informed consent
also vary in whether they require written or ver-
bal consent. Less than 10 states require some
type of written consent.®®

Informed consent alsp provides patients the op-
tion to decline a service or treatment. In Colora-
do, for example, the law requires providers using
telehealth to give patients a written statement of

informed consent that includes thefr right to re-
fuse services delivered by telehealth at any time
without losing or withdrawing treatment.

Related lIssues

Telehealth considerations often bring related is-
sues such as fraud, abuse, data security and
the federal Health Insurance Poriability and
Accountability Act (HIPAA) to the discussion,
Some argue that privacy and security must be
addressed to advance telehealth and ensure
providers’ and patients’ trust in telehealth. %

Fraud and abuse of services delivered through
telehealth can be monitored in the same ways
as other health care services. The risk of pro-
vider abuse or fraud in telehealth may not nec-
essarily be higher than any other mechanism of
care. Ona provider who bills for a disproportion-
ate amount of telehealth services may warrant
an audit, for instance, just as it would be |ust-
fied for a provider with outlying data in any ser-
vice provided through traditional care. Including
a unique identifier in the data can help stratify
telehealth s0 it can be monitored separately. As
telehealth expands, the implications of various
federal and state fraud and abuse laws could
create more liability concerns for providers®®
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and may be an area to walch,

Security of patient health data and compliance
with HIPAA are also considerations, Patient pri-
vacy, confidentiality and data security need to be
protected at all stages of a telehealth encounter,
as it would be in traditional forms of care deliv-
ery. Telehealih services need appropriate pro-
tocols and measures to protect patient security
and integrity of data at the patient end of the
electronic encounter, during fransmission, and
among all health care professionals and other
personnel who may be supporting the technolo-
gy. Audio, video and all other data transmission
should be secure through the use of encryption
that meets recognized standards. Security fea-
tures such as multi-factor authentication and
the ability to remotely disable or erase personal
health information are also examples of ways to
protect mobile device use.

Some providers and others are paying particu-
lar attention to HIPAA compliance in telehealth
technologies and electronic health records
systems. However, using telehealth does not
change existing security guidelines or respon-
sibilities under HIPAA, and entities such as
providers and insurers are subject to the same
standards as in-person care.®' Business asso-
ciates, such as technology services that help
deliver health informaticn, are alse defined un-
der HIPAA and may need to be examined un-
der telehealth protocols and policies. Whether,
and the extent to which, state policy is needed
is still emerging. However, some stakeholders
also believe the fedaeral law—which supersedes
state law, except in the cases of more stringent
state laws—provides enough guidancs.

.

Safety and Security Policy Checklist

Study existing statutes to see whether and
where clarity might be needed to help guide
safe telehealth policies and practices. For ex-
ample, look at definitions of patient-provider
relationships or examinations and consult with
stakeholders about changes or considerations.

Inlooking at existing or new legislation, balance
the constraints being placed on telehealth with
the need to safeguard patieni privacy, safety
and security.

Examine how data are collected on health
care services dellvered by telehealth. Data col-
lection that includes. 2 telehealth identifier for
billing purposes (as Medicare does) helps in
evaluating programs and monitoring for fraud
and abuse.

CONCLUSION

Telehealth is a rapidly growing field that has the
potenttal to help states leverage a shrinking and
maldistributed provider workforce, increase ac-
cess to services, improve population health and
lower costs. State leaders are grappling with
how to capitalize on this potential while safe-
guarding state investments in telehealth and en-
suring patient outcomes and safety. Reimburse-
ment, licensure and patient safety will continue
fo be issues for state policymakers to consider,
along with new challenges and opportunities, as
felehealth grows and develops.
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' OVERALL FRAMEWORK FOR-:
CONSIDERING  TELEHEALTH

:5 . Telehealth is atoal for dehvenng care. Help
guide pcllcy discussions that center on tele-
health 5 ablhty to extend eXIstlng health and
‘fong-term care services with technology, ver~ =
: _'sus descnblng telehaalth asanew ser\nce T

- Conduct a' naeds as's'eSSméhtto find out
" wheré telehealth services are already being -
'used and where investing in telehealth'may“ '
be most effectwe Identify model programs '
. that may be repllcable in your state {e.q.,
: unlver3|ty, prlvate hospltal systems etc)
: fStudy emstsng ]aws and best practices that
‘may also apply in telehealth (e g standard
of care)
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- ensure that services are effective interms * -

©needs with poteritial unintended consequenc- -
“'es or future hurdles as telehealth develops.

' :C.o'nvene a variety of stakeholders from all f

~ best information is avaifable when consider-
ing policy décisions. Consider.all fypés of
‘health care providers (e.g. physicians, nurse
~ .practitioners, physician's assistants, psychia-- - |
' trists, etc.), state boards, communlity health
" ertters, hospitals and payers, as wellas . .
. Gonslirmers, patients and family caregivers. =

' ;Te_léheélih is cﬁa”n'ging and growing Tapidly.: - 1

sectors and perspectives fo help ensure the -

Consider the level of oversight neededto -

of cost and outcdmés, én_d b:éla'néé those
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