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Abstract

Backgrounzally Qualified Health Centers (FQHCs) deliver care to 26 million Americans living in
underserved a % but few offer telemental health (TMH) services. The social missions of FQHCs and
publicly funded state medical schools create a compelling argument for the development of TMH

partnerships. In paper, we share our experience and recommendations from launching TMH
partner n 12 rural FQHCs and 3 state medical schools.

Experienc!There was consensus that medical school TMH providers should practice as part of the

FQHC teamaote integration, enhance quality and safety, and ensure financial sustainability.

For TMH p o practice and bill as FQHC providers, the following issues must be addressed: 1)

credentialig and privileging the TMH providers at the FQHC, 2) expanding FQHC Scope of Project to
include Wry, 3) remote access to medical records, 4) insurance credentialing/paneling,
billing, and ental payments, 5) contracting with the medical school, and 6) indemnity

coverage for

iendations: We make recommendations to both state medical schools and FQHCs about
how to overcome existing barriers to TMH partnerships. We also make recommendations about
changes to policy that would mitigate the impact of these barriers. Specifically, we make

recommendations to the Centers for Medicare and Medicaid about insurance credentialing, facility
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Developing Telemental Health Partnerships
fees, eligibility of TMH encounters for supplemental payments, and Medicare eligibility rules for
TMH billing by FQHCs. We also make recommendations to the Health Resources and Services

eligibility o ers for indemnity coverage under the Federal Tort Claims Act.

Administra!o: :bout restrictions on adding telepsychiatry to the FQHCs’ Scope of Project and the

Key Wo’ds_! access, mental health, policy, safety net clinics, telehealth

There is an ble geographic distribution of mental health specialists in the United States,

resulting i%ial unmet need in rural counties® and a significant rural-urban disparity in the
receipt of mental health care.” The Centers for Medicare and Medicaid Services (CMS)
define tele e as “the provision of clinical services to patients by physicians and practitioners

from a dislgce via electronic communications.”* Telemental Health (TMH) encounters include the

delivery of erapy and pharmacotherapy services, as well as consultations to establish
diagnoses a ide treatment recommendations. There is a preponderance of evidence that
TMH is effe ross a wide range of diagnoses and populations.® Though TMH is particularly

well-sui ring care from a distance,’ adoption has been negligible in Medicare, Medicaid,
and the private insurance sector.®®

TIV':E can Be delivered with a range of intensities, from curbside consultation to referral for

ongoing cae 2 most effective models of TMH are collaborative care and referral care.” The
TMH Cofare model involves off-site mental health providers collaborating and consulting

with the pr pary cire team to manage patients without providing treatment directly. The TMH

Referral m iavelves the off-site mental health team taking over the care of the patient (eg,
prescribin elivering psychotherapy). To be successful, both models of TMH require
conside estment in establishing technological infrastructure, administrative arrangements,

clinical workflow,*@hd billing processes. Fortunately, many of the technological and regulatory

obstacles to TMH have been reduced in recent years,'" paving the way for widespread adoption.
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Importantly, TMH services can now be provided through less-expensive web-based platforms that
are compliant with the Health Insurance Portability and Accountability Act (HIPAA)."

There are excellent guidelines for managing TMH encounters such as informed consent,

513,14

HIPAA co isk management, and indemnity. However, there is less guidance about

establian§Mnable TMH program. While large integrated health care systems such as the

independe rimary care practices have lagged behind. Even when TMH programs are

Veterans He:lth :dministration have been able to successfully deploy TMH at scale,>® small
successfullwd with grant funding, they often fail to transition to financial sustainability."” In
this paper, our experience launching the Study to Promote Innovation in Rural Integrated

Telepsychi IT) trial, a large pragmatic trial (PCS-1406-19295) comparing 2 approaches to

TMH in Fe«SralIy Qualified Health Centers (FQHCs) serving rural areas of Arkansas, Michigan, and

Washingto upported by the Health Services and Resources Administration (HRSA), FQHCs
deliver primary services in areas where geographic, economic, and/or cultural barriers limit
access to CEHCS are a key component of America’s health care safety net and are essential
partner| address health disparities. Nationwide, there are nearly 1,400 grantees with

over 10,000 clinic locations that provide services to 26 million Americans.”® Almost half (44%) of

FQHC patien!s ||ve in rural areas,™ 92% live at or below 200% of the Federal Poverty Level,®® and 62%

are raCir’sﬂ/orities.20 Few FQHCs offer telemedicine services.” In the SPIRIT trial, TMH

servicesﬂred to FQHCs by the departments of psychiatry at publicly funded state medical
schools.

Thesgs owing movement to improve the social mission of medical schools to increase
access to ¢ sadvantaged populations.”””® The mission statements of the medical schools

invoIve@lT trial clearly communicate the goal of serving all the residents of their
respective statesSIMH supports the core clinical, educational, and research missions of publicly
funded state medical schools including: 1) Clinical — reaching all state residents, including those living

in underserved communities; 2) Education - exposing trainees to complex disorders and
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disadvantaged populations** and providing training in TMH delivery®; and 3) Research — including
study participants from diverse backgrounds. Because FQHCs serve diverse populations with
compIexcoHnesses, establishing TMH partnerships with state medical schools is mutually
beneficial jes. FQHCs could also explore partnering with other health care organizations

(eg, pri\%ti.*ielca schools, for-profit TMH companies), though the missions may not overlap as

well as with theigstate medical school.
It is\emiiedlthat patients have the opportunity to receive TMH services without having to

navigate tcw health care system. Based on comparisons of telepsychotherapy use from 2

randomizegled trials, navigation from one health care system to another appears to be a

major barr atients. In a TMH trial conducted in the Veterans Health Administration
(integratedicare system), 54.9% of study participants had telepsychotherapy encounters.”® In a
similar tria QHC patients had to enroll at the medical school to receive TMH services, only
16.6% of study icipants had a telepsychotherapy encounter.”’ Navigating to a different health

care syste logistical barriers (eg, intake paperwork burden, unfamiliar appointment
schedul as well as attitudinal barriers (eg, lack of trust, stigma), and privacy concerns (eg,
medical records stored in multiple health care systems), all of which contribute to decreased patient
engagemem. Therefore, it is critical that FQHC patients have an opportunity to receive TMH
services wi @ ing to navigate to another health care system.

Th to this problem is to have the off-site TMH providers practice as part of the
FQHC t%o substantially increases quality and safety because the TMH providers and the
primary ca hare the same Electronic Health Record (EHR). However, this solution creates
other logisti administrative problems which have to be overcome. Specifically, it requires
that th@ers become credentialed and privileged to practice at the FQHC, have access to
and be trained o e FQHC’s EHR, and be able to bill as an FQHC provider. In addition, while the
TMH provider is covered by the medical school’s indemnity plan, the FQHC as an entity has to secure

malpractice coverage for TMH. Based on our experience launching the SPIRIT trial, the remainder of
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this paper describes the major barriers and solutions to establishing a sustainable TMH program

between FQHCs and state medical schools that does not involve patients having to navigate to a

FQHC Scop 3) EHR remote access, 4) insurance credentialing/paneling, billing and

different h!I:E care system. The following issues are addressed: 1) credentialing and privileging, 2)

supplem-e@ents, 5) contracting, and 6) indemnity. The paper concludes with a number of

recommend:tior for policy changes that will help mitigate most of these barriers.

Major Bﬂmand Solutions to Establishing a Sustainable TMH Program

1. Credent Privileging
HRSA defi entialing as “the process of assessing and confirming the license or certification,
education,saining, and other qualifications of a licensed or certified health care practitioner.”?®

HRSA defimging as “the process of authorizing a health care practitioner’s specific scope and
i

content of are services.””® Credentialing and privileging TMH providers to practice at each
FQHC is an ive, burdensome, and time-consuming (eg, 90-120 days) process. Fortunately, in
2011 C oint Commission both approved credentialing and privileging “by proxy”

standards which greatly streamlines the process.”® This proxy process allows the “originating-site”

receiving the telemedicine services to accept the “distant-site’s” credentialing and privileging

decisions. , FQHCs must amend their bylaws and be willing to accept the indemnity risk

associa'ﬂdistant-site’s credentialing and privileging decisions.’> The FQHC must also
ensure through a written agreement that specific requirements are met including that the FQHC

reviews th ovider’s performance and sends the distant site such performance information
foruseint ider appraisals.>® The written agreements described above are complex,
althou tes are available.®* As a result, FQHCs typically use existing credentialing and

privileging process€s rather than amending bylaws, developing written agreements, and sharing

information about providers.
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2. Scope of Project

HRSA requires that each FQHC have an approved Scope of Project which specifies its sites, services,

t

D

service ared, target population. Mental health services (including psychiatry) are appropriate for

inclusion i cope of Project.*> FQHCs must submit a Change in Scope application at least

60 days%e re adding TMH services and must implement the service within 120 days of approval.®
For HRSA to appkove adding a new service, the FQHC must demonstrate how it will meet the health

needs of th tion served. A new clinical service can either be: 1) directly provided by the

CIi

FQHC, 2) pfovided inder a formal written contract, 3) provided by formal written referral

S

arrangeme provided by an informal referral arrangement.?® In the first 2 scenarios, the

U

FQHC can € new service.

The&re are 3 important stipulations required for approval of Scope of Project changes,

A

including t n of TMH services. First, adding the new service must not require additional

d

funding un ection 330 Public Health Service Act Health Center Program grant.>* Thus, the

FQHC mus strate that there will be adequate revenue to cover the added expense, and that

i

it will b tinue to maintain the level and quality of the required primary care services

currently being provided.*®> Second, the FQHC must describe how all current patients will have

I

access to the new service. In the case of TMH, this may be difficult if all clinic locations do not have

the necess @ and equipment or if there are large numbers of uninsured patients.>* Third, if

the new s be provided via formal written contract and the FQHC plans to bill for the

n

L

encounter e application must specify how the encounters will be documented in the FQHC’s EHR,

and how t ill bill for the service.** Thus, to add TMH as a new service via formal written

U

contract, t roviders at the state medical school must have remote access to the EHR and

the TM ter must be billable to Medicaid (the primary insurer of FQHC patients).

A

3. EHR Remote Access

This article is protected by copyright. All rights reserved.
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For safety and quality assurance purposes, it is critical that the TMH providers have access to the
FQHC’s EHR. Direct access to the EHR allows the TMH providers to see current medications, lab
results aMes that could influence the treatment plan. For telepsychiatrists, access to the
EHR also al e-prescribe medications and order lab tests. In addition, by charting in the
FQHC'sH—IEmary care team has convenient access to the results of the TMH provider’s

technologi t sufficient to ensure this level of quality and safety.

clinical asseEm:t and treatment plan. Current electronic health information exchange
Thwemote EHR access depends on how many sites and providers use the software
and/or on y computers the software is installed. Often the cost of the user license will

depend up ass of provider (eg, prescriber vs non-prescriber, whether the provider generates

a billable egounter). Under the commonly used subscription license format, recurring costs include

an annual on fee which can range up to $10,000 per provider. Because TMH providers are
part-time, t n on the investment of a user license may not be economical. Unless FQHCs can
negotiate ed rates for part-time TMH providers, the high cost of TMH user licenses

repres j arrier to adoption.

EHRs also have steep learning curves and there are major differences across systems. This
limits the numger of EHRs a TMH provider has the cognitive capacity to use on a day-to-day basis to

about 3 or@medical schools should have TMH providers devote a small portion of their time

to deliveri rvices to a few FQHCs (ie, point-to-point dispersed model) rather than having a
few full-time providers delivering TMH services to large numbers of FQHCs (ie, hub and spoke

model). Id FQHCs assigned to a TMH provider would all be operating the same EHR. In
addition tonslimi ocumentation, EHRs are also used to schedule encounters. Having a TMH
provide in multiple FQHCs with different EHRs complicates the scheduling process.
Therefore, it ma necessary to create a shadow scheduling system in which encounters are

scheduled in the FQHC’s EHR and in a centralized scheduling system that multiple FQHCs use to

make appointments with the TMH provider.

This article is protected by copyright. All rights reserved.
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4. Insurance Credentialing/Paneling, Billing, and Supplemental Payments

Insurance Credentialing/Paneling

To bill, the TMH provider must be empaneled as an in-network provider for each insurance

company. Insurance credentialing (or paneling) involves verifying the provider’s education, training,

experience, and competency. Even if the TMH provider is already on the insurer’s panel as part of

their medical school practice, the process will have to be duplicated in order to bill as an FQHC
-

provider. The review process can take 60-120 days.
Billing

Toadd TM cope of Project, the FQHC must demonstrate that there will be adequate

ITUS

revenue to e added expense, and thus the FQHC must be able to bill for this service. There

are 2 billingsce bs for TMH encounters. In the first scenario, the FQHC has a written agreement

d

with th to provide TMH services, but it does not financially compensate the distant-site.

In this scen TMH provider bills for the encounter and does not need to be credentialed and

\Y

privileged at the FQHC nor have access to their EHR. The FQHC can bill for a facility fee that

compensat@s them for the coordination of the encounter. In addition to requiring the patient to

E

navigate t health care system and not sharing an EHR, the financial disadvantage of this

O

scenariois t H encounters are not eligible to receive supplemental Medicaid payments that

FQHCs are ®ligible for under the Prospective Payment System (PPS) described below. In the second

h

scenari has a written agreement with the distant-site to provide TMH services and

L

financially compengates the distant-site. The contracted rate would need to cover the TMH

ul

provider’s salar benefits, as well as any overhead. Typically, the FQHC would pre-purchase a

set num MH hours per month. In this second scenario, the FQHC bills for both the encounter

A

and the facility fee. The financial advantage of this scenario is that the service is eligible for the

higher reimbursement rates associated with PPS. Billing codes and modifiers for TMH are described

This article is protected by copyright. All rights reserved.
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in Table 1. For Medicare patients, FQHCs are not authorized to serve as a distant-site, and they may

not bill for the TMH encounter or include the TMH encounter on their PPS cost report.**>®

M nd payers*® have additional billing restrictions including: 1) requiring patients

Therefore,lh irst billing scenario must be used for Medicare patients.
37
to sign a-ceEme iICine consent form, 2) receipt of a pre-authorization from the insurance company,

provider ty

3) requiring patigpts to first have a face-to-face encounter with the TMH provider, 4) limitations on
Qitations on the type of clinic setting (for originating and/or distant-sites), and 6)

the ruraIit\wage area designation of the originating-site’s location. These requirements do

not neces;i to be justified at time of billing, but they could be subject to audit and
therefore e documented in the EHR.

Suppleme:ents Under the Prospective Payment System (PPS)

The cost oing with the medical school for a TMH encounter is likely to be substantially

higher unt that will be reimbursed by Medicaid because of their additional education

and research ns. Fortunately, for patients insured by Medicaid, states are required to pay

FQHCs their PPS reimbursement rate which covers 100% of their reasonable costs of providing
services. l.!der the PPS cost reconciliation arrangement, Medicaid makes periodic supplemental
payments wn as wraparound payments) to FQHCs that reflect the difference between
reimbursem d their PPS rate.>>*° Depending on state Medicaid and/or regional CMS policy,
TMH encoSters should be eligible for inclusion in cost reconciliation. The “practice address” for the

TMH prM be the FQHC address for the encounter to be eligible for PPS. It is also important

to note that manStates use an Alternative Payment Methodology, but the supplemental payments

in these states be equal to or exceed the PPS rate.
5. Contracti

Contracting for TMH providers may require payment for a minimum number of hours each month

even if the monthly volume is not met. Because of other demands on TMH provider time, the

This article is protected by copyright. All rights reserved.
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medical schools may also require that TMH slots are for a set-aside time period (eg, 8-11 am on

Tuesday mornings). Less flexible appointment scheduling options may result in higher no-show

t

P

rates. This'ls an important issue because, while the FQHC will be charged for the TMH appointment,
no-shows igible for billing or PPS supplemental payments. Therefore, FQHCs will need to
eproreEtr egies to prevent no-shows such as reminders, providing transportation, and placing
limits on thehumber of no-shows allowed per patient. FQHCs could also mitigate the impact of no-

shows by s ng patients who are present in the clinic during the scheduled TMH encounter

Cch

and who n ental health services (eg, open access). FQHCs could also choose to “overbook”

S

TMH patie racting will require negotiating an on-site FQHC suicide protocol that meets the

U

needs of t e TMH providers. Finally, the contract will need to address cross-coverage for

when the TWIH provider is on leave and whether the covering provider needs to be

q

credential

ged, given access to the EHR, and paneled with the insurers.

(O

Due to the lac levant legal precedents, malpractice is a concern when developing TMH

partnerships. If the medical school specifies the FQHC as an approved “site of practice” for the TMH
provider, itgill ensure that their practice plan indemnification coverage extends to the TMH clinical
work. How, e medical school’s malpractice insurance does not cover the FQHC as an entity if
namedina . Under current policy, the FQHC is not necessarily covered for TMH services by
Federal To‘ Claims Act (FTCA).* FTCA, which comes at no cost to the FQHC, grants medical
malpracM protection to the FQHC and its providers. FQHC providers are considered
federal employeeSand the federal government acts as their primary insurer.**

FortheT providers to be eligible for FTCA, 3 difficult-to-meet conditions have to be met.
First, thﬁder must be working full-time (at least 32.5 hours per week), unless practicing in
the fields of family practice, general internal medicine, general pediatrics, obstetrics, or gynecology.

It is notable that mental health specialists are not listed among the medical specialties deemed to be

This article is protected by copyright. All rights reserved.
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exceptions. Second, the covered FQHC and the individual TMH provider must have a documented

contractual relationship. This contract cannot be with the TMH provider’s employer, even if the

t

P

corporation is eponymous and consists only of the one TMH provider. HRSA’s FTCA Health Center
Policy Man lly states that “compensation that arises from this contract, such as

contracted ages, should be paid by the covered entity directly to the individual contract provider.

£

A contract between a covered entity and a provider's corporation does not confer FTCA coverage on

C

the provideRgesafird, the compensation that arises from this contract must be paid by the covered

FQHC directly #® the individual TMH provider (ie, not to their employer) and the FQHC must issue a

S

1099 Form H provider. Unfortunately, few TMH consultants are full-time providers for the

U

FQHCs, ma m ineligible for FTCA coverage.® Likewise, few state medical schools will want

the contragis to be between the FQHC and the individual TMH provider. Moreover, the TMH

a

provider w be covered by the medical school’s indemnity plan and would have to purchase

d

individual cove . Finally, HRSA does not have a published policy guaranteeing FTCA coverage for
telehealth ecialty. Therefore, due to the threat of lawsuits and the lack of previous legal

resoluti

\

ngaged in TMH will need to purchase supplementary gap indemnity coverage,

which covers the FQHC as an entity.

[

O

Recom ons to FQHCs, State Medical Schools and Policy Makers

Because offthe difficulties described above, many rural FQHCs have been unable to establish TMH

g

progra eir patient populations without adequate mental health coverage. The most

{

common a o TMH requires the patient to become a patient at the distant-site. However,

U

this approach is sub-optimal because: 1) the patient is burdened with having to navigate to another

health m, 2) the TMH providers do not document in the FQHC EHR (compromising safety

A

and quality), and 3) the distant-site reimbursement from Medicaid is not eligible for supplemental
PPS payments. To overcome these problems, FQHCs have to take the following steps: 1) credential

and privilege the TMH providers to practice at the FQHCs, 2) obtain EHR site licenses for TMH

This article is protected by copyright. All rights reserved.
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providers, 3) expand their Scope of Project, 4) contract with the state medical school, 5) empanel the
TMH providers with Medicaid and other insurance companies, 6) ensure that TMH encounters are
eligible m 7) purchase gap insurance to cover the FQHC from malpractice lawsuits. To
facilitate t steps, we make the following recommendations to FQHCs and medical

H
schools.

Recommendation$for FQHCs

We recommend.that FQHCs amend their bylaws to allow for credentialing/privileging by proxy. We

SCrIr

also recom dgdégotiating with EHR vendors for reduced rates for site licenses that reflect the

limited time the TMIH providers will use the system. FQHCs should consider joining a HRSA-funded

Ul

Health Cen olled Network (eg, Oregon Community Health Information Network) to facilitate

1

TMH provi ote access and minimize licensing costs. FQHCs should communicate with HRSA

leadership@b benefits of TMH and encourage them to interpret the requirements for Scope

d

of Proj to facilitate adding TMH services. FQHCs and their state primary care

associations s negotiate with their Medicaid plans to ensure that TMH services are eligible for

PPS. FQHCs should also develop effective strategies for reducing no-show rates in order to minimize

lost oppor!nities for billing.

Recommeor State Medical Schools

We recom tracting with FQHCs to provide TMH services to fulfill their mission of serving all
state reﬁtracting with FQHCs will expand the clinical reach of the medical school
throughout®the state, thereby garnering greater geographic support for their institution. It will also

expand educatioESopportunities for trainees to obtain clinical experience with clinically complex
patients fr erse range of backgrounds who have limited access to services in their
community. it will give state medical schools the opportunity to conduct research that is
generalizable to diverse populations, increasing their chances of obtaining federal research funding

and improving the external validity of their research findings. We recommend that medical schools

This article is protected by copyright. All rights reserved.
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consider a point-to-point dispersed model that assigns each TMH provider to a small number of

FQHCs to minimize each provider’s need to learn new EHR systems and to facilitate the development

t

P

of strong rela ships between the TMH provider and the FQHCs’ primary care providers. Options

for TMH p age will need to be considered for cases of absences, family leave, or

.
emergencies.

Recommenidation§\for Policy Makers

C

In Table 2 we suggest 10 policy changes that will help eliminate or mitigate many of the barriers to

TMH descr a e.

Conclusi

Nus

There is a vast unmet need for mental health services in rural health care professional shortage

areas. The '°b ically inequitable distribution of mental health specialists dictate that it is not

d

feasibl ese services face-to-face in most cases. TMH represents the only feasible

solution ring services to the disadvantaged populations served by rural FQHCs. Yet there

M

are a complex and interrelated gauntlet of barriers to offering TMH services in FQHCs. Given the

current re nd reimbursement environment, this paper offers tangible suggestions for how

[

to develop @ able TMH program between FQHCs and state medical schools. Still, there are

numerous b o developing sustainable TMH programs and current policies need to change in

ordert

n

e expansion of TMH. In following our recommended policy changes, CMS and

{

HRSA co cilitate the adoption of TMH in FQHCs serving our country’s most vulnerable and

underserved populations.

{

An t caveat associated with our recommendations is that state TMH policies vary
widely an limit generalizability for FQHCs and medical schools in some states. The

American Telemedicine Association tracks and reports state-level variation in policies and proposed

legislation (available at http://www.americantelemed.org/policy-page/state-policy-resource-center).
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Likewise, policies and reimbursement models change over time and this may also limit
generalizability in the future. In particular, value-based financing arrangements such as Accountable
Care Orgaﬁmay drastically alter billing practices. Although, less dependence on paying for
encounter&mphasis on population health is likely to facilitate TMH in general.

]

-
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Table 1

Health Billing Codes

Current Procedural
Terminology (CPT) Code

Comments

Providf::iter Type

Psychiatrist: Initial Assessment

Initial diagnostic evaluation
CPT code 90792 (Level 1)

Requires a medical assessment

Psychiatris

e
O

Evaluation and Management
CPT codes 99213-99215 (Level
1)

Code depends on the
length/complexity of the
encounter. Add-on
psychotherapy code can be
used.

Psychologi therapy

90832 (30 minutes) (Level 1)
90833 (45 minutes) (Level 1)
90837 (60 minutes) (Level 1)

Interactive Video Iidicator

GT modifier (eg, 90792 GT)?
Place of Service (POS) Code 02

Indicates that the encounter
was conducted synchronously
via interactive video

Practice aagess

FQHC address

Required to be eligible for PPS

supplemental payment

Q3014 (Level 1)

Originatin
®No lon y Medicare

Table ZEded Policy Changes

Relevant
ganization

Barrier

Recommendation

Pros

Cons

Joint
mission

Credentiali

Partner with the
Federation of State Board
of Medical Examiners, the
Association of State and
Provincial Psychology
Boards, and other relevant
licensing boards to develop
a national telemedicine
credentialing and
privileging organization
that can confirm the
qualifications and clinical
skills of telemedicine
providers regardless of
where they practice.
Alternatively, CMS and The
Joint Commission should
work to streamline the

This would greatly
reduce the costly,
time-consuming,
and duplicative
efforts of each
FQHC having to
conduct their own
credentialing and
privileging.

Would require a
change in federal
law to allow
federal oversight
of a process
traditionally
provided at the
state level.

Some health care
systems may not
be willing to
accept the
indemnity risk
associated with a
national
organization’s
credentialing and
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credentialing by proxy privileging
process. decisions.
Scope o Revise policies and/or Removing this Creates an

Project

Scope of
Project

standardize the
interpretation of current
policies to facilitate the
addition of TMH services
into the FQHC Scope of
Project. Current policy
states that all patients
must have access to the
TMH providers regardless
of location.

requirement may
facilitate the
expansion of TMH
services even if all
FQHC clinic sites
do not have the
capacity to offer
TMH.

inequity for FQHC
patients served in
clinic sites without
TMH.

Allow FQHCs to request
additional grant funding to
support TMH programs
when they expand their
Scope of Project. Current
policy states that the TMH
programs must not require
additional funding under
the Section 330 Public
Health Service Act Health
Center Program grant.

Removing this
requirement will
create a more
sustainable
financial
environment
because state
medical schools
do not have the
resources to
provide services
to more uninsured
patients.

Requires
additional
resources

Remot Vendors EHR vendors should New products for | Offering less
Access develop products that offer | part-time expensive site
site licenses at reduced providers will licenses for part-
rates for part-time make the cost of time providers
telemedicine providers. site licenses less may reduce profit
Alternatively, FQHCs, state | prohibitive and margins for EHR
primary care associations, the return on vendors.
and Health Center investment more
Controlled Networks acceptable.
should use collective
bargaining to negotiate
better rates for site
licenses.
Insurance Should not require that Reduces duplicate | None
Credentialin TMH providers repeat the effort and costs.

credentialing process to be
empaneled when they
practice in multiple health
care organizations. Private
insurers should also
eliminate this redundant
and burdensome
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requirement.

Billing State Medicaid | Should allow FQHCs to Increasing the PPS | Requires
inistrators | renegotiate their PPS rate rate to account additional
when TMH services are for the additional | resources
added to the Scope of cost of contracting
Project. for TMH services
creates a more
| .
sustainable
financial
environment.
Billing S Should require that all Making TMH Requires
states and regions make encounters additional
TMH encounters eligible eligible for the resources
for the PPS rate. Some PPS rate creates a
states (eg, Ml) and CMS more sustainable
regional offices (eg, region | financial
5) have determined that if | environment.
the TMH provider is not
physically located at the
FQHC, the encounter is not
eligible for supplemental
PPS payments. Our
recommendation is that all
states adopt California’s
policy that if the distant
providers are practicing
within the “virtual walls” of
the FQHC (ie, credentialed
and privileged as an FQHC
provider), that the
encounter be eligible for
PPS.*
Billing MS Should allow FQHCs to bill Removing this Requires
as distant-sites for restriction will additional
Medicare patients. allow TMH resources
providers
credentialed and
privileged to

practice at the
FQHC to receive
Medicare
reimbursements.
Otherwise, the
FQHC and the
medical school
must have
different
arrangements for
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providers who are
contracting and
credentialed and privileged
to practice at FQHCs to be
covered under FTCA. This
could be accomplished by
either removing the
stipulation that the TMH
provider work full-time at

providers to be
covered by FTCA
will eliminate the
need for FQHCs to
purchase
supplemental
insurance. This
will also allow
FQHCs to contract

Medicaid and
Medicare
patients.

Billing S Should allow facility fees to | Allowing billing for | Requires
reflect the indirect costs at | indirect costs at additional
the distant-site, not just the distant-site resources
the originating-site. The creates a more

- contracted rates offered by | sustainable
state medical schools financial
reflect both the direct cost | environment.
of providing patient care
and the indirect costs
associated with supporting
the TMH provider at the
distant-site (eg, office,
computer, electricity,
heating).

Indemnity SA Should allow TMH Allowing TMH None

the FQHC or that mental
health specialists be added
to the list of provider type
exceptions. HRSA should
also eliminate the
stipulation that the
compensation that arises
from contracted TMH
services must be paid by
the covered FQHC directly
to the individual provider.
Finally, HRSA should
provide assurance that
telehealth services are
eligible for FTCA indemnity
coverage.

with the state
medical schools
and for providers
to be covered
under their
medical school’s
indemnity plan.

%
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