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HEALTH BENEFIT PLAN MANDATE OVERVIEW:

S.B. 1154: AN ACT RELATIVE TO FULL APPLICATION OF TELEMEDICINE COVERAGE

HISTORY OF THE BILL
The Joint Committee on Public Health referred Senate Bill (S.B.) 1154, “An Act relative to full application of 
telemedicine coverage,” sponsored by Sen. Gobi of Spencer in the 189th General Court, to the Center for 
Health Information and Analysis (CHIA) for review.1  Massachusetts General Laws chapter 3 §38C requires 
CHIA to review and evaluate the potential fiscal impact of each mandated benefit bill referred to the agency 
by a legislative committee.

WHAT DOES THE BILL PROPOSE?
Massachusetts General Laws Chapter 175 §47BB requires that, for insurance carriers who cover 
telemedicine services, such coverage be “consistent with coverage for health care services provided 
through in-person consultation” and that such coverage apply cost-sharing on the same terms it does 
for in-person services. It defines “telemedicine” as “the use of interactive audio, video or other electronic 
media for the purpose of diagnosis, consultation or treatment [excluding] the use of audio-only telephone, 
facsimile machine or e-mail.” It allows a carrier to limit coverage of telemedicine services to providers in a 
telemedicine network approved by the carrier. The current statute applies only to general indemnity plans; 
S.B. 1154 would extend the law to the other major types of health insurance (HMOs, Blue Cross/Blue 
Shield, MassHealth) and to plans sponsored by the Group Insurance Commission.

MEDICAL EFFICACY OF S.B. 1154
Telemedicine is not a medical specialty or a particular service; rather it is a means to provide a healthcare 
service at a distance. A survey of the literature has found the use of telemedicine effective for a variety 
of conditions and situations, despite barriers that that have been identified. Evidenced-based guidelines, 
model policies, and federal and state laws are evolving in response. Despite the identified barriers, the use 
of telemedicine continues to grow. 

CURRENT COVERAGE
Fully-insured carriers governed by Chapter 175 must meet the requirements of 175 §47BB, as described 
above. In responses to a recent survey of insurance carriers in Massachusetts, all responded that they 
currently cover telemedicine for a variety of conditions and services. Most carriers indicated that they 
manage separate telemedicine networks, contract with telemedicine service vendors and/or allow any 
network provider with the required infrastructure to perform covered telemedicine services. All cost sharing 
for covered telemedicine services is currently equal to that charged for in-person consultations under their 
policies, according to all carriers. This includes plans subject to the current law and ones not subject to 
it. Note that the current law and the proposed bill do not impose restrictions on rates carriers may pay 
providers for these services.  
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COST OF IMPLEMENTING THE BILL
Requiring coverage for this benefit by fully-insured health plans would result in an insignificant average 
annual increase, over five years, to the typical member’s monthly health insurance premiums and is 
estimated to be zero.

The Massachusetts Division of Insurance and the Commonwealth Health Insurance Connector Authority 
are responsible for determining any potential state liability associated with the proposed mandate under 
Section 1311 of the Affordable Care Act (ACA).

PLANS AFFECTED BY THE PROPOSED BENEFIT MANDATE
The current statute, in Chapter 175, applies only to general indemnity plans; S.B. 1154 would extend 
the law to all commercial fully-insured health plans issued pursuant to Massachusetts General Laws, 
including HMOs and Blue Cross/Blue Shield, and to both fully- and self-insured plans operated by the 
Group Insurance Commission (GIC) for the benefit of public employees. The proposed bill would apply to 
members covered under the relevant plans, regardless of whether they reside within the Commonwealth 
or merely have their principal place of employment in the Commonwealth. Health benefit plan mandates 
do not apply to plans that cover Massachusetts residents but are issued in other states. The bill as 
drafted affects Medicaid/MassHealth; however, CHIA’s analysis does not estimate the potential effect of 
the mandate on Medicaid expenditures.

PLANS NOT AFFECTED BY THE PROPOSED BENEFIT MANDATE
Self-insured plans (i.e., where the employer or policyholder retains the risk for medical expenses and uses 
a third-party administrator or insurance carrier only to provide administrative functions), except for those 
provided by the GIC, are not subject to state-level health insurance mandates. State mandates do not 
apply to Medicare and Medicare Advantage plans, the benefits of which are qualified by Medicare. This 
analysis excludes members of commercial fully-insured plans over 64 years of age. State mandates also 
do not apply to federally-funded plans including TRICARE (covering military personnel and dependents), 
the Veterans Administration, and the Federal Employee’s Health Benefit Plan.
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MEDICAL EFFICACY ASSESSMENT
Massachusetts Senate Bill (S.B.) 1154,2 as submitted in the 189th General Court, would extend the 
scope of the current health insurance benefit statute regarding telemedicine services3 to reach not only 
general indemnity plans but also the other major types of commercial health insurance (HMOs, Blue 
Cross/Blue Shield) and plans sponsored by the Group Insurance Commission. The current statute 
requires that, for insurance carriers who cover telemedicine services, such coverage be “consistent with 
coverage for health care services provided through in-person consultation” and that such coverage 
apply cost sharing on the same terms it does for in-person services. It defines “telemedicine” as “the 
use of interactive audio, video or other electronic media for the purpose of diagnosis, consultation or 
treatment [excluding] the use of audio-only telephone, facsimile machine or e-mail.” It allows a carrier to 
limit coverage of telemedicine services to providers in a telemedicine network approved by the carrier.

M.G.L. c. 3 §38C charges the Massachusetts Center for Health Information and Analysis (CHIA) with 
reviewing the medical efficacy of proposed mandated health insurance benefits. Medical efficacy reviews 
summarize current literature on the effectiveness and use of the mandated treatment or service, and 
describe the potential impact of a mandated benefit on the quality of patient care and the health status 
of the population.

TELEMEDICINE
According to the American Telemedicine Association (ATA), telemedicine is “the use of medical 
information exchanged from one site to another via electronic communications to improve a patient’s 
clinical health status.”4 This definition broadly includes two-way video, email, smart phones, wireless 
tools and other telecommunications technologies, and encompasses patient video conference 
consultations, the transmission of still images, patient portals, remote vital sign monitoring, continuing 
medical education, nursing call centers, and consumer-focused patient wireless applications.5

The federal Center for Medicare and Medicaid Services (CMS) defines telemedicine more narrowly as 
a method “to improve a patient’s health by permitting two-way, real time interactive communication 
between the patient, and the physician or practitioner at the distant site. This electronic communication 
means the use of interactive telecommunications equipment that includes, at a minimum, audio and 
video equipment.”6 The CMS definition does not include telephone, facsimile machines, or email, but 
instead groups these telecommunications methods under the broader definition of telehealth.7,8 This 
definition is consistent with that used in the current and proposed telemedicine health benefit plan 
mandates in Massachusetts.

While the technological definition is somewhat more narrow than that defined under the broad CMS 
umbrella of telehealth, the Massachusetts mandate does not limit the use of telemedicine further by type 
of provider, patient, disease, service, or location of patient or provider, as do Medicare regulations, for 
example.  (See Appendix A.)
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Telemedicine is not a distinct specialty, but is instead the use of interactive telecommunication 
technologies to deliver a variety of healthcare services to treat many different diseases and conditions.  
The following table is a sample of services, specialties, and diseases involved in studies—conducted or 
underway—to review the effectiveness of telemedicine for use in specific patient populations.

Services9 Specialties Diseases
 ■ Disease screening10

 ■ Diagnosis11

 ■ Monitoring/Status 
assessments12

 ■ Patient education13

 ■ Evaluation14

 ■ Consultations15

 ■ Rehabilitation/Therapy16

 ■ Behavioral health  
sessions17

 ■ Medication management18

 ■ Audiology19

 ■ Cardiology20

 ■ Dentistry21,22

 ■ Dermatology 23

 ■ Endocrinology24

 ■ Neuropsychology25

 ■ Occupational therapy26

 ■ Ophthalmology27

 ■ Pediatrics28

 ■ Pharmacy29

 ■ Physical therapy30

 ■ Primary care31

 ■ Psychiatry/Psychology32,33

 ■ Speech-language  
pathology34

 ■ Surgery (pre- and post-
operative)35

 ■ Urgent care36

 ■ Chronic illnesses37

 ■ Asthma38

 ■ Chronic kidney disease39

 ■ Chronic wounds40

 ■ Diabetes41

 ■ Heart disease42

 ■ Hypertension43

 ■ Irritable Bowel Syndrome44

 ■ Pain management45

 ■ Smoking cessation46

 ■ Multiple sclerosis47

 ■ Parkinson’s disease48

 ■ Mental health49,50

 ■ Attention-deficit hyperactivity 
disorder51

 ■ Agoraphobia/panic disorders52

 ■ Anxiety disorders53

 ■ Depression54

 ■ Post-traumatic stress 
disorder55

 ■ Schizophrenia56

 ■ Acute conditions

 ■ Stroke57

Given the large body of evidence that continues to develop across a wide range of topics in 
telemedicine, many specialty associations, as well as the American Telemedicine Association and the 
Federation of State Medical Boards, have issued and continue to develop position papers, standards, 
and guidelines regarding the use of telemedicine for various patients, conditions, or technologies.  
Appendix B lists examples of these.  Some of these are evidence-based guidelines that may be used by 
clinicians when “feasible and practical…in order to provide quality telehealth care.”58
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MEDICAL EFFECTIVENESS OF SERVICES DELIVERED THOUGH TELEMEDICINE
The use of telemedicine continues to grow, through both the expansion of the technology to new services, 
and additional patient-clinician encounters. Many studies and reviews have found the use of telemedicine 
effective for a variety of conditions and situations, but researchers caution that the evidence itself may be 
limited, inconsistent, and sometimes contradictory, prompting the need for more rigorous and expansive 
studies before broad conclusions may be drawn.

For example, in a review of 80 separate systematic reviews, researchers found that in 21 reviews 
telemedicine was found to be effective, 19 concluded that telemedicine is promising or has potential 
but that more research is needed, and 22 found the evidence of effectiveness to be inconclusive or 
inconsistent.59 Another study reviewed 141 randomized control trials (RCTs) analyzing 148 telemedicine 
interventions for five common chronic diseases (asthma, COPD, diabetes, heart failure, hypertension).  
Here researchers found the reviewed source articles showed positive effects from telemedicine in 108 of 
the RCTs, and negative effects in only two, with similar effects across all of the diseases studied. However, 
the study authors again summarized that the evidence base for the value of telemedicine for managing 
chronic conditions is “weak and contradictory,” citing publication bias and the short-term duration of the 
studies as reasons for their cautionary conclusion.60  

While additional research remains to be conducted and an overall conclusion about the effectiveness of 
telemedicine cannot be broadly drawn, telemedicine has been found to be effective for specific conditions 
and situations. Specifically, studies have found telemedicine to:

 ■ Improve self-management of chronic conditions for young people in pediatric care.61

 ■ Enable more timely access to surgical care for patients with head and neck cancer.62

 ■ Reduce geographic barriers to initial oral medical consultation for remote patients, resulting in 
additional expert clinical examination for the “significant majority of patients.”63

 ■ Improve outcomes “in almost all areas in the continuum of cardiovascular disease,” including 
early diagnosis, second consultation, communication between clinicians, rate of follow-up, and 
secondary prevention efforts.64

 ■ Improve quality of life indicators and lead to similar health outcomes as routine care for patients 
with heart failure.65

 ■ Increase delivery of outpatient dermatologic care in “resource-poor primary care settings.”66

 ■ Improve timely access to neurological expertise, and reduce geographic disparity in the diagnosis 
and treatment of acute stroke.67 Reduce stroke disability and death for rural populations,68 and 
reduce mortality after stroke in a population-wide study.69

 ■ Improve relapse duration, disease activity, short-term medication adherence, quality of life 
measures, disease knowledge, and remote disease management while reducing acute outpatient 
clinic visits for patients with Irritable Bowel Disease.70

 ■ Result in equivalent outcomes between in-person and video-teleconference-based geropsychiatry 
neurocognitive screenings.71

 ■ Create a “feasible care delivery strategy in patients with” chronic kidney disease, as health 
outcomes were comparable to usual care.72
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 ■ Significantly decrease the rate of emergency department use for ambulatory care sensitive conditions 
over one year for older residents residing in senior living communities through the use of high-intensity 
acute illness telemedicine care.73

 ■ Improve outcomes for adult asthma patients by decreasing the use of short-acting β-agonist (SABA) 
use, increasing SABA-free days, and improving Asthma Control Test scores for adults previously lacking 
asthma control.74

 ■ Increase the use of pharmacotherapy and patient satisfaction for those in a tobacco-cessation program.75

 ■ Address “barriers to care related to both logistics and stigma” for patients provided evidence-based 
psychotherapy for post-traumatic stress disorder (PTSD) and depression, with outcomes “paralleling 
those of clinic-based care delivered in person.”76  

 ■ Improve patient and provider satisfaction ratings, resulting in outcomes “equivalent to in-person 
care”, especially for PTSD, depression, and attention-deficit hyperactivity disorders (ADHD), and for 
underserved ethnic groups, Native American, Hispanic, and Asian populations.77  

 ■ Improve medication adherence, patient responsiveness, quality of life, and remission rates for patients 
with depression treated in a Telemedicine-Based Collaborative Care model.78

 ■ Improve blood glucose control for patients with diabetes.79

 ■ Provide advantages over non-telehealth alternative procedures for providing distance care in a variety of 
speech-language-hearing science (SLHS) areas related to hearing, speech, language, and swallowing 
assessments and interventions.80

Authors of several studies have cited barriers to the effectiveness of telemedicine, including issues of 
training, regulation, reimbursement, licensing, technology, business processes, prescription policies, and the 
acceptance and recognition of benefit by both public and providers.81,82 Moreover, the overall effectiveness of 
these interventions may depend on a variety of factors, including: the study population, including condition 
severity and participant disease trajectory; the specific function of the intervention or service provided, and 
its appropriate provision via telecommunication platforms; and the training, skill, processes, and support of 
the delivering provider or healthcare system.83 Other authors have cautioned that telemedicine may increase 
clinician workload, create duplication, or encourage redundancy or the inefficient use of resources.84  Some 
models may diminish the quality of care, by limiting patients to one reason per visit, discouraging continuity 
of care by restricting visits to the same provider, and by relinquishing responsibility for patient outcomes by 
requiring patients to sign disclaimers and releases prior to their telemedicine encounters.85 Such “telemedicine 
strategies… fail to meet the professional standards for a clinical encounter [and] jeopardize patient care.”86

Maintaining the standard of medical care will affect the growth in the utilization of telemedicine.  Telemedicine, 
while “fundamentally different from…a face-to-face encounter” due to the physical separation of clinician 
and patient, introduces the new parameters and dynamics of a technology platform into the clinician-patient 
interaction and relationship.87  Ideally, these encounters follow the standards of those present during the 
traditional visit, and include a thorough evaluation, evidence-based recommendations, necessary follow-up 
and referrals, and documentation.88  The technology also creates new opportunities for encounters that may 
not otherwise be possible due to geography, patient condition or situation, or other factors.  Moreover, these 
technology platforms offer the clinician the unique possibility to evaluate a patient’s home environment and risk 
factors, interact with family members and other caregivers, communicate diagnostic and therapeutic information 
efficiently, and record visits for future reference, thus enabling the patient to review complex information and 
recommendations at a future time, such as goals-of-care discussions and self-management techniques.89  

In an article published in JAMA, the Journal of the American Medical Association, the authors stated that, “In its 
ideal form, telemedicine meets the standards of traditional encounters...[and] creates opportunities not present 
during traditional office encounters.”90
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ADDITIONAL CONSIDERATIONS
With the growth of telemedicine services, numerous legal and regulatory considerations have surfaced, 
including how telemedicine relates to licensing, prescriptive ability, and credentialing.  While S.B. 1154 
does not address these matters per se, understanding them is useful to understanding in turn the 
provider’s role in delivering telemedicine.

Licensing of telemedicine providers
Providing telemedicine across state lines often presents a challenge if the physician or other provider 
is not licensed in the state in which the patient is located. In Massachusetts, physician licensing and 
the practice of medicine is regulated by the Board of Registration in Medicine (the Board).91  The Board 
includes telemedicine within its definition of “practice of medicine,” defining it as, “the provision of 
services to a patient by a physician from a distance by electronic communication in order to improve 
patient care, treatment, or services.”92 Since the practice of medicine occurs where the patient is 
physically located at the time of the telemedicine encounter,93 physicians providing telemedicine services 
to patients in Massachusetts are required to have a license to practice medicine in Massachusetts. This 
interpretation is consistent with the model policy of the Federation of State Medical Boards that provides, 
“[a] physician must be licensed, or under the jurisdiction, of the medical board of the state where the 
patient is located.”94

Other states have responded in several ways to the issue of state licensure and practicing telemedicine 
across state lines. First, at least twelve states have adopted the Interstate Medical Licensure Compact 
that provides an expedited pathway for physicians seeking to obtain a medical license in an additional 
state.95 Second, some states offer special purpose telemedicine or conditional licenses.96  Third, some 
states offer reciprocity with bordering states, i.e., they grant physicians licensed in the bordering state 
the privilege of practicing medicine in the patient’s state, under certain conditions and if the bordering 
state also grants similar privileges to physicians from the patient’s state.97 While Massachusetts 
does not provide for these alternatives, it does allow for an out-of-state exception for “a physician or 
surgeon resident in another state who is a legal practitioner therein, when in actual consultation with a 
legal practitioner of the commonwealth…”98 This provision allows for peer-to-peer consultation with a 
physician licensed in another state. 

Prescriptive ability
Remote prescribing of medications through telemedicine presents a challenge for providers in some 
states. In Massachusetts, General Laws Chapter 94C provides that a prescription “shall be issued for 
a legitimate medical purpose by a practitioner acting in the usual course of his professional practice.”99  
The Massachusetts Board of Registration in Medicine has added that the prescription needs to be 
issued, “within a physician-patient relationship that is for the purpose of maintaining the patient’s well-
being,” and “the physician must conform to certain minimum standards of patient care, such as taking 
an adequate medical history, doing a physical and/or mental status examination and documenting the 
finding.”100 Furthermore, the Board provides, “[i]ssuance of a prescription, by any means, including the 
Internet or other electronic process, that does not meet these requirements is therefore unlawful.”101  
Some states have revisited their pharmacy policies to address the growth of telemedicine and allow for 
remote prescribing.102
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Credentialing
Credentialing is the process of obtaining, verifying, and assessing the qualifications of a physician to 
provide care or services in or for a health care organization.103  These qualifications, or credentials, 
are documented evidence of the licensure, education, training, experience, or other qualifications 
of a licensed medical provider.104  Each time a physician practices medicine at a new health care 
organization, the physician’s credentials must be verified, a process referred to as “credentialing.”105 
After successful completion of credentialing, “privileges” to practice medicine at that health care 
organization are granted.  “Privileging” refers to the authorization of the physician to provide a specific 
scope and content of services at a healthcare organization.106 Because credentialing is a time-
consuming and burdensome process, the Centers for Medicare & Medicaid Services (CMS) enacted 
regulations to streamline the process of telemedicine services, upholding the Joint Commission’s107 
practice of allowing an originating site (where the patient is located) to use credentialing and privileging 
information from a distant site (where the provider of services is located) when making privileging 
decisions for telemedicine providers.108,109,110,111

Massachusetts has seen some efforts to streamline credentialing.  The Massachusetts Physician 
Credentialing Initiative, sponsored by numerous health care organizations,112 established a standardized 
process for physician credentialing through which proof of education, experience, and training from 
primary sources (the entities issuing the credentials) are verified by a national credentials organization.113  
The CMS approach to credentialing has not been adopted.

CONCLUSION
Telemedicine is growing rapidly as an alternative method for providing diagnosis, consultation, and 
treatment.  It has shown to be efficacious in numerous studies across many disciplines.  Several 
legal and regulatory issues have arisen with its growth.  Efforts to address these issues, as well as to 
streamline the provision and assure the quality of services, are being made through the creation and use 
of evidenced-based guidelines, model policies, and state and federal laws.
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APPENDIX A: MEDICARE RULES REGARDING TELEHEALTHI

(a) Definitions. For the purposes of this section the following definitions apply:

(1) Asynchronous store and forward technologies means the transmission of a patient’s medical 
information from an originating site to the physician or practitioner at the distant site. The physician 
or practitioner at the distant site can review the medical case without the patient being present. An 
asynchronous telecommunications system in single media format does not include telephone calls, 
images transmitted via facsimile machines and text messages without visualization of the patient 
(electronic mail). Photographs visualized by a telecommunications system must be specific to the 
patient’s medical condition and adequate for furnishing or confirming a diagnosis and or treatment 
plan. Dermatological photographs, for example, a photograph of a skin lesion, may be considered to 
meet the requirement of a single media format under this provision.

(2) Distant site means the site at which the physician or practitioner delivering the service is located at 
the time the service is provided via a telecommunications system.

(3) Interactive telecommunications system means multimedia communications equipment that 
includes, at a minimum, audio and video equipment permitting two-way, real-time interactive 
communication between the patient and distant site physician or practitioner. Telephones, 
facsimile machines, and electronic mail systems do not meet the definition of an interactive 
telecommunications system.

(4) Originating site means the location of an eligible Medicare beneficiary at the time the service 
being furnished via a telecommunications system occurs. For asynchronous store and forward 
telecommunications technologies, the only originating sites are Federal telemedicine demonstration 
programs conducted in Alaska or Hawaii.

(b) General rule. Medicare Part B pays for office or other outpatient visits, subsequent hospital care 
services (with the limitation of one telehealth visit every 3 days), subsequent nursing facility care services 
(not including the Federally-mandated periodic visits under § 483.40(c) and with the limitation of one 
telehealth visit every 30 days), professional consultations, psychiatric diagnostic interview examinations, 
neurobehavioral status exams, individual psychotherapy, pharmacologic management, end-stage renal 
disease-related services included in the monthly capitation payment (except for one “hands on” visit per 
month to examine the access site), individual and group medical nutrition therapy services, individual and 
group kidney disease education services, individual and group diabetes self-management (DSMT) training 
services (except for one hour of in-person services to be furnished in the year following the initial DSMT 
service to ensure effective injection training), and individual and group health and behavior assessment 
and intervention services, and smoking cessation services furnished by an interactive telecommunications 
system if the following conditions are met:

(1) The physician or practitioner at the distant site must be licensed to furnish the service under 
State law. The physician or practitioner at the distant site who is licensed under State law to furnish 
a covered telehealth service described in this section may bill, and receive payment for, the service 
when it is delivered via a telecommunications system.

i  42 CFR § 410.78 Telehealth services. Accessed 9 March 2016: https://www.law.cornell.edu/cfr/text/42/410.78.
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(2) The practitioner at the distant site is one of the following:

(i) A physician as described in § 410.20.

(ii) A physician assistant as described § 410.74.

(iii) A nurse practitioner as described in § 410.75.

(iv) A clinical nurse specialist as described in § 410.76.

(v) A nurse-midwife as described in § 410.77.

(vi) A clinical psychologist as described in § 410.71.

(vii) A clinical social worker as described in § 410.73.

(viii) A registered dietitian or nutrition professional as described in § 410.134.

(3) The services are furnished to a beneficiary at an originating site, which is one of the following:

(i) The office of a physician or practitioner.

(ii) A critical access hospital (as described in section 1861(mm)(1) of the Act).

(iii) A rural health clinic (as described in section 1861(aa)(2) of the Act).

(iv) A Federally qualified health center (as defined in section 1861(aa)(4) of the Act).

(v) A hospital (as defined in section 1861(e) of the Act).

(vi) A hospital-based or critical access hospital-based renal dialysis center (including satellites).

(vii) A skilled nursing facility (as defined in section 1819(a) of the Act).

(viii) A community mental health center (as defined in section 1861(ff)(3)(B) of the Act).

(4) Originating sites must be located in either a rural health professional shortage area as defined under 
section 332(a)(1)(A) of the Public Health Service Act (42 U.S.C. 254e(a)(1)(A)) or in a county that is 
not included in a Metropolitan Statistical Area as defined in section 1886(d)(2)(D) of the Act. Entities 
participating in a Federal telemedicine demonstration project that have been approved by, or receive 
funding from, the Secretary as of December 31, 2000 qualify as an eligible originating site regardless of 
geographic location.

(5) The medical examination of the patient is under the control of the physician or practitioner at the distant site.

(c) Telepresenter not required. A telepresenter is not required as a condition of payment unless a telepresenter is 
medically necessary as determined by the physician or practitioner at the distant site.

(d) Exception to the interactive telecommunications system requirement. For Federal telemedicine 
demonstration programs conducted in Alaska or Hawaii only, Medicare payment is permitted for telehealth 
when asynchronous store and forward technologies, in single or multimedia formats, are used as a substitute 
for an interactive telecommunications system.

(e) Limitations.

(1) A clinical psychologist and a clinical social worker may bill and receive payment for individual 
psychotherapy via a telecommunications system, but may not seek payment for medical evaluation and 
management services.

(2) The physician visits required under § 483.40(c) of this title may not be furnished as telehealth services.

(f) Process for adding or deleting services. Changes to the list of Medicare telehealth services are made through 
the annual physician fee schedule rulemaking process.
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APPENDIX B: SAMPLE OF TELEMEDICINE GUIDELINES, STANDARDS,  
AND POSITION PAPERS
American Telemedicine Association:114

 ■ Practice Guidelines for Live, On Demand Primary and Urgent Care (2014)

 ■ Clinical Guidelines for Telepathology (August 2014)

 ■ Guidelines for TeleICU Operations (May 2014)

 ■ Core Operational Guidelines for Telehealth Services Involving Provider-Patient Interactions  
(May 2014)

 ■ A Lexicon of Assessment and Outcome Measures for Telemental Health (November 2013)

 ■ Practice Guidelines for Video-Based Online Mental Health Services (May 2013)

 ■ Quick Guide to Store-Forward and Live-Interactive Teledermatology for Referring Providers  
(April 2012)

 ■ Expert Consensus Recommendations for Videoconferencing-Based Telepresenting  
(October 2011)

 ■ Telehealth Practice Recommendations for Diabetic Retinopathy (February 2011)

 ■ A Blueprint for Telerehabilitation Guidelines (October 2010)

 ■ Practice Guidelines for Videoconferencing-Based Telemental Health (October 2009)

 ■ Practice Guidelines for Teledermatology (December 2007) 

 ■ Home Telehealth Clinical Guidelines (2003)

American Academy of Dermatology Association:

 ■ AAD Position Statement on Teledermatology (May 2015)115

 ■ AAD Position Statement on Telemedicine (November 2013)116

American Academy of Neurology: AAN Legislative Position Statement on Telemedicine117

American Medical Association: H-480.946 Coverage of and Payment for Telemedicine118

American Occupational Therapy Association: Telehealth Position Paper (November/December 2013)119
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Actuarial	Assessment	of	Senate	Bill	1154	
Submitted	to	the	189th	General	Court:	

“An	Act	relative	to	full	application	of	telemedicine	coverage”	

Executive	Summary	
Massachusetts	Senate	Bill	(S.B.)	1154,i	as	submitted	in	the	189th	General	Court,	would	extend	the	
current	health	benefit	plan	mandate	regarding	telemedicineii	to	apply	to	all	commercial	fully-
insured	policies.		The	proposed	mandate	would	require	insurance	carriers	that	cover	telemedicine	
services	to	do	so	under	terms	consistent	with	coverage	for	in-person	consultations,	including	any	
applicable	cost	sharing.		A	carrier	may	limit	coverage	to	providers	in	a	telemedicine	network	it	
defines.	

Massachusetts	General	Laws	(M.G.L.)	c.3	§38C	charges	the	Massachusetts	Center	for	Health	
Information	and	Analysis	(CHIA)	with,	among	other	duties,	reviewing	the	potential	impact	of	
proposed	mandated	health	care	insurance	benefits	on	the	premiums	paid	by	businesses	and	
consumers.		CHIA	has	engaged	Compass	Health	Analytics,	Inc.	(Compass)	to	provide	an	actuarial	
estimate	of	the	effect	enactment	of	the	bill	would	have	on	the	cost	of	health	insurance	in	
Massachusetts.	

Background	

Current	Massachusetts	law	requires,	for	insurance	carriers	licensed	under	Chapter	175	(accident	
and	sickness	insurance	policies),	that	coverage	for	telemedicine	be	provided	under	terms	
“consistent	with	coverage	for	health	care	services	provided	through	in-person	consultation.”iii		Cost	
sharing	for	such	services	may	not	exceed	that	charged	for	in-person	consultations,	and	the	“insurer	
may	limit	coverage	of	telemedicine	services	to	those	health	care	providers	in	a	telemedicine	
network	approved	by	the	insurer.”iv		Telemedicine	is	specifically	defined	as	“the	use	of	interactive	
audio,	video	or	other	electronic	media	for	the	purpose	of	diagnosis,	consultation	or	treatment,”	and	
does	not	include	audio-only	telephone,	facsimile	machine,	or	e-mail.v		The	proposed	health	benefit	
plan	mandate	extends	these	requirements	to	additional	insurance	license	types.	

Telemedicine	

Telemedicine	is	“the	use	of	medical	information	exchanged	from	one	site	to	another	via	electronic	
communications	to	improve	a	patient’s	clinical	health	status.”vi		Telemedicine	is	not	a	distinct	
medical	specialty	or	particular	service,	but	is	instead	the	use	of	interactive	telecommunication	
technologies	to	deliver	a	variety	of	healthcare	services	to	treat	many	different	diseases	and	
conditions.		Ideally,	telemedicine	encounters	follow	the	care	standards	applicable	during	the	
traditional	visit,	and	include	a	thorough	evaluation,	evidence-based	recommendations,	necessary	
follow-up	and	referrals,	and	documentation.vii	



	

compass Health Analytics ii Octoberr 2016 

The	use	of	telemedicine	continues	to	grow,	through	both	the	expansion	of	the	technology	to	new	
services,	and	additional	patient-clinician	encounters.		Many	studies	and	reviews	have	found	the	use	
of	telemedicine	effective	for	a	variety	of	conditions	and	situations,	but	researchers	caution	that	the	
evidence	itself	may	be	limited,	inconsistent,	and	sometimes	contradictory,	prompting	the	need	for	
more	rigorous	and	expansive	studies	before	broad	conclusions	may	be	drawn.		With	its	growth,	
numerous	legal	and	regulatory	considerations	have	surfaced,	including	issues	related	to	licensing,	
prescriptive	ability,	and	credentialing.		In	response,	evidenced-based	guidelines,	model	policies,	and	
federal	and	state	laws	continue	to	evolve	to	manage	the	use	of	telemedicine	to	streamline	provision	
of	services	and	assure	quality.	

Existing	laws	regarding	telemedicine	

The	current	Massachusetts	telemedicine	statute	already	applies	to	policies	regulated	by	
Chapter	175,	which	governs	accident	and	sickness	policies.		No	current	federal	mandates	related	to	
the	specific	subject	matter	of	this	bill	are	applicable.	

Analysis	

The	proposed	legislation	does	not	mandate	coverage	for	telemedicine	services,	but	does	require	
that	terms	of	coverage	and	cost-sharing	amounts	be	equivalent	to	those	for	in-person	consultations.		
According	to	responses	to	a	survey	of	Massachusetts	commercial	health	insurance	carriers,	all	–	
even	those	not	subject	to	the	current	statute	–	indicate	these	provisions	are	already	in	place	for	all	
of	their	policies	that	cover	telemedicine	services.		And	in	explicitly	granting	carriers	the	right	to	
limit	coverage	to	providers	within	their	approved	telemedicine	networks,	the	bill	allows	carriers	to	
retain	significant	control	of	potential	telemedicine	costs.		Note	that	the	current	law	and	the	
proposed	mandate	do	not	impose	restrictions	on	rates	carriers	may	pay	providers	for	these	
services.	

Summary	results	

Based	on	the	carrier	survey	responses	and	corroborative	data	from	the	All	Payer	Claim	Database	
(MA	APCD),	the	incremental	effect	of	S.B.	1154	on	average	commercial	fully-insured	medical	
expense	and	premiums	over	the	time	period	2017	to	2021	is	estimated	to	be	insignificant	and	
assumed	to	be	zero.	
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Executive	Summary	Endnotes	

																																								 																					
i	The	189th	General	Court	of	the	Commonwealth	of	Massachusetts,	Senate	Bill	1154,	“An	Act	relative	to	full	
application	of	telemedicine	coverage.”		Accessed	4	May	2016:	https://malegislature.gov/Bills/189/Senate/S1154.			
ii	M.G.L.	c.175	§47BB.	
iii	M.G.L.	c.175	§47BB.	
iv	M.G.L.	c.175	§47BB.	
v	M.G.L.	c.175	§47BB.	
vi	American	Telemedicine	Association	(ATA).	What	Is	Telemedicine?	Accessed	9	March	2016:	
http://www.americantelemed.org/about-telemedicine/what-is-telemedicine#.VuBh1_krLIV.	
vii	DeJong	C,	Lucey	CR,	Dudley	RA.	Incorporating	a	New	Technology	While	Doing	No	Harm,	Virtually.	JAMA.	2015	
Dec	8;314(22):2351-2.	Accessed	14	March	2016:	http://jama.jamanetwork.com/article.aspx?articleid=2474431.	
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Actuarial	Assessment	of	Senate	Bill	1154	
Submitted	to	the	189th	General	Court:	

“An	Act	relative	to	full	application	of	telemedicine	coverage”	

1.	Introduction	
Massachusetts	Senate	Bill	(S.B.)	1154,1	as	submitted	in	the	189th	General	Court,	would	extend	the	
current	health	benefit	plan	mandate	regarding	telemedicine2	to	apply	to	all	commercial	fully-
insured	policies.		The	proposed	mandate	would	require	insurance	carriers	that	cover	telemedicine	
services	to	do	so	under	terms	consistent	with	coverage	for	in-person	consultations,	including	any	
applicable	cost	sharing.		A	carrier	may	limit	coverage	to	providers	in	a	telemedicine	network	it	
defines.	

Massachusetts	General	Laws	(M.G.L.)	c.3	§38C	charges	the	Massachusetts	Center	for	Health	
Information	and	Analysis	(CHIA)	with,	among	other	duties,	reviewing	the	potential	impact	of	
proposed	health	benefit	plan	mandates	on	the	premiums	paid	by	businesses	and	consumers.		CHIA	
has	engaged	Compass	Health	Analytics,	Inc.	(Compass)	to	provide	an	actuarial	estimate	of	the	effect	
enactment	of	the	bill	would	have	on	the	cost	of	health	insurance	in	Massachusetts.	

Assessing	the	impact	of	the	proposed	mandate	on	premiums	entails	analyzing	its	incremental	effect	
on	spending	by	insurance	plans.		This	in	turn	requires	comparing	spending	under	the	provisions	of	
the	bill	to	spending	under	current	statutes	and	current	benefit	plans	for	the	relevant	services.	

Section	2	of	this	analysis	outlines	the	provisions	of	the	bill.		Section	3	summarizes	the	methodology	
used	for	the	estimate,	and	section	4	summarizes	the	results.	

2.	Interpretation	of	S.B.	1154	
Current	Massachusetts	law	requires,	for	insurance	carriers	governed	under	Chapter	175	(accident	
and	sickness	insurance	policies),	that	coverage	for	telemedicine	be	provided	under	terms	
“consistent	with	coverage	for	health	care	services	provided	through	in-person	consultation.”3		Cost	
sharing	for	such	services	may	not	exceed	that	charged	for	in-person	consultations,	and	the	“insurer	
may	limit	coverage	of	telemedicine	services	to	those	health	care	providers	in	a	telemedicine	
network	approved	by	the	insurer.”		Telemedicine	is	specifically	defined	as	“the	use	of	interactive	
audio,	video	or	other	electronic	media	for	the	purpose	of	diagnosis,	consultation	or	treatment,”	and	
does	not	include	audio-only	telephone,	facsimile	machine,	or	e-mail.4		The	proposed	mandate	
extends	these	requirements	to	additional	insurance	license	types,	as	outlined	in	the	next	section.	
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2.1.	Plans	affected	by	the	proposed	health	benefit	plan	mandate	
The	bill	extends	existing	statutes	that	regulate	health	care	insurance	carriers	in	Massachusetts	to	
additional	carrier	types.		It	includes	six	sections,	each	of	which	addresses	statutes	dealing	with	a	
particular	type	of	health	insurance	plan:	

• Section	1:	Plans	sponsored	by	the	Group	Insurance	Commission	(GIC)	(inserting	M.G.L.	
c.	32A,	§17O)	

• Section	2:	MassHealth	(inserting	M.G.L.	c.	118E,	§10I)	

• Section	3:	Contracts	with	non-profit	hospital	service	corporations	(inserting	M.G.L.	
c.	176A,	§8JJ)	

• Section	4:	Certificates	under	medical	service	agreements	(inserting	M.G.L.	c.	176B,	§4JJ)	

• Section	5:	Health	maintenance	contracts	(inserting	M.G.L.	176G,	§4AA)	

• Section	6:	Preferred	provider	arrangements	(inserting	M.G.L.	176I,	§12)	

The	bill	requires	coverage	for	members	under	the	relevant	Massachusetts-licensed	commercial	
plans	regardless	of	whether	they	reside	within	the	Commonwealth	or	merely	have	their	principal	
place	of	employment	in	the	Commonwealth.		Health	benefit	plan	mandates	do	not	apply	to	plans	
that	cover	Massachusetts	residents	but	are	issued	in	other	states.	

Self-insured	plans,	except	for	those	managed	by	the	GIC,	are	not	subject	to	state-level	health	
benefit	plan	mandates.		State	mandates	do	not	apply	to	Medicare	or	Medicare	Advantage	plans,	
the	benefits	of	which	are	qualified	by	Medicare;	this	analysis	excludes	members	of	fully-insured	
commercial	plans	over	64	years	of	age	and	does	not	address	any	potential	effect	on	Medicare	
supplement	plans	even	to	the	extent	they	are	regulated	by	state	law.		Section	2	of	the	bill	
(creating	M.G.L.	c.	118E,	§	10I)	affects	Medicaid	and	related	programs	managed	by	the	Division	
of	Medical	Assistance.		While	the	bill	might	affect	Medicaid	spending,	depending	on	current	
coverage,	this	analysis	does	not	include	any	impact	on	MassHealth	expenditures.	

2.2.	Covered	services	
According	to	the	American	Telemedicine	Association	(ATA),	telemedicine	is	“the	use	of	medical	
information	exchanged	from	one	site	to	another	via	electronic	communications	to	improve	a	
patient’s	clinical	health	status.”5		Telemedicine	is	not	a	distinct	medical	specialty	or	a	particular	
service,	but	is	instead	the	use	of	interactive	telecommunication	technologies	to	deliver	a	variety	of	
healthcare	services	to	treat	many	different	diseases	and	conditions.	

Telemedicine,	while	“fundamentally	different	from…a	face-to-face	encounter”	due	to	the	physical	
separation	of	clinician	and	patient,	introduces	the	new	parameters	and	dynamics	of	a	technology	
platform	into	the	clinician-patient	interaction	and	relationship.6		Ideally,	these	encounters	follow	
the	care	standards	applicable	during	the	traditional	visit,	and	include	a	thorough	evaluation,	
evidence-based	recommendations,	necessary	follow-up	and	referrals,	and	documentation.7	
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The	use	of	telemedicine	continues	to	grow,	through	both	the	expansion	of	the	technology	to	new	
services	and	additional	patient-clinician	encounters.		Many	studies	and	reviews	have	found	the	use	
of	telemedicine	effective	for	a	variety	of	conditions	and	situations,	but	researchers	caution	that	the	
evidence	itself	may	be	limited,	inconsistent,	and	sometimes	contradictory,	prompting	the	need	for	
more	rigorous	and	expansive	studies	before	broad	conclusions	may	be	drawn.		With	its	growth,	
numerous	legal	and	regulatory	considerations	have	surfaced,	including	issues	related	to	licensing,	
prescriptive	ability,	and	credentialing.		In	response,	evidenced-based	guidelines,	model	policies,	and	
federal	and	state	laws	continue	to	evolve	to	manage	the	use	of	telemedicine	to	streamline	provision	
of	services	and	assure	quality.	

2.3.	Existing	laws	affecting	the	cost	of	S.B.	1154	
This	analysis	must	estimate	the	incremental	effect	of	S.B.	1154,	given	existing	statutes.		As	noted,	
the	current	Massachusetts	telemedicine	statute	already	applies	to	policies	regulated	by	Chapter	
175,	which	governs	accident	and	sickness	policies.		No	current	federal	mandates	related	to	the	
specific	subject	matter	of	this	bill	are	applicable.	

2.4.	Current	coverage	
Neither	the	current	statute	nor	the	proposed	extension	to	other	types	of	insurance	requires	
coverage	for	telemedicine	services,	but	directs	that	any	coverage	must	be	consistent	with	coverage	
for	services	provided	in-person.		In	a	recent	survey	of	the	largest	insurance	carriers	in	
Massachusetts,	all	responded	that	they	currently	cover	telemedicine	for	a	variety	of	conditions	and	
services.		Most	carriers	indicated	that	they	manage	separate	telemedicine	networks,	contract	with	
telemedicine	service	vendors,	and/or	allow	any	network	provider	with	the	required	infrastructure	
to	perform	covered	telemedicine	services.		All	cost	sharing	for	covered	telemedicine	services	is	
currently	equal	to	that	charged	for	in-person	consultations	under	their	policies,	according	to	all	
carriers.		Note	that	the	current	law	and	the	proposed	mandate	do	not	impose	restrictions	on	rates	
carriers	may	pay	providers	for	these	services.	

3.	Methodology	

3.1.	Effect	of	expanding	mandate	to	additional	carriers	
As	described,	the	provisions	of	S.B.	1154	already	apply	to	accident	and	sickness	insurance	policies	
governed	by	Chapter	175.		This	analysis	estimates	the	incremental	cost	to	the	Massachusetts	fully-
insured	commercial	health	care	market	of	extending	these	provisions	to	the	additional	carriers	
listed	in	S.B.	1154.	

The	proposed	legislation	does	not	mandate	coverage	for	telemedicine	services,	but	does	require	
that	terms	of	coverage	and	cost-sharing	amounts	be	equivalent	to	those	for	in-person	consultations.		
All	carriers	in	the	state	indicate	that	these	provisions	are	already	in	place	for	all	of	their	insurance	
policies	that	cover	telemedicine	services.		And	in	explicitly	granting	carriers	the	right	to	limit	



	

compass Health Analytics 4 October 2016 

coverage	for	telemedicine	services	to	providers	within	approved	telemedicine	networks,	the	bill	
allows	carriers	to	retain	significant	control	of	potential	telemedicine	costs.	

3.2.	Data	sources	
The	primary	data	source	used	in	the	analysis	was	information	from	responses	to	a	survey	of	
commercial	health	insurance	carriers	in	Massachusetts,	including	descriptions	of	current	coverage.		
In	addition,	limited	corroboration	was	available	from	the	Massachusetts	All	Payer	Claim	Database	
(MA	APCD).	

4.	Results	
A	review	of	data	from	the	MA	APCD	confirms	that	most	carriers	paid	claims	in	2014	for	
telemedicine	services.		However,	the	volume	and	cost	of	services	in	that	period	were	very	low;	the	
technology	and	its	adoption	continue	to	evolve	and	are	expected	to	grow	rapidly,	though	not	as	a	
result	of	this	health	benefit	plan	mandate.		In	an	analysis	of	the	MA	APCD	claims	for	2014	services	
for	which	there	was	any	reimbursement	for	telemedicine	delivery	of	care	(meaning	services	with	
no	telemedicine	delivery	–	for	example,	suturing	–	were	completely	excluded	from	the	analysis),	the	
proportion	of	the	number	of	services	delivered	via	telemedicine	was	less	than	0.01	percent;	the	rest	
were	delivered	in-person.		However,	the	adoption	and	acceptance	of	telemedicine	delivery	of	
services	has	been	growing	rapidly,	and	is	anticipated	to	continue	to	do	so.		One	study	estimated	the	
number	of	U.S.	patients	using	telemedicine	services	at	250,000	in	2013,	and	projects	this	to	rise	to	
3.2	million	patients	by	2018,	or	66.5	percent	annually.8	

All	carriers,	even	those	not	subject	to	the	current	statute,	report	in	their	responses	to	survey	
questions	that	they	abide	by	the	current	statute’s	terms	regarding	cost	sharing.		Constrained	by	the	
very	low	volume	of	services	delivered	via	telemedicine	in	2014	MA	APCD	data,	an	analysis	on	a	
service-by-service	basis	found	no	evidence	that	cost	sharing	for	telemedicine	services	was	higher	
than	for	the	corresponding	traditionally-delivered	in-person	version	of	the	same	services.	

Based	on	the	carrier	survey	responses	and	corroborative	data	from	the	MA	APCD,	the	incremental	
effect	of	S.B.	1154	on	average	commercial	fully-insured	medical	expense	and	premiums	over	the	
time	period	2017	to	2021	is	estimated	to	be	insignificant	and	assumed	to	be	zero.	

The	proposed	mandate	would	apply	to	fully-insured	and	self-insured	plans	operated	for	state	and	
local	employees	by	the	Group	Insurance	Commission	(GIC).		Because	the	benefit	offerings	of	GIC	
plans	are	similar	to	most	other	commercial	plans	in	Massachusetts,	the	effect	of	the	proposed	
mandate	on	GIC	medical	expense	is	estimated	to	be	insignificant.	
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