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Executive Summary
The Washington State Telehealth Collaborative was formed in 2016 as a result of SB6519 and with a
mission to provide a forum to improve the health of Washington residents through the collaboration
and sharing of knowledge and health resources statewide and increasing public awareness of telehealth
as a delivery mechanism. In the last year, the collaborative has met eight times and focused on three
areas: 1) training providers on telemedicine; 2) cost-effectiveness of telemedicine; and 3) payment
parity. Many of the large health systems have standardized training but there is no widely available,
low-cost training available for smaller practices or solo clinicians. Members of the collaborative have
established a set of PowerPoint slides that can help these providers. It covers topics such as billing and
coding, patient consent, malpractice, webside etiquette, documentation, and privacy issues. The
collaborative is exploring the best ways to disseminate this training.
On the topic of cost-effectiveness, the collaborative learned that data collection on cost-effectiveness
can be quite difficult and one’s perspective on the analysis matters. For example, a particular type of
telehealth program may be cost-effective from a patient or societal perspective, but not from a health
system perspective. There is quite a diversity of opinion on the question of whether telemedicine is costeffective.
Payment parity is the idea is that a clinician should be paid the same amount for a clinical service
provided through telemedicine as an in-person. There was agreement that telemedicine visits could be
billed using Current Procedural Terminology (CPT) does with associated telemedicine modifiers ((as
opposed to the 9944x “Internet” codes). However, some members believed that telemedicine visits
may not be equivalent clinically to an in-office visit, that the overhead costs can be lower and that one
purpose of the technology is to lower the cost of health care. This is supported by the RVU’s that CMS
has created. Other members disagreed, saying that there are other overhead costs (such as software,
hardware, IT help, clinical staff and office space) which need to be accounted for, that telehealth can be
used with peripheral devices and with trained telepresenters who assist in a physical exam, and that
reimbursement is already quite low for in-person visits. The discussions for payment parity were limited
to synchronous video visits. It was recognized that store and forward visits can be very different and
payment parity was not discussed in detail for this type of care. In summary, the collaborative could not
agree on conditions of payment parity pilot and some health systems stated that they would not
participate in such a pilot.

Meeting Times and Locations
The collaborative met eight times in 2018, rotating meeting locations around the state in order to
accommodate the broad geographic representation. Each meeting was at least two hours. Sessions
were open to the public and the public's questions, comments, and suggestions were considered in the
development of this report. Please see the following table for meeting days and locations.

Date

Location

Topics
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Commented [ES1]: Jamie, pls add a column in table
below on topics discussed and a link to the minutes for each
respective meeting

January 5, 2018

Kaiser Permanente
Renton, WA

March 23, 2018

University of Washington Medical
Center
Seattle, WA

May 7, 2018

Davis Wright Tremaine LLP
Seattle, WA

June 27, 2018

Premera Blue Cross
Mountlake Terrace, WA

August 30, 2018

Gonzaga University
Spokane, WA

September 17,
2018

Virtual Meeting
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• Cost/Outcomes
• Report to Legislature
• Net Neutrality
• Parity
http://www.wsha.org/wpcontent/uploads/MINUTES_WA-StateCollab-01.05.18.pdf
• Malpractice
• Passed Legislation Bill: S.6399
• Telemedicine Billing Preferences
• Net Neutrality
http://www.wsha.org/wpcontent/uploads/MINUTES_WA-StateTelehealth-Collaborative-03.23.18.pdf
• Update from ATA Meeting
• WA State Payment Parity Bill
• Payment Parity and Cost Savings in
Telemedicine
• Guidance Report
http://wsha.wpengine.com/policyadvocacy/issues/telemedicine/washingtonstate-telemedicine-collaborative/meetingsand-minutes/
• Resources available from OCHIN
• Telemedicine Parity,
• Telemedicine Parity, Current vs. Future
State
• Telemedicine Parity, CPT codes
• Telemedicine Parity, All Claims
Database
http://www.wsha.org/wpcontent/uploads/MINUTES_WA-StateTelehealth-Collaborative-06.27.18.docx
• Telehealth Training
• Telehealth Parity, Psychiatry
Perspective
• Telehealth Parity, Roadmap
• Telehealth Parity, Pilot Program
http://www.wsha.org/wpcontent/uploads/Updated_MINUTES_WAState-Telehealth-Collaborative-08.30.18002.docx
• Payment Parity Workgroup
http://www.wsha.org/wpcontent/uploads/Updated-PPMINUTES_WA-State-TelehealthCollaborative-09.17.18.docx

October 19, 2018

Washington State Capitol Building
Olympia, WA

November 27,
2018

University of Washington Medical
Center
Seattle, WA

• Telehealth Training
• Telehealth Payment Parity (all)
• Store and Forward (Sarah Orth)
http://www.wsha.org/wpcontent/uploads/10-19-18-MeetingMinutes-of-the-TelehealthCollaborative_Final.docx
• Follow up on Telehealth Training
• Proxy Credentialing
• Advice on Telehealth Technical
Assistance Center
• Discuss Proposed 2019 Collaborative
Schedule
http://wsha.wpengine.com/policyadvocacy/issues/telemedicine/washingtonstate-telemedicine-collaborative/meetingsand-minutes/

Website
A unique website hosting the Washington State Telehealth Collaborative was established in 2016 and
has all of the meeting minutes and video recordings in 2017 and 2018. Additional resources such as best
practices and frequently asked questions are available at this website. The website can be found at
http://www.wsha.org/policy-advocacy/issues/telemedicine/washington-statetelemedicine-collaborative/

Provider Training
House Bill SSC 6399 required the Collaborative to include in its recommendations the design of a
training program to teach health care professionals about telemedicine and proper billing
methodologies. On the topic of training, members reported that many of the large health systems have
standardized training programs in place unique to their health system and technologies used but there is
no widely available, low-cost training available for smaller practices or solo clinicians. To ensure health
care professionals delivering services through telemedicine in Washington have access to telemedicine
policies and training, members of the collaborative have established a set of PowerPoint slides that can
help these providers. It covers topics such as billing and coding, patient consent, malpractice, webside
etiquette, documentation, and privacy issues. We are currently discussing the best ways to disseminate
this information and whether it can be offered for continuing medical education credit. We will also
create trainings for other types of clinicians such as nurse practitioners, physical therapists and physician
assistants. There is also a set of accreditations standards set forth by the American Telemedicine
Association available on their website: https://thesource.americantelemed.org/blogs/jessicawashington/2017/05/04/ata-accredits-new-teleheath-training-program
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The goal in provider training is to ensure the same standard of care when delivered by telemedicine as
in person. Additionally, adequate training can help prevent medical malpractice, fraud and privacy
violations. The collaborative desired to inspire confidence in patients that the clinicians providing care
are qualified. The collaborative agreed a telemedicine training legislative requirement would be
burdensome to offering services through telehealth, costly to health systems, and difficult to monitor
and reinforce. The collaborative decided the training should be voluntary. The American Telemedicine
Association noted no state currently has a telemedicine provider training legislative mandate and this
would be the first of its kind in the country. It was also discussed that requiring a training before offering
telemedicine services could be an additional barrier to expanding telemedicine in Washington.

Cost-Effectiveness
On the topic of cost-effectiveness, the collaborative heard from Dr. Cynthia LeRouge, a professor and
researcher at UW’s school of public health. She made several points in her presentation. First, data
collection on cost-effectiveness can be quite difficult and one’s perspective on the analysis matters. For
example, a particular type of telehealth program may be cost-effective from a societal perspective, but
not from a health system perspective. Second, there is quite a diversity of opinion on the question of
whether telemedicine is cost-effective. The answer is really, “it depends.”
Data collection in this area is a challenge. The collaborative heard from Thea Mounts (Office of Financial
Management, Washington State) about the All-Claims Payer database. The database was created in
2015 with the purpose to assist patients to make better choices and to promote cost and quality in the
state. The data sources include Health Care Authority, health and dental plans, prescription drug claims,
and labor and industries. Self-funded plans have option to submit but are not required. Oregon Health
Sciences University is the contracted entity doing analyses. Funding for analyses is not provided and the
collaborative would need to request funds for this activity as a class E entity.
There are also billing gaps with Medicaid and Medicare eligible locations and providers. The perceived
value of telehealth is the lower cost; however, we need to know how much of a lower cost it is.
Even though telehealth services are available to patients we are finding that these services just aren’t
being utilized. The collaborative noticed that this is an engagement issue. If providers let patients know
these services are available to them along with other engagement approaches, it could cut down on
emergency room visits and help catch health issues earlier on, therefore reducing the need for more
expensive care.

Payment Parity
The idea of payment parity is that a clinician should be paid the same for a telemedicine visit and an inperson visit. Payment parity laws ensure health plans do not pay for telehealth services at only a
percentage of what they pay for in-person services. When clinical services delivered through telehealth
are not reimbursed or reimbursed at lower rates than in-person services, the incentives to provide
telehealth services decrease. Currently, there is no uniform legal approach to telehealth payment parity.
In Washington, There have been two bills proposed over the last two years to this effect but they were
not advanced. Instead, a pilot parity program was proposed.
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The first question that the collaborative tackled was what do we mean by payment parity? To answer
this, we learned that payment for health care services includes three different components: 1)
professional services, 2) medical malpractice, and 3) practice expense. The practice expense covers a lot
of the overhead associate with a bricks and mortar practice such as an exam table, medical assistants,
and otoscopes. Several of the collaborative members believe that that aspect of the payment, the
practice expense, should reflect the potential for lower overhead and practice expenses; This difference
in expenses is accounted for in Medicare’s reimbursement methodology. For example, a standard 15
minute follow-up doctor visit, which is typically billed as a 99213, billed in a doctor’s office would result
in 2.06 relative value units (RVUs). However, with a telehealth place of service, there is a lower practice
expense resulting in 1.44 RVUs. This is usually a $50-60 difference. Are we talking about total
reimbursement parity or an RVU conversion factor parity pilot? Members of the collaborative disagreed
on this issue, with the counter argument being that overhead costs still exist but are different. For
example, there can be significant initial set-up costs for software and hardware, combined with
additional needs for IT support. It was noted that there have been incentives at the Federal level for
many years (Meaningful Use, etc.) which were intended to address this issue. Additionally, there are
many areas in medicine where ongoing technical investments are needed in order to provide the best
possible care, and there are not policies or laws which require reimbursement standards to be reflective
of these costs. The collaborative noted other state legislation concerning telemedicine payment parity
does not define the level of detail of legislatively stipulating the RVUs for reimbursement, this is
generally handled through payer policies.
The second question that was asked is whether telemedicine is clinically equivalent to an in-person visit.
The sentiment was that the physical exam is often not done or it is less accurate when done by
telemedicine and therefore a less complete exam should not be paid the same as in person visit. The
clinicians on the collaborative responded that the physical exam is rarely informative but is often done
for billing purposes. Moreover, a reliable physical exam can be performed through a telepresenter or
through the use of peripheral devices, like an eStethoscope or wired otoscope. Finally, many health
systems and clinicians on the collaborative who have performed telemedicine visits said that they often
use them for follow-up of known patients, to discuss test results and possible treatment plans. The issue
remains, however, that current reimbursement standards are based in part on the complexity and scope
of physical examination, and aligning those national standards with a global parity requirement is a
challenge.
The final major point of disagreement was the role of telemedicine in terms of affordability. Some in
the collaborative viewed it as a way to both increase access and drive down costs. Because there is data
suggesting that overall utilization of care increases with telehealth, affordability is most reliably
achieved with a lower cost per telehealth visit. Others agreed with the emphasis on access but disagreed
that affordability should be driven by lower unit reimbursement. They stated that earlier diagnosis and
treatment is much more cost-saving in the long run than the relatively small amount saved on reduced
payment to clinicians. The collaborative heard from Dr. Jurgen Unutzer, chair of Psychiatry at the
University of Washington, on this topic. He related some of the challenges in working with rural clinics,
such as credentialing every provider for every clinic, getting EMR access to each of the different systems,
certifying provider panels for all of the insurers that the rural clinics are seeing patients and restrictions
on payment from Medicaid and Medicare. Behavioral health reimbursement rates for Medicaid and
Medicare are so low, about 50% of psychiatrists practicing in WA do not contract with ANY kind of
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insurance (Medicaid, Medicare or commercial). The majority are cash only practices, further
compounding the access problem for mental health care. For these reasons, Dr. Unutzer said that UW
psychiatrists would not accept any contract with less than full payment parity. In contrast, the
collaborative also heard from the experience in Kaiser Permanente. Although not an RVU or volume
based system, telehealth encounters in Kaiser Permanente are expected to occur with less provider time
as compared to face to face visits. Despite this increase in volume expectations with no change in salary,
Kaiser Permanente physicians have generally embraced telehealth because of the recognized value for
patients, the variability and cognitive challenges it presents, and non-reimbursement workload benefits
such as being able to work from home, etc.
Members provided language from the 4 states that have passed payment parity (KY, DE, HI and MN).
However, many of these bills did not go into the depth of clarifying what is meant by parity. The
collaborative reached out to many of these states to inquire if they had discussions similar to ours and
how the implementation of the payment parity was going. None of the other states we reached out to
discussed RVU components of reimbursement as part of telemedicine payment parity. Additionally, we
were not able to obtain any data on whether payment parity resulted in an increase in reimbursement
costs to payers; payers noted the implementation was too soon/short to discern.
The collaborative also discussed that payment parity is inherently limited as parity implies equal to
something that already exists. Store and forward services and remote patient monitoring services are
not likely to be included in state telemedicine payment parity laws, the laws are usually restricted to
real-time audio video services.
Senator Becker has drafted a Washington State Payment Parity Bill; S.6399 (see Appendix 1). This bill
was passed with the understanding that the collaborative would have a deep dive discussion on
payment parity and to develop recommendations for a pilot. One thing that was noticed is even in the
states that do have payment parity, the rules behind it were inconsistent. Our priorities, in this area,
over the last 6 months of the year were:
•
•
•
•
•

Know what the CPT codes are and diagnosis that pairs with it.
Create a bill where we work with carriers ahead of time. This will eliminate unintended language
and allow us to strategize if everything should be in one bill, or multiple bills.
Does parity exist? Identify a standard of care.
Convince small hospitals that the credentialing process is positive. Create a practice for
credentialing.
Timeline for this work.

Senator Becker created a new bill on payment parity. The collaborative reviewed this bill on October 19,
2018 and provided feedback. It is on track to be submitted December 1, 2018.
The collaborative also discussed existing language Washington law, Title 182, Chapter 182-531 Section
17301 related to reimbursement of clinical services delivered through store and forward modalities.
Store and forward is the collection of clinical information and transmitting it electronically to another
site for evaluation. In order to be reimbursed for clinical services delivered through the store and
forward (S&F) telehealth modality, per Washington law there must be an associated office visit between
1

Available online at: http://apps.leg.wa.gov/wac/default.aspx?cite=182-531-1730
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the client and the referring health care provider. The requirements for an associated office visit between
the client and the referring health care provider is restrictive and inhibits clinicians offering store and
forward services in Washington. The requirement for an associated office visit between the client and
referring health care provider for the evaluating clinician to be reimbursed creates a requirement for an
additional health care encounter as compared to an equivalent in-person service. Additionally, this
language eliminates reimbursement for store and forward services for patients that do not have a
referring health care provider. Some patients do not have a referring provider to conduct this associated
office visit with. These same services when delivered in-person do not require an associated office visit
between the client and the referring health care provider for reimbursement.
Additionally, amongst collaborative members health system compliance departments are interpreting
this requirement for an associated office visit differently, resulting in variation of service delivery. The
language in the law is confusing and preventing reimbursement for store and forward services. If this
language were struck from the law, it would enable additional services for patients and increased access
to care, less complicated reimbursement requirements for store and forward services, align
reimbursement requirements for the same services delivered by other modalities, and align Washington
store and forward reimbursement law with federal direction. CMS created specific coding for "the
remote professional evaluation of patient-transmitted information conducted via pre-recorded 'store
and forward' video or image technology” which does not require an associated office visit with the
referring provider. The following modification to the law is recommended:
Telemedicine is when a health care practitioner uses HIPAA-compliant, interactive, real-time audio and
video telecommunications (including web-based applications) or store and forward technology to deliver
covered services that are within his or her scope of practice to a client at a site other than the site where
the provider is located
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Appendix 1:
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