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More than 2 years into the Covid-19 pan-
demic, there remains substantial uncer-
tainty about the future of telemedicine 

policy. At the start of the pandemic, U.S. payers 

and policymakers broadly expand-
ed payment for telemedicine ser-
vices and relaxed many regula-
tions. For example, for the first 
time, both audio-only and video 
visits were reimbursed at the 
same rate as in-person visits and 
all patients could participate in 
telemedicine appointments from 
their homes. Most federal pan-
demic-era telemedicine policies 
remain temporary and are cur-
rently scheduled to expire in 
June 2023 or 5 months after the 
Covid-19 public health emergency 
ends. To date, policymakers have 
pursued a “kick the can” approach 
to telemedicine, with each exten-
sion of the federal public health 
emergency delaying the need for 
permanent policies.

The can will most likely be 
kicked again. The House of Rep-
resentatives recently passed by an 
overwhelming margin the Advanc-
ing Telehealth Beyond COVID-19 
Act, which would extend most 
temporary telemedicine policies 
through 2024. The bill is now be-
fore the Senate. Although this bill 
would affect only Medicare reim-
bursement, changes in Medicare 
often influence other payers. A 
2-year extension is in keeping 
with experts’ recommendations, 
and it echoes policies in several 
states, including Connecticut and 
Massachusetts.

Implicit or explicit in the leg-
islation authorizing these exten-
sions is that more research is 
needed to dictate permanent regu-

lations. Answering several critical 
questions during the next 2 years 
would help lay the foundation for 
permanent telemedicine policy.

The first question — and the 
most critical one for payers — is 
whether telemedicine increases 
spending. Concern that telemedi-
cine will drive up health care 
costs is the main impediment 
to its permanent expansion. The 
Congressional Budget Office, 
which assesses telehealth-expan-
sion proposals, has long assumed 
that the convenience of telemedi-
cine will induce more people to 
get care and that telemedicine 
visits will be additive, rather than 
replacing in-person visits. In pre-
vious work, we estimated that for 
nonacute conditions such as sinus-
itis, roughly 90% of telemedicine 
visits were additive; offering this 
form of telemedicine increased 
net spending.1 Telemedicine’s ef-
fect on spending will also be in-
fluenced by the cost difference 
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between a telemedicine visit and 
an in-person visit. This issue is 
particularly salient, since numer-
ous states have passed parity 
laws mandating that telemedi-
cine encounters be reimbursed at 
the same level as equivalent in-
person visits. Other important 
factors include whether greater 
use of telemedicine results in few-
er laboratory or imaging orders 
and whether telemedicine utiliza-
tion can affect the need for cost-
ly downstream care, such as hos-
pitalizations.

The effect of telemedicine on 
spending is likely to vary, depend-
ing on the population, setting, 
condition, and mode of interac-
tion. These differences may dic-
tate future policy. To date, Con-
gress has permanently expanded 
telemedicine reimbursement for 
only certain populations (e.g., 
patients in rural areas) and con-
ditions (e.g., acute stroke), rely-
ing on an assumption that tele-
medicine is more cost-effective 
in these contexts than for other 
patients and conditions.

Investigators seeking to quan-
tify telemedicine’s effect on spend-
ing can’t simply compare tele-
medicine users and nonusers, 
given underlying differences be-
tween these patient populations. 
Randomized, controlled trials and 
robust observational studies that 
minimize selection bias and mea-
sure health care spending beyond 
a single visit will be critical.

Proponents of permanent tele-
medicine expansion cite evidence 
that during the Covid-19 pan-
demic, use of outpatient services 
has remained at or below pre-
pandemic levels.2 Other factors, 
most notably fear of Covid-19 in-
fection, however, have probably 
contributed to keeping overall uti-
lization in check. A 2-year policy 

extension would provide an op-
portunity to study utilization and 
spending during a “new normal.”

The second question that could 
be informed by further research 
is whether telemedicine improves 
patient outcomes. There’s contin-
ued debate about whether tele-
medicine results in lower-quality 
care than traditional visits. Many 
randomized trials comparing tele-
medicine with in-person care have 
found that telemedicine is a safe 
clinical option; however, these 
studies have had important limi-
tations and have evaluated only a 
small fraction of telemedicine’s 
myriad applications. Moreover, tri-
als have generally compared fully 
virtual care with in-person care,3 
even though it’s uncommon for 
clinicians with brick-and-mortar 
practices to treat a patient only 
through telemedicine. It will there-
fore be important to determine 
whether there’s an ideal “dose” 
of telemedicine in the context 
of hybrid care models. In some 
clinical scenarios, a fully virtual 
model may be sufficient, whereas 
in other cases, quality may suffer 
if a substantial proportion of care 
is virtual. Finally, clinicians are 
using a wide range of methods 
to interact with patients — from 
audio-only and video visits to 
portal messages and remote pa-
tient monitoring. Ideally, policies 
would be informed by assess-
ments of these mixed models as 
well as by data on the effects of 
telemedicine expansion on other 
components of care (e.g., cancer 
screenings and vaccinations).

The third question is whether 
telemedicine advances health 
equity. Policymakers have ex-
pressed hope that telemedicine 
could make it easier for members 
of underserved populations to 
obtain care and could thereby 

narrow disparities in access and 
outcomes. Because of the digital 
divide, however, members of un-
derserved populations may be less 
likely to use telemedicine than 
more advantaged patients, who 
would then disproportionately 
benefit from its expansion.

Studies of telemedicine uptake 
among various populations have 
come to conflicting conclusions, 
with some finding higher uptake 
among members of marginalized 
populations than among more 
advantaged patients and others 
finding the opposite.4,5 More re-
search is needed to determine 
what factors might explain these 
conf licting findings, whether 
audio-only visits are responsible 
for the high rates of telemedicine 
utilization that have been ob-
served among some marginal-
ized populations, and whether 
differences in telemedicine use 
translate into differences in out-
comes. Digital-inclusion strategies 
that could lead to greater en-
gagement in video visits will also 
need to be evaluated.

Changes in clinical care typi-
cally occur over the course of 
decades, with evidence to guide 
those changes building over time. 
The sudden shift to telemedicine 
in the United States in March 
2020 was a notable exception. Al-
though some research has been 
conducted on the effects of this 
shift, there’s still much to learn. 
Beyond these three research ques-
tions, other important areas of 
investigation include the risk of 
fraud and abuse associated with 
telemedicine and telemedicine’s 
effects on clinician satisfaction, 
efficiency, and income.

Extending temporary policies 
for another 2 years has a down-
side, since doing so will probably 
change the burden of proof that 
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will be necessary to reverse 
course. By mid-2024, telemedicine 
will have been commonplace for 
more than 4 years. Patients and 
clinicians value and will come to 
expect the convenience (e.g., time 
savings and reduced need to 
travel) that telemedicine provides 
and will most likely protest re-
strictions on its use. To justify 
new limits, there would need to 
be compelling evidence that, in 
certain clinical scenarios, tele-
medicine is unsafe for patients 
or for society more broadly (e.g., 
because it results in widespread 
prescription-drug diversion) or 
that it leads to substantial in-
creases in spending.

Policy options go beyond de-
ciding to cover or not cover tele-
medicine services. The answers 

to the research ques-
tions above could 
guide other strate-

gies. In clinical situations in 
which telemedicine services are of 
low value, for example, patients 
could be charged higher copay-
ments for telemedicine visits 
than for in-person visits. Alter-

natively, some telemedicine visits 
could be reimbursed at lower 
rates than in-person visits, in part 
to encourage clinicians to curb 
their telemedicine use. Data may 
also ultimately support the in-
creased use of bundled models in 
which responsibility for increased 
spending associated with expand-
ing telemedicine is shifted to pro-
viders. Finally, although audio-
only visits could continue to be 
covered, health plans might re-
quire an attestation from a clini-
cian that they offer reasonable 
accommodations to patients who 
face barriers to engaging in video 
visits and that the patient de-
clined a video visit.

Delaying important policy de-
cisions is common practice in 
the United States and is often a 
sign of government dysfunction. 
In this case, however, short-term 
extensions of telemedicine poli-
cies create an opportunity to en-
sure that permanent policies en-
acted in future years are informed 
by the best possible evidence.
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Since March 2020, health care 
has undergone a rapid digital 

transformation. Yet evolving and 
complex disparities in access to 
digital health care have dispro-
portionately affected members of 
historically marginalized commu-
nities who also face barriers to 
obtaining in-person care.1 We are 
hopeful that in the future, health 
care will be more digitally inclu-

sive and all patients will be equal-
ly able to take advantage of digi-
tal health technologies, including 
video-based telehealth visits. But 
for the time being, audio-only 
visits will continue to be an essen-
tial option for patients who lack 
the resources — including Inter-
net and device access and digital 
literacy — needed to obtain video-
based digital health care.

Most patients and providers 
have been affected by the rapid 
adoption of telehealth as a form 
of care whose usefulness became 
strikingly clear during the Covid- 
19 pandemic. Telehealth is now 
part of the fabric of the U.S. 
health care system. There’s been 
a sense of hope that telehealth 
and digital tools will usher in a 
new era of lower-cost, patient-
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