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COVID-19 CMS CHANGES COULD SAVE RURAL HOSPITALS

INTRODUCTION

In the midst of the coronavirus crisis, hospitals in hotspot areas were overwhelmed and health-
care workers struggled to treat the thousands of patients across the country.

As the virus gradually worked its way into
more communities, there came a tipping point.
Patients were still coming into emergency de-
partments for heart attacks and strokes, but hos-
pitals needed rooms and resources to meet the
demands of COVID-19 patients.

When a national emergency was declared, this
gave The Centers for Medicare & Medicaid Ser-
vices (CMS) the leverage to change many rules in
order to meet the need for infected patients.'

Guidance regarding non-emergency surger-
ies were altered, which was a mixed blessing
for many rural hospitals. Many Critical Access
Hospitals (CAH) and rural hospitals, already in
financial crisis, were nearly pushed to financial
ruin without elective surgeries. It meant beds
standing empty and healthcare professionals with
no patients to treat.

In the early weeks, most rural hospitals saw few
coronavirus patients. Thentheinevitableoccurred,
and by late April, outbreaks were flaring in rural
communities, the South and Upper Midwest. How-
ever, rural hospitals had no access to infectious
disease specialists. Their patients deserve the same
access that larger city hospitals have, but were
unable to bring in the necessary doctors.

Telemedicine was the silver lining. CMS telehealth
rules changed dramatically compared to policies
that governed these services in the past. This crisis
has presented a huge opportunity to help rural hos-
pitals during this crisis, and perhaps in the future.

It's important to understand the nuances of this
paradigm shift in telemedicine. So let’s take a
look back at “how things were” and “how things
have changed.”

“The CMS response to the coro-
navirus makes it clear that tele-
medicine reimbursement isn’t
keeping up with healthcare inno-
vation. The variations in rules by
region and state can make your
head spin. Hospitals that imple-
ment telemedicine are coming
out financial winners, even in to-
day’s shifting payment market.”

- Talbot “Mac” McCormick,
President and CEO, Eagle Telemedicine




PRE-COVID TELEMEDICINE

In the pre-COVID days, CMS covered costs of
telemedicine only under specific circumstances.
For primary care telemedicine services, Patients
were required to have an “established relation-
ship” with the physician, within the past 3 years.
That prevented some telemedicine professionals
from stepping in during emergency and many
other medical cases.

Hospital patients could only be seen in certain
“originating hospitals” approved by Health and
Human Services. Generally hospitals in designat-
ed Metropolitan Statistical Area (MSA) were un-
able to bill for professional fees on telemedicine
visits. And, only patients seen in a hospital locat-
ed in a Health Professional Shortage Area (HPSA)
could be billed to Medicare for professional fees.

Also, the attending physician was required to be
an on-site to bill Medicare for H&P, so if telemed-
icine was involved in inpatient care, the billing
options were complicated.

Furthermore, while Medicare allowed US trained
and licensed physicians to provide telemedicine
services in US hospitals from locations outside of
the US, the billing rules were structured in such
a way that no professional fee reimbursement
would be made if the physician was located out-

FACT: 19 rural
hospitals closed in
2019. 60% were in

the Southeast.

side of the US at the time of the visit. Many phy-
sicians who are located outside of the US for per-
sonal, family or other reasons are ready, willing
and able to help patients in US hospitals, but this
creates one more obstacle to providing needed
medical services to rural hospitals.

These restrictions have clearly limited the use of tele-
medicine — a service that we all believe can benefit
patients in rural settings. When CMS telehealth rules
were relaxed in March, this expanded our ability to
provide services to a wider range of patients.

COVID-19 CRISIS CHANGES

CMS recognized the urgency to expand use of
telemedicine technology to help people who
need treatment for COVID-19.

The “3-year established relationship” require-
ment was eliminated. Also, CMS provided assur-
ance there would not be audits of this stipulation.
The “originating hospital” and “attending physi-
cian” requirements have also been lifted. For the
duration of the COVID-19 Public Health Emergen-
cy, Medicare will make payment for telehealth ser-
vices furnished to beneficiaries in any healthcare
facility —including any hospital across the coun-
try, which simplified billing. Nonetheless, there
has been no change in the billing rules that require
the physician to be sitting at a desk within the
United State for professional fee reimbursement.

Immediately, we began hearing from hospitals in-
terested in partnering with us to provide telemed-
icine for their patients. By shedding a spotlight
on telehealth, CMS has enlightened the medical
community about the benefits our services can
bring to improve medical care.



WE ADVOCATE FOR
PERMANENT CHANGES

As leaders in this industry, we believe that chang-
es to CMS telehealth guidelines should be re-
tained permanently and provide allowance for
US trained and licensed physicians regardless
of location to be reimbursed for telemedicine
services rendered to patients in US hospitals.
We also believe that making these changes
permanent could greatly improve healthcare
across the board — in struggling rural hospi-
tals as well as suburban and metro hospitals.

Let’s examine the details:

“Established relationship” clause: This limits ac-
cess to telemedicine hospitalists and specialists
when a Medicare patient visits the hospital. Our
own statistics clearly show that this is not nec-
essary; a highly experienced physician can pro-
vide accurate diagnosis and treatment guidelines
based on a “beamed in” visit with the patient.

When the appropriate diagnostic tests are con-
ducted and results reported to the remote physi-
cian, there is the same accuracy in diagnosis —
and treatment — compared to an on the ground
hospitalist provider.

Rural and Critical Access Hospitals were already
struggling to stay in business. The North Carolina
Health Research Program reported that 19 rural
hospitals closed in 2019. Indeed, the southeast
has seen the most closures, with approximately
60% of rural hospital closures in the south. Most of
these states did not expand Medicaid enrollment,
an important source of revenue for rural facilities.>

However, since 2010, 5% of rural hospitals
have shut down, and the economic effects are

immediate. One study found that when a com-
munity loses its hospital, per capita income falls
4% and the unemployment rate rises 1.6%.

A new Guidehouse analysis shows that this trend
is likely to accelerate. According to the analysis,
21% of rural hospitals are at high risk of closing
unless their financial situations improve.

Of these hospitals, 64% are considered highly es-
sential to their communities based on an analysis
of factors, including trauma status, service to vul-
nerable populations, geographic isolation, and
economic impact.

Another problem: Fewer specialists are willing to
work in rural areas. If they are willing to accept a
position in a rural community, they may expect
a higher salary, which the hospital cannot afford.
Physicians can’t work 24/7/365, which is another
hindrance to hiring good doctors.

These small hospitals are already struggling finan-
cially, yet their patients deserve the same access
to medical specialists.

Originating site and attending physician restric-
tions: In the past, the telemedicine provider could
be the attending physician -- even if the provider
is a specialist (think cardiologist) and the patient
is in the ED. Problem is medical billing is compli-
cated. If the ED doctor accidently enters the tele-
medicine provider as the attending physician, the
hospital can’t bill the professional fees.

ITS VIA TELE-
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Telemedicine is a viable solution to many ineg-
uities that rural hospitals experience. We have
known there is both a shortage and a maldistribu-



tion of doctors. Yet their patients deserve access
to this high-level care.

Small hospitals rely on primary care physicians,
like hospitalists, because they aren’t able to at-
tract and retain specialists. They also don’t have
enough demand for specialist services, like a neu-
rologist, pulmonologist or infectious disease doc-
tor to make full time practices. Even if the hospital
is able to attract a specialist, there are still prob-
lems with covering the night shift and weekends.

This isn’t just critical to each patient, it is critical to
our country, including the rural communities these
hospitals serve. There is serious economic impact if
a rural hospital closes, as these hospitals also serve
as the area’s largest employer, which has a ripple
effect driving additional businesses and jobs.

MEETING THE CHALLENGE

Telemedicine has many applications in healthcare,
and Eagle is ready to meet the demand. For those of
us dedicated to providing these necessary services,
it's an exciting time. We believe the medical com-
munity will be encouraged by data that emerges
from use of telemedicine during this crisis.
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This is part of an upward trend we have witnessed
in the past five years. As adoption of telemedicine
solutions or services has surged from roughly 54
percent in 2014 to 85 percent in 2019, indicating a
higher level of acceptance and desire for telehealth
solutions and services.?

We stand with the American Telehealth Associa-
tion in advocating to eliminate artificial govern-
ment barriers to telehealth, including geographic
discrimination and restrictions on the use of tele-
health in managed care. Our goal is to prevent
new barriers to telemedicine, such as clinical
practice rules that impose higher standards for
telehealth-provided services than in-person care.?

As we see in this COVID crisis, inpatient telemed-
icine is positioned to reduce health delivery prob-
lems, including provider shortages. Telehealth is
fully capable of reducing health delivery problems,
such as provider shortages. And, we continue to
promote payment and service delivery models to
increase consumer and payer value using telehealth.

Hospital patients deserve to have telehealth as a
choice, as our services are shown to improve out-
comes, convenience, and satisfaction.
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