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Glossary:
ACT: Asthma Control Test

CMS: Center for Medicare and Medicaid Services
COVID-19: Coronavirus Disease 2019

CPT: Current Procedural Terminology

DTC: Direct to Consumer

FVV: Facilitated Virtual Visits

HIPAA: Health Insurance Portability and AccountéiilAct
IMLC: Interstate Medical Licensure Compact

M-Health: Mobile Health

RPM: Remote Patient Monitoring

TM: Telemedicine
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Introduction

According to the American Telemedicine Associatii@temedicine (TM) is the “the remote delivery
of health care services and clinical informatiomggelecommunications technology” (1) The use of
Telemedicine to care for patients with asthma dledgges has been increasing recently and its ase h
accelerated in response to COVID-19. Types of (oresynchronous) TM visits that have been used for
asthma care include Direct to Consumer (DTC) aruilifded Virtual Visits (FVV). Asynchronous
methods to care for asthma have included remoterpanhonitoring (RPM) and use of mobile health
applications (m-Health). Asthma is a challengingdiion to manage since it presents with varying
severities, a multitude of triggers, and varialgigponsiveness to treatment. TM has been used
successfully to improve asthma control, decreassaterity and provide a better quality of life lehi

improving medication adherence and decreasing fuseaithcare resources. (2-7)

Brown and Odenthal showed success in improvingatlontrol Test (ACT) scores and FEV%
using telemedicine among asthmatics during a 12tmperiod. (8) However, it was not known how
this compared to traditional in-person visits. lgsirM, asthma control has been found to be notimfer
to in person visits in outpatient settings. (41@) TM also has demonstrated benefit in helping to
improve proper administration of inhaled asthma icegtbn and treatment adherence. (11, 12) A meta-
analysis did not show a negative effect of usirgj tiene TM to improve asthma education in school
aged children. (13) Furthermore, a recent arti€[ENd care delivered by an asthma specialist (ai&trg
or pulmonologist) and a psychologist in an inngy-school demonstrated improvement in Composite
Asthma Severity Index (CASI) scores and medicatidnerence measured and reduced healthcare

utilization via a Propeller Health web platform) (3

Information and Communication Technology applicasi@also have been helpful for the
management of asthma using TM. These include useeshet-based platforms, use of e-mails and text
messages and video chats via computer or othdralécdevices (e.g.: smartphones, tablets) (14-16)
Online interactions between providers and patieatsbe helpful in managing a patient’s asthma. One
study done in Denmark using an internet baseddatime asthma monitoring tool resulted in
improvement in asthma symptoms, medication adhergndmonary function and airway
hyperresponsiveness. (17) However, studies atesgted to show whether asthma telemonitoring

with feedback from a healthcare professional isative in decreasing the onset of exacerbatiosgsvi
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to emergency department or hospital stays. (2)uBeeof traditional instruments with new
telemonitoring technologies can be instrumentalrfgoroving clinical outcomes. This is important,
since traditional instruments for asthma care ééaample, written asthma action plans) have shown

variable clinical benefit. (5, 7)

According to a 2016 AMA survey of practices tha¢ 08 by specialty, an average of 15% of
practices in all specialties use TM for visits beén providers and patients. (18) Though the u3évbf
has been shown to be effective for treating patierith asthma, only 6% of allergy practices used TM
making allergy/immunology the specialty with thevist adoption rate of any of the surveyed
specialties. Specialties with the highest use ofWdde radiologists, primarily due to their use of
asynchronous store & forward. Other specialties Wwigh TM use included cardiologists who did a lot
of remote patient monitoring and psychiatrists wély extensively on talk to manage patients.
Allergists, who have traditionally relied on skasts and allergen immunotherapy to manage patients
have not been as quick to adopt TM, though thiikésy to change due to COVID-19

The pathway to creating a successful TM progranuishioclude a thorough understanding of the
different telehealth options. Providers should th&lmselves what their goals are. It should be ¢lear
their asthmatic patients will benefit from thesevrprograms. Also, patient goals need to be
incorporated into the program. A successful prognaliradhere to state laws and ultimately must
generate a strong return on investment.

Rules for Starting a Telemedicine Program

The use of TM has increased in part because COVWIDbak encouraged patients and providers to
maintain social distancing which reduces the risif@ction. After all, as mentioned in a recent
editorial, the only infection that can be transéerusing TM is a computer virus. (19) Because ef th
increased need to use virtual visits for patien¢ cproviders have needed to convert to a new
technology quickly. To help with this process, wepmse the following 10 rules for converting to TM.

Rule 1: Understand the different types of telemedicine and use appropriate ones to treat your
asthma patients

Several types of TM can be used to provide car@dtients with asthma. (Figure 1) Depending on

the goals of treatment these can consist of diceconsumer (DTC), facilitated virtual visits (FV\V)
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remote patient monitoring (RPM), communication paient portals, m-health and use of E-consults.
Each of these can be used to help patients witmastiepending on what is needed. It is important to
choose a platform based on whether the visit neelde synchronous or asynchronous, ongoing or

intermittent and monitored or patient-managed.
Direct to Consumer (DTC)

During the pandemic, this has become the most carlyused type of TM. With DTC the patient
is located at an originating site (e.g.: persoasidence, school, workplace) and the providerdatkd
at a distant site (e.g.: hospital, office, providérome). In a typical scenario, a provider locaéetheir
office connects to a patient who is located atrtheme using 2-way live video. The patient uses the
own equipment making it possible for them to benssetheir home. Therefore, they need to have fise o

a smart phone, tablet device or computer with vickeoera and a reliable internet connection.

A physical exam using digital exam equipment idtkh to whatever can be observed using the
device that the patient has available. While p&iean report their current weight, height, pulsé a
respiratory rate, this usually limits the examhe skin and general impressions of respiratoryetist
Blood pressure can be documented if the patienalidsod pressure cuff at home. An example of a
physical exam that can be documented using lingtpdpment is shown in Table 1. Such visits
generally are limited to evaluation of establispatients where a physical exam is not required afor
initial encounter, a limited physical exam can keeg@med and documented, however, the most
common model when seeing a new patient is tohelldatient directly and not to use CPT codes. Some
of these requirements have been relaxed during O\, however, the waivers are likely to expire as

the pandemic continues.
Facilitated Virtual Visit

Some patients do not have access to the necessastiucture (Wi-Fi, Smartphone, etc) for a DTC
visit or they have a condition that requires a ptglsexam. For these patients, a facilitated virusit
(FVV) may be needed. To have this type of visig platient needs to travel to an accessible loc#tiain
has digital equipment required to perform a physgamination. In addition to 2-way video equipment
FVVs also require the presence of a telefacilitatudt digital exam equipment. The telefacilitatoodd
be trained to operate the video equipment andealiggynostic equipment so that the provider can

properly evaluate the patient. Depending on the tfpexamination required, equipment may include
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digital stethoscope, blood pressure cuff, thermemstale, otoscope, ophthalmoscope, dermascope or
even ultrasound. This type of visit usually is degachronously; however, an asynchronous visiafor

physical exam to supplement a DTC video visit &soossible.
Remote Patient Monitoring

Remote patient monitoring (RPM) involves collectpgrsonal medical data from an individual in
one location and electronically transmitting thdbrmation to a provider or case worker at a distan
site. It has been available in various forms faesal decades and its use is now increasing witvene
wearable technologies. (20) For asthma care tloenmdtion also may include home spirometry results,
peak flow readings and monitoring of asthma diaflé® results are forwarded to the asthma provider

for interpretation followed by recommendations.

Some key trends in RPM include monitoring patietgimperature, oxygen saturation, pulmonary
function, peak flow, blood pressure/glucose andgheilnformation obtained with a home spirometer is
comparable to a standard benchtop sized commegir@meter for measuring parameters such as;FEV
and FVC. (21) Once the diagnostic tools are ideatjfproviders need to know about their
availability/integration and interoperability artetease of use for their patient population. SRGES,
Medicare has paid for remote patient monitoringicev billed under the Current Procedural
Terminology (CPT) code 99090. The benefits of usfiM include its convenience and the ability for

ongoing continuous monitoring of patient respomsedatment.

The use of digital inhalers for real-time monitgyiof inhaled medications has the potential to
improve adherence and modify behavior by usingties feedback. The devices use bluetooth to
connect to a smartphone app that stores usagaumizan alert the user if any of the programmed
parameters are outside of the recommended rangetwihmost studied devices are Propeller (Propeller
Health) and the ProAir Digihaler (TEVA). The Digikais a digital inhaler with built-in sensors that
can detect, record and store information relatags®of the inhaler and measure inspiratory floiwsa
(L/min). The initial inhaler contained albuterohwever, another device with an inhaled corticostero
(fluticasone) is also in development. Digital irdral have been shown to improve medication adherence
(22) (23) and to improve asthma control or symptadi2é$) (25) (26) Reduced utilization due to asthma
also has been reported. (27) (28)
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M-health

If there was a “silver lining” to the COVID-19 pasiic, it is that providers and patients have
become familiar with mobile health (m-health) apations. (6) M-health involves the use of electconi
devices to bring about a health change. This cager&rom patient self-management of asthma using an
electronic diary to use of pollen count or air giyahformation that might trigger asthma symptori.
health does not necessarily require active monigololy a physician. It is most commonly used to

reinforce patient education, provide medicationirelers and appointment reminders. (10)

In 2020, there were more than 400,000 healthcgre apailable in the app stores; however, very
few of them have been shown to accomplish a tadggteal. (29) Similarly, numerous types of
electronic devices have been used to positiveBcafisthma outcomes but have not met specified
objectives or have not been validated. In factsagme not regulated or approved by the FDA unlesg t
are connected to a medical device for a specifigggse. (30) However, innovative mobile asthma
applications continue to try to improve on traditdbasthma resources such as asthma action pldns an

asthma diaries.

Many apps that claim to improve asthma outcomes hav been reviewed or validated to ensure
that they do indeed benefit patients with asthm&013, a Cochrane review found insufficient evigen
for the use of an App in routine asthma care. (3¢ study evaluated a mobile health applicatioh tha
did not decrease ED visits, Urgent Care visithaspitalizations. (6) Another recent app,
ASTHMAXCcel, was found to improve asthma educatismeeasured using the Asthma Knowledge
Questionnaire. However, the authors concludedatiabugh knowledge scores were increased, better
knowledge scores were attained with the human-¢dugeoup. (32) Despite this, the authors continue
to improve on their app using patient engagemeategies, such as periodic updates and gamification
for the pediatric population. Another app, the fgsi Asthma Coach, demonstrated improved Asthma
Control Test (ACT) scores, decreased use of catiroids and improved lung function. (33) Many
other apps have demonstrated improvement in diffexgpects of asthma care and potentially lowering

the overall cost for asthma care. (14, 24, 34-38)
E-consults

E-consults have been used successfully to avoidagssary or inappropriate consults and can lead

to a more efficient use of a specialist’s time.d&gults also can be a good source of referraladtihma
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specialists. The University of California- San Frigoo and San Francisco General Hospital were
successful in reducing the numbers of consultshithvspecialists were unsure of the reason for
consultations by almost 50 percent in medical ggcelinics, and by almost 75 percent in surgical
specialty clinics. (39) A service like this woukhd to discourage services of low value and make
proper use of the specialist’s time. One studyedaniMassachusetts General Hospital found that most
e-consults can be completed in about 10 minutesreferring providers usually received
recommendations within one 1 day. (40) With therstge of asthma specialists and the wait time for

getting an appointment, E-consults are likely todmee a very popular option.

Patients can benefit significantly if community piacers use E consults to triage referral to
allergists. Allergists are experts in conditionattfequire their expertise. As healthcare transstim
value-based reimbursement, asthma specialistbwvithcentivized to deliver care-based services that
are not redundant or of low value. Specialistserarourage management of low acuity asthmatics by
the primary care provider either the use of e-clies8ince primary care providers can get an answer
regarding the appropriateness of a referral imaly manner, the relationship between the genéralis

and specialist can be further strengthened.
Rule 2: Stay Up to date with State and Federal Telemedicine Laws

During the COVID-19 pandemic there have been alrda#y changes in TM laws and regulations.
As federal, state and local regulatory laws anehgure requirements change, providers need tolgeep
to date. Organizations such as the National Tel#hPalicy resource center can provide information
regarding current laws and regulations for allyfdtates and the District of Columbia. (41) Other
organizations such as the Joint Commission for éditation of Hospitals have agreed to allow
hospitals that receive telemedicine services teicihe credentialing and privilege status of pilevs
who practice in another hospital. (42) Furthermtrere is no requirement that TM be delineated as a
separate privilege. Still, one should always chdiokctly with the patient’s health plan to determits

requirements for TM services.

The Center for Medicare and Medicaid Services (CRE®) relaxed guidelines to allow the use of
non-certified HIPAA compliant telehealth tools. Pétted tools included HIPAA-compliant vendors
(e.g.: Zoom for HealthCare, Skype, Doxy.me, Go &ekihgs) and non HIPAA-compliant platforms

(e.g.: Zoom, Teams, FaceTime, What's App, Googlegdat). Some platforms generally not allowed
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due to security concerns include FaceBook Livetdwand TikTok. It is likely that some of non-
HIPAA compliant platforms will no longer be allowadter COVID-19 since they could pose serious

security risks.

States laws specify that a provider needs to leasied in the state where the patient is located.
However, The Interstate Medical Licensure Compkdt.C) allows physicians to practice in a state
without a license in that state if the state iseanber of the compact agreement. (43) Before playsici
can participate in the compact, they must desigthatie State of Principal Licensure, complete an
application, and then receive a formal letter ddidication from that state verifying that they nhdiee
compact’s strict eligibility requirements. The IML&lirrently includes 29 states, the District of
Columbia and the territory of Guam. Other statash@ending bills to join the compact that are

awaiting passage.

Credentialing and privileging depend on the requests of the facilities where the physician
practices. Still, many insurance companies haeeifip recommendations for appropriate credenttalin
requirements. Furthermore, medical boards definat whnstitutes a proper patient-physician

relationship for a telehealth encounter.
Rule 3: Pick a Platform

Since COVID-19 began, the number of video platfoptions for TM has increased. Typical
platforms are web-based with video conferencingiteds. Providers are now able to connect withrthei
patients almost anywhere if there is an adequé&teniet connection available. Ideally platforms ddou
be cloud-based making it easier to provide camn fddferent locations. Simplicity is the key. A
platform that can be used with a simple link thatids the need for downloading an application iseno
likely to keep your patients satisfied. Since mpatients are not digitally literate, some hand mgd

will be necessary in many cases.

The platform needs to be HIPAA-compliant, easyde and reliable with low latency. Some
platforms are integrated into a TM environment thaludes an Electronic Health Record (EHR) while
others consist of stand-alone video services. Elesrgf integrated platforms include American Well,
Intouch Health/Teledoc Solo and AMD Connect andeCExamples of stand-alone platforms include
Zoom, Microsoft Teams, Citrix Gotomeeting, DoximiBolycom Realpresence, Doxy.me, and

Facetime.

Page- 8 -



233
234
235
236
237
238

239

240

241

242
243
244
245

246

247
248
249
250
251
252
253
254

255
256
257
258

Page-9-

Some features to consider when choosing a platbwenshown in Table 2. (44) Examples of
commercial platforms include InTouch/Teledoc, Aman Well, AMD, Chiron Health. Doxy.me has
been very popular during the Pandemic due to efasgeo Another popular alternative includes
Doximity. Many providers are using Microsoft Teathat is part of Office 365. Since there has been a
temporary waiver of strict HIPAA compliance, sevgnatforms are being used when normally they

would not be permitted including What's App, Skygpel Zoom.
Some questions that should be considered whertisglecplatform include:
» Does it support a spike in traffic?
» Are an adequate number of licenses available faraliders who need one?

* How accessible is provider support? Since suportoe an issue, we must stress that ease of use is
vital, and products need to be simple. Providerstdeant to be bogged down with technological
issues. TM is a tool that needs to be almost iblagio the user while at the same time allowing

good patient care.
Rule 4: Build the Infrastructure

Before seeing patients by TM, ensure that you laavadequate infrastructure to perform a DTC or
FVV visit. This includes having the necessary emept and a reliable internet connection. To most
efficiently see patients by TM, it helps to useoaputer with a double monitor in which one is used
communicate with the patient by video and the otheised for the electronic medical record. Ifragke
monitor is used, it may be necessary to reduceawslzes or to switch from one application to aeoth
during the visit, which can reduce the efficienéylocumentation. Some electronic medical records
have an integrated TM capability so that the vidé&wmdow is embedded in the health information,

however, greater monitor screen area is alwayduielp

It also helps to use a professional-looking backgdoto do TM. This can consist of an image of an
exam room or of an office with bookshelves. Sonatfpims permit the background to be blurred while
others allow for the insertion of an image of akegound. The goal is for the virtual consultatioom

to have a professional atmosphere so that a ppipeician-patient relationship is achieved. (45)

Page- 9 -



259

260
261
262
263

264
265
266
267
268
269
270
271
272
273

274
275
276
277
278
279
280

281
282
283
284
285
286

Page-10-

Rule 5: Offer Telemedicine Appointments

Once the TM infrastructure is in place, it is titneoffer patients a choice of an in-person visit N
visit, or possibly even a telephone visit. Manyigraiis who are used to being seen in-person magipref
to be seen using DTC, patrticularly if they haveesignced it during COVID-19. It helps to ask rather

than to assume that they should resume in-persais wince they become available.

After an appointment is made for a DTC visit, tlaient should be provided with information about
connecting to the visit. An example of this typardbrmation using Microsoft Teams as the DTC
platform is shown in Table 3. This can be sentavmatient portal or by sending a direct URL link e+
mail. If e-mail is used, it is important to avoidrponal health information because e-mail is nétAN
compliant. Some patient portals can allow patiémtschedule either an in-person or DTC visit
depending on the provider’s availability. The patishould be asked whether they have internet acces
and equipment to do a video visit during this plaaping phase. If patients do not have that abithign
an in-person visit or possibly a telephone visdigt be offered. It also helps to verify the patien
communication preference for future visits. Stadgbashould update insurance information and

pharmacy location during this initial contact.

If you plan to see patients both by TM and in-pers@u should decide whether to schedule one
type of visit in a block of time or whether to nthe two types of visit together. There are advasdag
and disadvantages to each strategy. A disadvaofageduling one type of visit per block of tinse i
that the number of TM and in-person visits that gan offer is fixed. If more patients prefer onpeyof
visit, your schedule may not have enough open stod€commodate them. An advantage is that you
don’t have to switch from one type of visit to amet during a busy clinic as you would if the typese
mixed.

It is likely that one type of visit will tend to fia a different duration for one type of patientrtiiar
another. In general, TM visits tend to be shoritecesthe visits usually are more problem-focuseith wi
less chit chat. Even though less time is spent eatth visit, patients usually are as satisfied orem
satisfied with TM visits than they are with in-pensvisits. The best approach may be to see patients
using both types of encounter and determine hog &ath takes. Schedules can then be adjustedefor th

appropriate amount of time.
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Rule 6: Get Informed Consent

Medicaid rules state that the patient must congebeing seen by TM. (46) This consent can be
obtained either by the referring, consulting otati$ site provider. The requirement for a separate
consent specific to TM is due to concerns overtheaformation security and ensuring that the pdtie
fully understands what takes place during a TM anter. When obtaining consent, it is important to
explain what TM is, the expected benefits and fbssisks associated with it, and to explain seguri
measures that will be used to protect patient pyivRatients should also have the option to dedine

TM visit, especially if they would prefer an in-gen visit instead.

While rules may vary with each State, most inforrnedsents are valid for 1 year and do not need
to be obtained prior to each visit. Informed conseay be documented either as a written consent or
verbal consent. Consent is required both to progid® visit and for treatment using TM. Consent
forms can be filled out using a patient portalneds available. Pediatric patients may requiresean
from parents. Though legally it is necessary toudeent consent, it is more important for the pattent
understand what a TM consult consists of. Sampddealth informed consent forms can be obtained

from the Telehealth Resource Center at http://esd#hresourcecenter.org/ .
Rule 7: Prepare for the visit in advance

Ideally you should prepare for a TM visit in thergaway that you would prepare for an in-person
visit. You should review the patient’s asthma higtand review lab work, consultation reports, poex
images, spirometry, vital signs, hospitalizationd ather data that might affect a patient’'s asthma
status. Information from an e-device (i.e. inhalsage, asthma diary, etc.) should be reviewed fwior

the visit if available.
Rule 8: See the Patient

At the beginning of a TM visit, it helps to verifigat you can be seen and heard by the patient and
that you can see and hear them. You should statelgcation and verify the location of the patiant
the start of a visit. Remember, you may see thiemadnly if they are located in a State where goa
licensed to practice medicine (see rule 2). Ifghagent tells you that they are located in a Stdtere
you are not licensed, you will need to determinethiér licensure requirements have been waived for
TM in that state. If you are not able to see thigeepadue to license issues, it may be necessary to

reschedule the visit.
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When taking a history, you should ask the sametounssfor a TM visit as for an in-person visit.
Remember to look into the camera when talking éoplitient and to explain what you are looking at if
you need to look away to see the electronic medezadrd or for another reason. Consider sending
guestionnaires for standardized instruments sutheaasthma control test (ACT) electronically te th
patient prior to the visit so that the results arailable when the patient is seen. During the,vigsults
of labs and other types of information can be neeig with the patient using a screen share option if

available.

Current guidelines recommend that patients withraatshould have measurements of pulmonary
function such as spirometry or fractional exhalgdmoxide (FeNO), however, this can be problemati
during COVID-19 since these procedures can genaatesols. In a recent update on COVID-19, The
AAAAI concluded that “Nebulizer therapy, spirometgputum induction and rhinoscopy are all
considered high-risk exposure.” (47) The Americéiorhcic Society recommended that “pulmonary
function testing be limited to tests that are agdgential for immediate treatment decisions anitiiea
type of pulmonary function testing be limited t@ timost essential tests when possible.” (48) One
advantage of using TM to treat asthma is that gppate patients can be encouraged to obtain pdrsona
devices that can measure pulmonary function tests as FEV1 and peak flow without the risk of
COVID-19. The results of such home tests can bd tsassist management of patients in leu of office

measurements.

The use of asthma action plans and decisions riegandat treatment to recommend doesn’t really
change when patients are seen by TM. Allergy tgstan be done using in-vitro tests. Similarly,
measurement of total and specific IgE along witkimaphil levels, both required to determine the
optimal biologic to recommend for patients with eevasthma, can be done at any laboratory equipped

to do those tests regardless of how the patieseas.

Telehealth can be used to care for asthmatic gatweno are new or in need of a follow up visit.
However, at times the diagnosis of asthma can beanand the patient will need to have an in perso
visit to undergo objective measures. The use fidebased testing such as spirometry, oximetry,
FeNO, can help to distinguish conditions that miasthma. In these cases the patient will be

encouraged to follow up with the asthma specialisheir office. Once the diagnosis of asthmdésaic
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via history or previous objective measures thearuvisits can be done via telemedicine. Patients

home biologics can then be followed via a virtualty
Rule 9: Perform a Physical Examination

One common lesson taught during medical training twée able to determine whether a patient is
well or not well simply by looking at them. Thisipeiple also applies when observing a patient with
asthma by TM. You should be able to determine wdrettie patient demonstrates any signs of
respiratory distress such as nasal flaring, couglpallor, use of accessory muscles, cyanosist ches
retractions, unable to speak in complete sentesme@prolonged expiratory phase. At times you may be
able to hear wheezing with the proper speakersraaphone. Sound-reduction headphones may
improve your ability to hear subtle sounds. If gagient seems unstable or is clinically worsening
during the evaluation, they should be instructedaib911 or go immediately to the emergency room.
TM is not the proper venue for seeing patients a&thte medical conditions that require immediate

attention.

Virtual examinations using a facilitated telemedeplatform can be quite simple since objective
measures can be attained using digital medicapeggnt. Peripherals that can assist in the evaluatio
an asthmatic include a digital stethoscope withcvlai patient’s lung sounds can be heard and pgssibl
recorded. High resolution cameras with an otosav@edermascope can be used effectively with the
help of a trained tele-facilitator. Facilitatorsaican be trained to perform spirometry at theiatgpon
site if needed. Some patients might have digital@gent at home such as a blood pressure cuffepuls
oximeter or thermometer. Although peak flows caretbectively measured at home, home spirometry is

also available. (21, 4%ome spirometers can be quite helpful in providing additional objective measures but

the cost might be prohibitive for many patients. Furthermore, a respiratory rate can be determined visually.

The patient’s medications and pharmacy informasioould be confirmed by a staff member before
the visit with the provider occurs. Medications ¢enprescribed and renewed at the time of the visit
This can be done either by a picture in pictura double screen. While discharge instructions ghbel
described verbally, the patient should be provi@d written instructions that can be sent idealjng

a patient portal or less ideally via text, emaik br by mail to the patient’'s home.
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Rule 10: Bill for the Encounter

Changes in legislation have allowed for TM encotsite be paid for at parity with in-person visits.
Though many health plans paid for TM before COVIR-it was not necessarily at a rate that was
equivalent to an in-person visit. On April 1, 208MS encouraged the use of Place of Service (POS
11) to bill office visit codes 99201-99215 with niloel 95 on every telehealth visit performed with
patients via audio-video. This was regardlessloéng the patient or the providers were located). (50
Currently facilitated, direct to consumer and etaaphonic visits for some insurers can be billefilih
parity depending on state regulation and insurgoudgelines. However, CMS, Medicaid and
commercial plans have been known to have diffegaittance on billing. It is important to keep up to

date with respect to changes in reimbursementl@dde of codes necessary to obtain it.

Sample Workflows

When seeing patients by TM it helps to create &ilaw similar to that used for an in-person visit.
(Figure 2) TM is not meant to change the way youenily see your patients. It has been common
practice for workflows to change, staff to be reteal and job description to change to accommodate
these workflows. A simple video capability that tesome popular among providers is Doxy.me,
especially for private practitioners. A diagnosétemedicine option that is commonly used is AMD
Global. Below are two examples of how these ptatfocan be used in a direct to consumer scenario.
Note that these are only examples and that marer ptatforms have similar capabilities. You should

determine your own preferences when evaluating hvplatform is best for their practice.
Example 1: Direct to Consumer- using Doxy.ME

Doxy.me has become a very popular platform for DNCduring the COVID-19 Pandemic. It
comes as a free app (an optional paid clinic ofgsional version is available), that is easy faignts
to use since it does not require them to downlaadhéng. It also is HIPAA compliant and it offettse
option of signing a Business Associate Agreemeat ¥an send a text to the patient only with a paid
subscription, however, with the free version omyeanail can be sent which is less secure.

Originating Site: Patient is in their personal residence
Distant Site: Provider is in their medical office

1. Submit the patients email or text them (paid version). You can use the free version and send the link via a
free text platform (. i.e. textfree.us) Patient does not need to download an App.
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2. Patient will receive the invite and will need to permit access to their microphone and camera

3. Provider is notified when the patient arrives in a virtual waiting room. If the provider is available, the patient
is allowed to enter the visit. If the provider is busy, the patient waits in the virtual waiting room. The
provider or an assistant can send a chat to the patient letting them know the status of their visit.

4. The patient is seen and a limited examination is performed as appropriate.

5. Documentation can be done in the electronic medical record at the same time as the patient is seen using
picture in picture or by using a double monitor.

6. Prescriptions are sent to the patient’s pharmacy and discharge instructions are sent to the patient.

Example 2: Facilitated Virtual Visit- using a platform that supports digital exam equipment

Intouch Health/Teledoc has become a popular platfor facilitated virtual visits. The provider
interacts either with a stand-alone app or in soases with an app that is integrated into thettedaic
medical record. The originating site with the pattiesually is a satellite clinic that is closemtbere the
patient lives than the provider’s primary clinibatation. The equipment at that location can cdamdia
telemedicine cart with 2-way video and remotelytoglted camera or any computer can be set up to
serve as a telemedicine sending station by insgalfitouch/Teledoc’s software. Digital exam
equipment can be attached to either device.

Originating Site: Patient is at a satellite clinic
Distant Site: Provider is in their medical office

1. An appointment is made for a facilitated virtual visit.
On the day of the visit, the patient arrives at the clinic.

3. Routine check-in procedures occur. This includes filling out forms, obtaining vital signs and then taking the
patient to a TM sending room.

4. The telefacilitator notifies the provider when the patient is ready to be seen.

5. The patient is seen. A physical examination is performed with the facilitator operating digital exam
equipment at the direction of the provider.

6. Documentation can be done in the electronic medical record at the same time as the patient is seen using
picture in picture or by using a double monitor.

7. Prescriptions are sent to the patient’s pharmacy

8. Discharge instructions and other information is printed to the origination site for the patient to take with
them

9. Blood tests can be obtained in the clinic if venipuncture services are available

Conclusions

Allergists are in a unique position to care fongatts with asthma and allergic disorders. The dise o
TM offers the ability to see patients at a distami#her in a more convenient clinic or in theirgmal

residence during COVID-19. This should be seemashar option for providing patient care that is
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more convenient and potentially safer than in-pergsits. Although some clinical services should be
reserved for in-person visits, many visits can tleedusing TM.

During this difficult time, TM has been instrumehitaproviding care to patients who were unable
to be seen in-person. We should continue to builthes experience by expecting insurance carreers t
continue providing appropriate coverage and payrfeeritM encounters. Organizations such as
Association of American Medical Colleges’ have beeoontact with CMS and state governments to

ensure that legislation that current TM waiverdudmg payment and licensure become permanent.

Telemedicine is a tool that can help enhance exgsfuality metrics and patient outcomes in asthma
care. With its current widespread usage, teleoneelidata tools are being used to generate
telemedicine specific metrics. Recently, the Nagld@ommittee for Quality Assurance (NCQA) in its
updates to the Healthcare Effectiveness Data dodiation Set (HEDIS) removed restrictions on the
number of telehealth visits to improve the Asthmadidation Ratio. (51) Health systems will be able t
improve metrics like these to optimize asthma ceiag various forms of telehealth options. Stithey
telemedicine specific metrics related to asthmdaking and needs to be developed. Metrics on
usage, patient satisfaction, quality of technolay, for care provided by asthma specialists aesled.
The authors of this article envision that organara that invest in telehealth will have an advgatm
improving these quality metrics and outcomes ihmastcare. This will enable these organizations to
show who really is providing the best care which tkanslate to the eventual acquisition of a geeat
market share.

Future research on the delivery of asthma careggulih is needed. Controlled studies are needed to
evaluate how the patient-provider relationshiplitisrad when TM is used. In addition, we have
encountered that in the South Bronx that many asthatients and/or their parents have poor digital
literacy and lack of technological infrastructuoeperform an adequate telemedicine visit. Additiona
investigation into ways of using different techrgits to achieve these goals is important, keeping i
mind that access to the internet is now a soci@rdenant of health. We must also determine what
happens to high utilizers of medical care during Bandemic. In particular, it is important to detme

whether TM can provide care that is comparablentmaerson visit. After reviewing this information
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463  we will be able to answer the simple question oétlier TM can meet the standard of care in the

464  management of asthmatic patients.

465
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Tables

Exam:

Vital signs: Weight- Height- Resp Rate- Pulse-

General: No apparent distress. Awake, alert, well-appearing.

HEENT: Normocephalic and atraumatic. Mucous membranes are moist. No periorbital edema. Facial muscles
move symmetrically.

Neck: Neck is symmetrical with trachea midline.

Eyes: Conjunctiva and eyelids normal bilaterally. Pupils equal and round bilaterally.

Sinuses: Patient/guardian was able to touch the face with no tenderness. No frontal or maxillary tenderness.
Respiratory: breathing unlabored, no tachypnea, no nasal flaring, no coughing, use of accessory muscles, chest
retractions, unable to speak in complete sentences or prolonged expiratory phase.

Cardiovascular: No edema, no pallor, no cyanosis.

Abdomen: Non-distended.

Skin: No concerning rash or lesions observed on exposed skin.

Extremities: Normal range of motion observed. No peripheral edema.

Neuro: Mood and behavior appropriate for age.

Musculoskeletal: Symmetric and appropriate movements of extremities.

Table 1: An example of documentation of a physical exam that can be done using limited digital
equipment.
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Feature of Platform

Description

Used for which type of TM

2-way video

Patient and provider can see and
hear each other in real-time

Synchronous DTC and facilitated
visit

Multipresence

More than 1 provider and/or
patient can participate at a time.

When parents are at a different
location than their child.

To to invite a consultant to
participate

Mobile Apps available

Cam permit patients and providers
to participate in video
conferencing using a smart phone
or tablet when a computer is not
available

Permits tracking of biomarkers

Synchronous DTC and facilitated
visit

Remote patient monitoring and e-
diaries for tracking patient-
generated information

Screen Sharing

Permits providers to show
information to patients including
test results and instructions
Permits patients to show
information to providers such as
pictures and symptom charts

Synchronous DTC and facilitated
visits

Digital Exam Transmission

Permits output from digital exam
equipment to be viewed by a
provider

Can be used to send pictures and
patient data to providers.

Facilitated visits

DTC if the patient has exam
equipment

Store & forward and RPM.

Integrated environment

The platform is integrated into the
provider’s Electronic Health
Record.

Permits scheduling of
appointments, billing and other
administrative tasks

Synchronous DTC and facilitated
visits

HIPAA Compliant

Transmits information to and from
provider in a secure manner
consistent with HIPAA regulations.

Any TM activity should be HIPAA
compliant

Table 2: Features to consider when selecting a Telemedicine Platform
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Below there are few steps to be taken prior to your appointment date/time that are essential
= Download the TEAMS APP to your smart phone/computer https://teams.microsoft.com/downloads

= Click on the link below if you need assistance. Pleaseshinstructions in language of your choice.
https://Domain/form

= Click on this pre-registration link provided, verifying the information on your account
https://Domain/form

At the time of the visit do the following:

= For avideo visit, click the Join Teams Meeting link. This is preferred.

= If you are having difficulty with the video connemnti call the indicated phone number and use the
access code to connect.

= Please keep in mind this is a virtual meeting room and you may need to wait for the care team just
as you would in an in-person setting

Table 3: Instructions sent to patients prior to a meeting using Microsoft Teams.
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Legends for Figures

Figure 1: Telemedicine Options to Improve Asthma Care
Figure 2: Potential Work Flow in Private Practice for a Synchronous Direct-to-Consumer Visit
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Facilitated
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Remote
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Telehealth

appointment
made by patient

-Verbal consent documented

-Appt is scheduled and confirmed

-Discuss patient’s preference and concerns

-Address connectivity issues/language barriers/etc

-Does patient have a scale, pulse oximeter, mobile PFT, etc at home.

-Day Before/Evaluate/ Is visit appropriate via teleheatlh?
-In-person visit needed? Consider more labs??Confirm Appt
-Invite patient via portal, URL link, email or text.




