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Abstract

Telehealth services for patient visits have substantially surged during the COVID-19 pandemic.
Thus, there is increased importance and demand for high-quality telehealth clinical documentation.
However, little is known about how clinical data documentation is collected and the quality of data
items included. This study aimed to identify the current state of and gaps in documentation and
develop a best practice strategy for telehealth record documentation. Data were collected from
January to February 2021 via a self-designed questionnaire for administrators and managers from
physicians’ offices and mental health facilities, resulting in 76 valid responses. Survey items included
health organization demographic information, use of telehealth policies and procedures, and clinical
documentation for telehealth patient visits. Findings from this study can be used to assist
government, policymakers, and healthcare organizations in developing best practices in telehealth
usage and clinical documentation improvement strategies.
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Introduction

Healthcare documentation is the basis for communication between clinical practitioners and for
reimbursement for care received. In-person care with well-established documentation practices has
been the main focus for most physician practices rather than telehealth services. However, this
changed as the demand for telehealth services use surged due to the COVID-19 pandemic. This
increase in telehealth services has become a major driver of the US healthcare delivery system’s
work to expand telehealth rules and regulations.* As a result, there is an urgent need to build best
practices for telehealth documentation.

The consensus among healthcare leaders is for the recognition of telehealth as a viable service for
the health and welfare of patients everywhere. In addition, remote and telehealth services should be
regulated, reimbursed, and treated with parity to that of services provided to patients in person.”
*Many healthcare leaders advocate for the same standards of documentation, maintenance, and
transmission of patient information as traditional face-to-face patient encounters.>” There continues
to be backing for consistent telehealth coverage and payment across the board for all health care
payers,®* and further support of telehealth specific consents regarding the use of telehealth
technologies, delivery models, and treatment methods or limitations.**?



The American Medical Association (AMA) and Centers for Medicare & Medicaid Services (CMS)
collaborated to reduce the burden of documentation for providers and eliminated the documentation
requirement of medical necessity related to furnishing a visit in the home as opposed to in the office.
Physicians can now choose whether their documentation is based on the total time spent or medical
decision-making to support their evaluation and management (E/M) code selection.*** This has not
changed the documentation for telehealth services, which requires additional information to be
captured, including 1) consent from the patient or patient representative (verbal or written) for visit;
2) the category for an office visit—real-time audio with video or audio/telephone only; 3) the date the
patient was last seen or was billed for correspondence to avoid date overlap with other billable
services; 4) the location of the patient for a visit; 5) provider location for a visit; 6) the names and
roles of all participants; and 7) the start time and end time for telehealth encounter (length of time
billing provider spent on the day of the visit and how time was spent if billing by time or a time-based
code).”*” Documentation of the locations of both the patient and the physician is vital for payment
purposes. Payment for telehealth services depends on the distant site or location of the provider as
well as the originating site of the patient receiving care. Under the Social Security Act Section
1834(m), the use of a home as an office for a provider is not allowed as well as that for a patient
unless the patient is receiving end-stage renal disease (ESRD) treatments.** However, CMS
expanded telehealth coverage included the use of a home for all Medicare and Medicaid patients
during the COVID-19 pandemic.**

As CMS continues to explore the possibilities for the expansion of telehealth services beyond the
COVID-19 pandemic, the Office of Inspector General (OIG) will begin the process of auditing
Medicare Part B telehealth services.” The OIG will focus on the assessment of whether telehealth
services meet Medicare requirements. These audits will include documentation of distant and
originating site locations, use of telehealth technology, and virtual check-in services.” Medical
practices must now develop policies, procedures, and best practices for telehealth documentation in
order to be prepared for such audits.

Currently, best practice recommendations for telehealth documentation includes supporting
telehealth billing requirements and implementing documentation guidelines for telehealth services in
the curriculum for medical students.?** Reviewing consent forms to confirm they are relevant to
virtual care visits, recording whether visits are audio-only or audio with video, and calculating visit
time correctly for the provider (not including staff time) are all areas that should be especially
considered.”®* To accommodate telehealth documentation requirements, note templates in the
electronic health record should be modified along with clinician training and the development of
procedures and forms to make documentation as streamlined as possible.?®

Continuous monitoring of the guidelines on telehealth documentation from national and discipline-
specific organizations such as the US Department of Health and Human Services (HHS), the
Association of American Medical Colleges (AAMC), the American Academy of Family Physicians
(AAFP), and the American Hospital Association (AHA) should be a priority for every practice.*

® Furthermore, policies and procedures must be updated to include telehealth chart audits as part of
the practice compliance plan.®

It is also necessary to ensure documentation procedures address the need to adequately describe
the physical findings that may and may not be acquired through distant care, detail the patient’s
surroundings, and integrate this into the clinical assessment, and use patient-generated data within
the overall scope of the treatment plan.* This can be a challenge since the recent pandemic has
accelerated the need for more virtual care delivery and many states and third-party payers including
CMS have changed their rules and/or requirements.®* The authors of this paper have attempted to
provide insights for healthcare managers to understand how physician offices and other healthcare
facilities are adapting processes to meet these new expectations as well as to offer best practices for
successful navigation and documentation of telehealth visits.



The objective of this study is threefold: to assess the clinical data documentation status by types of
healthcare facilities and by telehealth start dates; to explore policy and procedures used for
telehealth data documentation; and to develop a strategy for the best practice in telehealth data
documentation during and post the COVID-19 pandemic era.

Methods

Research Tool

A self-designed survey was developed and served as a data collection tool. This survey was
designed based on the purpose of the study and from information gathered in the literature review.
The survey questions used for this study included three main categories: demographic
characteristics (such as healthcare facility types); data documentation collected (included 15
documentation items (Table 1 and Table 2)), and telehealth usage (such as telehealth start date,
policies and procedures used). All questions were tested and validated for logic flow, accuracy, and
clarity.

Sample Selection

Two network email distribution lists were identified as the survey deliverables: one is Mid-Atlantic
Telehealth Resources Center (MATRC), and another is Missouri Medical Group Management
Association (Missouri MGMA). These two distribution lists covered states such as Pennsylvania,
West Virginia, Kentucky, Virginia, North Carolina, New Jersey, Delaware, Maryland, Washington DC,
and Missouri. The online survey links were sent to the contact persons from each network, and they
were asked to distribute the survey link to their network mailing list. The total potential respondents
are unknown due to the self-selection network survey distribution nature. The target participants
included office managers and administrators from healthcare facilities who have used or are
currently using telehealth services for patient care. Individuals who received the survey link could
consent to and complete the survey or could forward the survey link to other eligible people in the
same healthcare facility. Only one respondent per healthcare facility was inquired to complete the
survey.

Survey Administration

Before the final survey was distributed, a pilot test was conducted on the survey logistics, validity
and clarity of the questions. We selected 11 managers from physicians’ offices to perform the pilot
testing of the survey. The survey was revised and modified based on the responses and comments
received from the pilot testing. The estimated time to complete the survey was 10 minutes.

The survey was distributed and administered through the Qualtrics online survey platform. In
addition, two follow-up reminders were sent to each network after the initial survey distribution.

Analysis

For this study, we included survey items related to demographic information, such as healthcare
facility types; date of initial telehealth use; types of telehealth services provided; data documentation
status, such as data item collection; and policies and procedures used for data documentation.
Other survey data collected from the study were reported elsewhere.


https://perspectives.ahima.org/Portals/0/Documentation_Table%201.pdf
https://perspectives.ahima.org/Portals/0/Documentation_Table%202.pdf

The question related to data documentation was a five-point Likert scale question, which included
Never, Rarely, Sometimes, Often, and Always for the collection of listed data items. In this analysis,
we combined scales of Sometimes, Often, and Always as a “Yes” group, while Never and Rarely as
a “No” group to the responses of data collection items.

Qualtrics software was used for quantitative data analysis and included descriptive frequency
distributions. For the free-text items, such as responses under the “others,” we coded and grouped
them based on thematic and qualitative analysis approach.

Results

Demographic Information

There were 76 total responses to the survey. Manager and administrator made up the largest group
of respondents (75 percent) when asked for their job title. The remainder of respondents self-
described their role as coordinator (11 percent), healthcare provider (10 percent), or other (4
percent). Half (50 percent) of respondents worked in a physician practice, followed by
behavioral/mental health (22 percent) and hospital (1 percent). The remaining 27 percent of “other”
respondents worked at a variety of healthcare facilities in addition to the ones listed above. Other
categories of healthcare facilities include PACE Center, Free Clinic, Nurse Practitioner Clinic,
Rehabilitation Outpatient, and Inpatient/Outpatient multi-facilities. The majority of the respondents
were located in North Carolina (54 percent), Missouri (20 percent), and West Virginia (12 percent),
with responses received from 11 different states in total.

Data Documentation

Respondents were asked if their organizations collected the 15 documentation elements detailed in
Tables 1 and 2. For this study, “always,” “often,” and “sometimes” were grouped as “yes” responses;
while “rarely” or “never” were grouped as “no” responses to the documentation collection items. A
total of 54 respondents answered this question. The responses were analyzed by the type of
healthcare facility (Table 1), and how long they had been offering telehealth services (Table 2).

Respondents were asked to identify their type of healthcare facility. The type of healthcare facility
was classified as physician office, hospital, mental health, and others. The other category included
free clinics, community health centers, nurse practice clinics, inpatient/outpatient facilities, academic
centers, or unspecified facilities. Respondents also were asked how long their organization had been
offering telehealth services. The groups were less than one year, one to four years, and five years or
more.

Totals for the documentation elements collected by type of facility/setting are displayed in Table 1.
The totals are also displayed by the length of time offering telehealth in Table 2. There was only one
respondent from a hospital setting, and all documentation elements were reported as collected (100
percent). The most frequently collected documentation items for physician offices and mental health
were the communication method, date of service, diagnosis and impression, and recommendations
(100 percent for all). The other settings category had similar findings, with the top three most
collected documentation items being the date of service (94 percent), patient informed consent (94
percent), and diagnosis and impression (94 percent). Again, for all settings, the date of service, and
diagnosis and impression were in the top three documentation elements collected.

The least collected documentation elements for physician offices were consulting physician (56
percent), referring physician (63 percent), and criteria used to evaluate whether the case was
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appropriate for telehealth (69 percent). The three least collected items in the mental health settings
were consulting physician (67 percent), referring physician (67 percent), and patient identification
number (67 percent). In the other setting category, the items reported to be least frequently collected
were referring physician (63 percent), start and stop time (67 percent), consulting physician (75
percent), and patient location (75 percent). For all settings the consulting physician and referring
physician were among the least reported documentation elements collected.

Respondents were asked how long their organization had been offering telehealth services. The
results are displayed in Table 2, grouped into less than one year, one to four years, and five years or
more. Of those offering telehealth less than one year, communication method (97 percent), date of
service (97 percent), and diagnosis and impression (91 percent) had the most responses as being
collected. The lowest reported numbers in this group were for criteria used to evaluate if telehealth
was appropriate for the case (42 percent, compared to 100 percent and 91 percent in the other
groups), consulting physician (56 percent), and the reason for using telehealth (57 percent).

In the one-to-four years group, eight of the 15 documentation elements were reported as collected
by 100 percent of respondents. Start and stop time (70 percent), consulting physician (80 percent),
and referring physician (80 percent) had the lowest number of responses. Those offering telehealth
for five years or more had five documentation elements reported as collected by 100 percent of
respondents. This group had the lowest percentage of documentation collection in referring
physician (56 percent), start and stop time (67 percent), and documenting other care providers
involved or individuals present (67 percent).

Policies and Procedures Used

Respondents were asked what type of policies they used in guiding their delivery of telehealth
services. Options included in-house written guidelines, federal/state governmental guidelines, third-
party payer guidelines, professional association guidelines, or no guidelines. Forty-nine respondents
answered the question and could have selected as many options as applied to their organization.

Only one hospital outpatient setting was reported utilizing federal/state government, third-party
payer, and professional association guidelines. Additional care settings reported and displayed

in Table 3 included physician office, mental/behavioral health, and other settings. Most respondents
used in-house designed guidelines and federal/state designed guidelines in physician's offices and
other settings; for mental/behavioral health, in-house designed and professional association
guidelines were the most reported.

The length of time a facility had been offering telehealth services by the types of policies used was
also collected. Table 4 displays the categories of less than one year, one to four years, and five or
more years offering telehealth. For all three groups, the top three options for telehealth policies
reported were 1) in-house designed guidelines, 2) federal/state government designed, and 3)
professional association guidelines.

Discussion/Conclusion

This study provides a closer look at specific data items that should be collected for telehealth patient
visits. Policies and procedures used in telehealth by healthcare facilities that guided decision-making
and data collection were also examined. The results from this study add to the body of knowledge
regarding telehealth documentation and also point to areas in which improvements could be made.


https://perspectives.ahima.org/Portals/0/Documentation_Table%203.pdf
https://perspectives.ahima.org/Portals/0/Documentation_Table%204.pdf

The results from this study found that current practices in telehealth documentation are progressing
toward but not yet completely meeting best practice goals. The rapid adaptation of telehealth within
the last 18 months and the uncertainties in related documentation standards have left many without
clear guidelines. Between 85 percent and 100 percent of respondents are collecting consent forms,
type of visit, and length of visit information. Respondents were noted to have high rates of complete
documentation in these areas.

The majority of respondents were collecting most of the documentation items. However, the
elements that were lacking in the collection were consulting physician, referring physician, and
criteria for determining whether the case was appropriate for telehealth. These findings point to the
need for training of physician office staff to include the referring and consulting physicians in
telehealth documentation. In addition, there should be criteria developed to document the
appropriateness of the telehealth visit.

Documentation standards were reduced to facilitate timely care during the pandemic. This reduction
in documentation requirements will be discontinued at some point following the acute phase of the
pandemic. Facilities will need to tighten their policies and procedures as we move forward out of the
pandemic.

Telehealth guidelines and related literature identified additional clinical documentation items needed
for best practices in telehealth documentation. It is important to capture all required documentation
for telehealth visits, as this is essential for the reimbursement of such services. These include but
are not limited to:

Appropriate consent forms

Documentation of types of visit (audio/audio and video)
Length of telehealth visits (time)

Location of the patients and physicians (home vs. office)
Identification of all participants in telehealth visits

In addition, the use of note templates specific to telehealth visits is recommended to ensure
appropriate documentation is captured. Telehealth training should be provided to both practitioners
and office staff. Office administrators should develop practice specific policies, procedures, and
forms to address telehealth services, including documentation requirements and reimbursement
guidelines. Checklists, including all essential information, are recommended for the clinical staff to
use as a data collection tool.

Finally, telehealth documentation should address any limitations, such as low-quality images or an
inability to see patient characteristics via video clearly. Templates should meet payer requirements,
and practitioners should document with audits in mind. Facilities should be constantly monitoring the
updated guidelines on telehealth documentation. Policies and procedures must be updated
accordingly.

The study findings are somewhat limited by the geographic and specialty areas of the respondents
to the study. While the respondents represented 11 states, both urban and rural settings, large and
small practices, and a variety of types of providers, the respondents were all members of the Mid-
Atlantic Telehealth Resources Center and the Missouri MGMA. The majority of the respondents
were from physicians’ offices. A larger, nationwide study would provide additional information about
the use of telehealth throughout the country and in a wider variety of specialty settings. As the use of
telehealth grows, further study will also be needed to fine-tune the challenges and barriers. There
are a variety of telehealth-related issues that will require further study and insight, including



implementation of new telehealth guidelines, privacy and security issues, and patient access issues.
Further study in these areas could aid in the development of best practices in telehealth provision.

The COVID-19 pandemic spurred the quick adaptation to the use of telehealth services and, in turn,
required additional telehealth data documentation. During their quick pivot to provide healthcare
services in this alternative format to as many patients as possible, providers were less concerned
with documentation. As telehealth services become more common, it is important that providers and
organizations review and re-evaluate their policies and procedures related to telehealth
documentation standards. All healthcare facilities require complete, timely, and high-quality data
documentation to achieve the goals for best practices in the current high-demand data-driven
environment.

Notes

1. Bowen, R. and Warner, D. “Building New Policies and Procedures to Incorporate
Telehealth.” Journal of AHIMA. (May 12, 2021).

2. Riplinger, L. “AHIMA Public Policy Statement on Telehealth.” Journal of AHIMA. (March 27,
2021). https://journal.ahima.org/ahima-public-policy-statement-on-telehealth/.

3. American Association of Nurse Practitioners (AANP), Board of Directors. “Position Statement:
Telehealth.” (September 2019). https://www.aanp.org/advocacy/advocacy-resource/position-
statements/telehealth.

4. American Telemedicine Association (ATA). “Health. Virtually. Everywhere.” (July 22,
2020). https://iwww.americantelemed.org/policies/ata-policy-principles/.

5. Riplinger, L.

6. Federation of State Medicine Boards (FSMB). “Model Policy for the Appropriate Use of
Telemedicine Technologies in the Practice of Medicine.” (April 2014). www.fsmb.org.

7. Curfman, A.L., Hackell, J.M., and Herendeen, N.E., et al; AAP Section on Telehealth Care,
Committee on Practice and Ambulatory Medicine, Committee on Pediatric Workforce. “Telehealth:
Improving Access to and Quality of Pediatric Health Care.” Pediatrics. 2021;148(3):e2021053129.

8. American Heart Association (AHA). “Policy Position Statement on Expanding Access to Care
through Telehealth.” (June 2020). https://www.heart.org/-/media/files/about-us/policy-
research/policy-positions/access-to-healthcare/telehealth-policy-quidance-document-
2020.pdf?la=en.

9. Curfman, A.L.

10. American Academy of Family Physicians (AAFP). “Telehealth and Telemedicine.” (April
2021). https:/iwww.aafp.org/about/policies/all/telehealth-telemedicine.html.

11. Bell, J. “Telehealth vs. In-person Documentation-the Same, Only Different.” J Orthop Exp
Inn. (2020). https://journaloei.scholasticahg.com/article/14538-telehealth-vs-in-person-
documentation-the-same-only-different.


https://journal.ahima.org/ahima-public-policy-statement-on-telehealth/
https://www.aanp.org/advocacy/advocacy-resource/position-statements/telehealth
https://www.aanp.org/advocacy/advocacy-resource/position-statements/telehealth
https://www.americantelemed.org/policies/ata-policy-principles/
http://www.fsmb.org/
https://www.heart.org/-/media/files/about-us/policy-research/policy-positions/access-to-healthcare/telehealth-policy-guidance-document-2020.pdf?la=en
https://www.heart.org/-/media/files/about-us/policy-research/policy-positions/access-to-healthcare/telehealth-policy-guidance-document-2020.pdf?la=en
https://www.heart.org/-/media/files/about-us/policy-research/policy-positions/access-to-healthcare/telehealth-policy-guidance-document-2020.pdf?la=en
https://www.aafp.org/about/policies/all/telehealth-telemedicine.html

12. Riplinger, L.

13. American Hospital Association (AHA). “AHA to MedPAC Re: Evidence-Based Approach to Post-
Pandemic Telehealth Policies.” (2021). https://www.aha.org/lettercomment/2021-02-11-aha-
medpac-re-evidence-based-approach-post-pandemic-telehealth-policies.

14. Department of Health and Human Services (HHS). “Evaluation and Management Services
Guide.” Medicare Learning Network. (February 2021). https://www.cms.gov/outreach-and-
education/medicare-learning-network-min/mlnproducts/downloads/eval-mgmt-serv-guide-

icn006764.pdf.

15. American Medical Association (AMA). “CPT Evaluation and Management (E/M) Office or Other
Outpatient (99202-99215) and Prolonged Services (99354, 99355, 99356, 99417) Code and
Guideline Changes.” (2021). https://www.ama-assn.org/system/files/2019-06/cpt-office-
prolonged-svs-code-changes.pdf.

16. Smith, W.R., Atala, A.J., Terlecki, R.P., et al. “Implementation Guide for Rapid Integration of an
Outpatient Telemedicine Program during the COVID-19 Pandemic.” J Am Coll Surg.
2020;231(2):216-222.e2. doi:10.1016/j.jamcollsurg.2020.04.030.

17. Bell, J.

18. Social Security Act Section 1834 [42 U.S.C. 1395m]. “Special Payment Rules for Particular Items
and Services.” https://www.ssa.gov/OP Home/ssact/title18/1834.htm.

19. Lee, I., Kovarik, C., Tejasvi, T., et al. “Telehealth: Helping Your Patients and Practice Survive
and Thrive During the COVID-19 Crisis with Rapid Quality Implementation.” J Am Acad Dermatol.
2020;82(5):1213-1214. doi:10.1016/j.jaad.2020.03.052.

20. Metha, J. “Emerging Opportunities and Risks with Telehealth in a Pandemic.” Ophthalmol Times.
2020; 45(12).

21. American Academy of Family Physicians (AAFP).

22. Miliard, M. “OIG Looking Closely at Telehealth as it Weighs Future Enforcement.” Healthcare IT
News. (2021). https://www.healthcareitnews.com/news/oig-looking-closely-telehealth-it-
weighs-future-enforcement

23. Ha, E., Zwicky, K., Yu, G., and Schechtman, A. “Developing a Telemedicine Curriculum for a
Family Medicine Residency,” n.d. https://doi.org/10.22454/primer.2020.126466.

24. Theobald, M., and Brazelton, T. “STFM Forms Task Force to Develop a National Telemedicine
Curriculum, from STFM.” The Annals of Family Medicine 18, no.3,2020: 285-86.
https://doi.org/10.1370/afm.2549.

25. Webb, M., Hurley,S.L., Gentry, J., Brown, M., and Ayoub, C. “Best Practices for Using Telehealth
in Hospice and Palliative Care.” Journal of Hospice & Palliative Nursing 23, no. 3 2021: 277-85.
https://doi.org/10.1097/njh.0000000000000753.


https://www.aha.org/lettercomment/2021-02-11-aha-medpac-re-evidence-based-approach-post-pandemic-telehealth-policies
https://www.aha.org/lettercomment/2021-02-11-aha-medpac-re-evidence-based-approach-post-pandemic-telehealth-policies
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/eval-mgmt-serv-guide-icn006764.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/eval-mgmt-serv-guide-icn006764.pdf
https://www.cms.gov/outreach-and-education/medicare-learning-network-mln/mlnproducts/downloads/eval-mgmt-serv-guide-icn006764.pdf
https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf
https://www.ama-assn.org/system/files/2019-06/cpt-office-prolonged-svs-code-changes.pdf
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.healthcareitnews.com/news/oig-looking-closely-telehealth-it-weighs-future-enforcement
https://www.healthcareitnews.com/news/oig-looking-closely-telehealth-it-weighs-future-enforcement

26. Roberts, E.T., and Mehrotra, A. “Assessment of Disparities in Digital Access among Medicare
Beneficiaries and Implications for Telemedicine.” JAMA Internal Medicine 180, no.10 2020:
1386. https://doi.org/10.1001/jamainternmed.2020.2666.

27. Hunter, O.0O., Mariano, E.R., and Harrison, T.K. “Leveraging video telehealth for the transitional
pain service in response to COVID-19.” Regional Anesthesia & Pain Medicine. 2021;46:460-461.

28. Song, E.H., Mitchell, L., Hamm, T., et al. "Patient-Centered Telehealth Best Practices: What
Have We Learned?" Today’s Wound Clinic. (February

2021). https://Iwww.hmpgloballearningnetwork.com/site/twc/articles/patient-centered-
telehealth-best-practices-what-have-we-learned

29. Department of Health and Human Services (HHS). “Best Practice Guides.” Health Resources
and Services Administration. Accessed September 16,
2021. https:/itelehealth.hhs.qgov/providers/best-practice-guides/.

30. American Academy of Family Physicians (AAFP). “Coding Scenario: Coding for Telehealth
Visits.” Accessed August 31, 2020. https://www.aafp.org/family-physician/patient-care/current-
hot-topics/recent-outbreaks/covid-19/covid-19-telehealth/coding-scenarios-during-covid-
19/telehealth.html.

31. American Hospital Association (AHA). “COVID-19: Telehealth and Virtual Care Best Practices.”
(May 2020). https://lwww.aha.org/system/files/media/file/2020/04/COVID-19-Telehealth-Best-
Practices final.pdf.

32. Galpin, K., Sikka, N., King, S.L., Horvath, K.A., et al. “Expert Consensus: Telehealth Skills for
Health Professionals.” Telemedicine and e-Health. 27, no.7, July 2021:820-
824. http://doi.org/10.1089/tmj.2020.0420

33. Bowen, R.
34. Galpin, K.

35. Moore, M.A. and Munroe, D.D. “COVID-19 Brings About Rapid Changes in the Telehealth
Landscape.” Telemedicine and e-Health. 27. no.4, April 2021:382-384.

36. Twachtman, G. “CMS Hikes Telephone Payments during Pandemic.” Medscape.
(2020). www.medscape.com/viewarticle/929805

Author Biographies

Shannon H. Houser (shouser@uab.edu) is a professor in the Department of Health Services
Administration at the University of Alabama at Birmingham.

Cathy A. Flite (cflite@temple.edu) is an assistant professor in the Department of Health
Services Administration & Policy at Temple University.

Susan L. Foster (fsusan@wustl.edu) is a privacy compliance educator in the HIPAA Privacy
Office at Washington University School of Medicine.



https://doi.org/10.1001/jamainternmed.2020.2666
https://www.hmpgloballearningnetwork.com/site/twc/articles/patient-centered-telehealth-best-practices-what-have-we-learned
https://www.hmpgloballearningnetwork.com/site/twc/articles/patient-centered-telehealth-best-practices-what-have-we-learned
https://telehealth.hhs.gov/providers/best-practice-guides/
https://www.aafp.org/family-physician/patient-care/current-hot-topics/recent-outbreaks/covid-19/covid-19-telehealth/coding-scenarios-during-covid-19/telehealth.html
https://www.aafp.org/family-physician/patient-care/current-hot-topics/recent-outbreaks/covid-19/covid-19-telehealth/coding-scenarios-during-covid-19/telehealth.html
https://www.aafp.org/family-physician/patient-care/current-hot-topics/recent-outbreaks/covid-19/covid-19-telehealth/coding-scenarios-during-covid-19/telehealth.html
https://www.aha.org/system/files/media/file/2020/04/COVID-19-Telehealth-Best-Practices_final.pdf
https://www.aha.org/system/files/media/file/2020/04/COVID-19-Telehealth-Best-Practices_final.pdf
http://doi.org/10.1089/tmj.2020.0420
mailto:shouser@uab.edu
mailto:cflite@temple.edu
mailto:fsusan@wustl.edu

Thomas J. Hunt (thomas.j.hunt@rutgers.edu) is an assistant professor in the Health
Informatics Department of the School of Health Professions at Rutgers University.

Angela Morey (angela.morey@ung.edu) is a department head and associate professor in
interdisciplinary healthcare at the University of North Georgia.

Miland N. Palmer (milandpalmer@weber.edu) is an assistant professor and public health
program director for Health Administrative Services at Weber State University.

Jennifer Peterson ([Ipete2@ilstu.edu) is an associate professor and program director for
Health Informatics and Management in the Department of Health Sciences at lllinois State
University.

Roberta Darnez Pope (darnez.pope@wku.edu) is an instructor in the Health Information
Management Program in the Department of Public Health at the College of Health and Human
Services at Western Kentucky University.

Linda Sorensen (linda.sorensen@davenport.edu) is an associate dean/department chair in
Health Information Management & Allied Health Departments in the College of Health
Professions at Davenport University.



mailto:thomas.j.hunt@rutgers.edu
mailto:angela.morey@ung.edu
mailto:milandpalmer@weber.edu
mailto:jlpete2@ilstu.edu
mailto:darnez.pope@wku.edu
mailto:linda.sorensen@davenport.edu

