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Telemedicine in the Long-Term Care Setting:
Setting the Stage  

Definitions of telemedicine vary by state and federal agency.  

According to the American Telemedicine Association, “telemedicine is the remote delivery of 
health care services and clinical information using telecommunications technology. This includes 
a wide array of clinical services using internet, wireless, satellite and telephone media.” 
http://www.americantelemed.org.

Common Treatment Modalities include: 

Live video 
Mobile health  
Store-and forward  
Remote patient monitoring (including wearable technologies) 

THE BASICS
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Telemedicine in the Long-Term Care Setting:
Setting the Stage 

− Long-term care (LTC) is a variety of services which help meet both the medical and non-medical 
needs of people with a chronic illness or disability who cannot care for themselves for long periods. 
Long term care is focused on individualized and coordinated services that promote independence, 
maximize patients' quality of life, and meet patients' needs over a period of time 1

− Nursing homes, skilled nursing facilities, and assisted living facilities, (collectively known as long-
term care facilities, LTCFs) provide a variety of services, both medical and personal care, to people 
who are unable to manage independently in the community.

− Long-term care may be provided in the home, via home health care, that incorporates a wide range of 
clinical services (e.g. nursing, drug therapy, physical therapy).

− CDC reports that over 4 million Americans are admitted to or reside in nursing homes and skilled 
nursing facilities each year and nearly one million persons reside in assisted living facilities. (See 
https://www.cdc.gov/longtermcare/index.html)

How Do We Define Long Term Care? 
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1 Leiyu Shi and Douglas Singh (December 8, 2015). Essentials of the U.S. Health Care System. Jones & Bartlett 

Learning; 4 edition. p. 232. ISBN 1284100553.
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Telemedicine in the Long-Term Care Setting: Setting the 
Stage 

− Patients in long-term care settings often suffer from multiple co-morbidities, including 
coexisting cognitive, physical, and chronic health problems

− SNF patient population is at risk for needing emergency-type assessments, but physicians often 
are not on-site, leading to emergency hospital transfers 

− SNF patients are frequently subject to avoidable inpatient hospitalizations, which are expensive 
and disruptive to the patient

− SNFs risk losing Medicare funding based on hospital readmission rates 

Overview 
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Telemedicine in the Long-Term Care Setting: Setting the 
Stage 

− Reduce ER visits and hospital readmissions for SNF patients by providing immediate access to a 
practitioner

− Provide early intervention, resulting in decrease in unnecessary hospitalizations

− Reduce number of ambulance transports 

− Increase provider efficiencies 

− Improve quality of care 

Appropriate use of telemedicine in the long-term care setting can: 
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Telemedicine in the Long-Term Care Setting: Setting the 
Stage

− Study conducted over 2015-2016

− Assessed use of telemedicine at 365-bed SNF in Brooklyn, NY

− Telemedicine available for nights and weekend assessment of patients 

− 313 patients cared for by telemedicine-enabled physicians during the study year:
− 259 (83%) were treated on site

− Including 91 patients who avoided hospitalization

− 54 transferred to a hospital 

− Estimated cost savings to Medicare (including Medicare Managed Care plans) - $1.55M 
− Based on findings, estimated an average 120-bed facility would annually save Medicare $500,000 or $4167/bed

− Extrapolated, Medicare could save more than $1.5B/year by using telemedicine to assess/treat SNF patients 

2018 American Journal of Managed Care Study
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Challenges facing Providers:  Licensure 

− State laws generally require that practitioners be licensed by the state in which the patient is 
located 
− States prohibit the unauthorized practice of medicine 
− “Practice of medicine” is generally occurring where the patient is located
− State in which patient is located wants to obtain jurisdiction over practitioner providing services 

− Full license vs. limited license 

− Narrow exceptions 
− Providing services in a federal facility 
− “Consultation” (e.g., physician-to-physician consults)

− Out-of-state physician must be acting in concert with a physician duly licensed to practice medicine in the same 
state where the patient is located, and the state-licensed physician must retain ultimate authority of the patient’s 
care

− Limited number of patient encounters (e.g., 3 or fewer “visits” with patients in a state during a calendar 
year) 

Generally 
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Challenges Facing Providers: Licensure

− Offers new, expedited pathway to licensure for qualified physicians in multiple states
− Helps eliminate some of the burdens and costs associated with full licensure in each state

− States participating in the Compact agree to share information and work together to streamline the 
licensure process

− Physicians applying for expedited licensure through the Compact will be granted a full, 
unrestricted license to practice medicine in the state 

− 31 states (including D.C.) currently have passed required legislation (though not all have 
implemented the required processes), with at least 2 additional states having pending legislation

Interstate Medical Licensure Compact
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Challenges Facing Providers:  Licensure -
Interstate Medical Licensure Compact

− Possess a full, unrestricted license in a Compact state that is the physician’s “home state” 

− Have no discipline on any state medical license 

− Have no discipline related to controlled substances 

− Not be under investigation by any licensing or law enforcement agency 

− Have passed required examinations and successfully completed a graduate medical education program

− As of December 2018, 4,511 medical licenses have been issued and 2,400 applications processed through the 
Compact

Requirements – physicians must:
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Challenges Facing Providers:  Licensure 

− Distant site (where telemedicine provider is located) 
− Subject to criminal or administrative sanctions if not properly licensed 

− No reimbursement for unlicensed services 

− No liability insurance coverage 

− Originating site (where patient is located)
− No liability insurance for provider 

− No reimbursement for unlicensed services 

− Facility licensure problems 

Risks associated with using unlicensed practitioners 
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Challenges Facing Providers:  Telemedicine Informed 
Consent 

− Verbal consent only

− Written consent stored in patient’s record 
− Distant site vs. originating site – who is responsible for obtaining consent 

− No requirements 

− State requirements may also be dependent on payer
− E.g., Georgia – no state requirements regarding specific consent, but consent is required to bill Georgia 

Medicaid for telemedicine services 

Legal requirements regarding telemedicine-specific consent vary by state:
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Challenges Facing Providers: Telemedicine Informed 
Consent

− Inform patients of their rights when receiving telemedicine, including the right to stop or refuse 
treatment 

− Inform patients of their responsibilities with respect to receiving telemedicine 

− Describe the potential benefits, constraints, and risks of telemedicine
− E.g., privacy and security risks, risk of technology failure 

− Inform patients of what will happen in the case of technology or equipment failures during the 
telemedicine sessions, and state a contingency plan 

− Have a formal complaint or grievance process to resolve ethical concerns or issues that may arise 
as a result of the telemedicine services 

Best Practices: 
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Challenges Facing Providers: Telemedicine Informed 
Consent 

− Inform the patient that he/she has a right to refuse telemedicine services at any time without 
affecting the future right to treatment or care

− Explain any available alternative treatment options that may be available 

− Explain the patient has the right to seek in-person treatment following the telemedicine 
encounter if he/she is not satisfied with his/her care or treatment

− Explain what information may be used as part of a telemedicine encounter:
− E.g., patient medical records, medical images, live two-way audio/visual, and output data from medical 

devices

− Document all consents obtained, regardless of whether documentation is required

Best Practices: 
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Challenges Facing Providers: Telemedicine Informed 
Consent 

− For LTC patients, timing of obtaining the consent is important

− If use of telemedicine to assess a patient’s condition is a possibility, consent should be obtained at the 
time of admission to the LTC facility

− Telemedicine consent process may also involve discussions with appropriate caregivers or family 
members  

− Provide patient with HIPAA compliance information related to the telemedicine encounter 

Other Considerations
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Challenges Facing Providers: Fraud and Abuse Laws

− Prohibits a physician from referring Medicare or Medicaid patients for designated health 
services (“DHS”) to an entity with which the physician (or immediate family member) has a 
financial relationship, unless an exception applies

− Prohibits the entity from submitting claims to Medicare or Medicaid for services resulting from 
a prohibited referral 

− Strict liability statute – must meet all elements of an exception or the statute has been violated 

Federal Laws – Stark Law (42 U.S.C. § 1395nn)
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Challenges Facing Providers: Fraud and Abuse Laws

− Civil liability (not criminal)

− Potential Penalties 

− Overpayment/refund obligation 

− False Claims Act liability 

− Civil Monetary Penalties 

− Exclusion 

− Government interpretation of the law is evolving

− HHS vs. DOJ

Federal Laws – Stark Law (42 U.S.C. § 1395nn)
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Challenges Facing Providers: Fraud and Abuse Laws

− Different exceptions for ownership and/or compensation arrangements; common exceptions in 
telemedicine include:

− Employment relationships 

− Personal services arrangements 

− Space and equipment leasing arrangements 

− Fair market value (“FMV”) compensation arrangements 

− In-office ancillary services

− Indirect compensation arrangements

− Exceptions generally require:

− Signed, written agreement 

− Commercially reasonable, FMV compensation 

− Compensation does not reflect the volume/value of referrals 

Federal Laws – Stark Law (42 U.S.C. § 1395nn)
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Challenges Facing Providers: Fraud and Abuse Laws

− Prohibits the knowing and willful offer or payment of or the solicitation or receipt of 
"remuneration" to induce or reward patient referrals or the generation of business 
involving any item or service payable by the Federal health care programs (e.g., 
drugs, supplies, or health care services for Medicare or Medicaid patients)

Federal Laws – Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))
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Challenges Facing Providers: Fraud and Abuse Laws

− “Remuneration”

− Cash

− Free equipment

− Excessive compensation for medical directorships or consultancies or 
compensation where no legitimate services are provided 

− Provision of office assistance

− Certain reimbursement services 

− Free rent 

− Expensive hotel stays, meals, travel, etc. 

Federal Laws – Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))
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Challenges Facing Providers: Fraud and Abuse Laws

− Criminal law

− Applies to payers and recipients of kickbacks

− Each party's intent is a key element of their liability under the AKS – only “one 
purpose” needs to be to induce the purchase of a product or service or to reward 
referrals

− Certain “safe harbor” protections (42 C.F.R. § 1001.952)

− Penalties include criminal (jail) and civil (monetary) penalties, and FCA liability

Federal Laws – Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))
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Challenges Facing Providers: Fraud and Abuse Laws

− AKS Safe Harbors 

− No liability if all elements of safe harbor are met

− BUT … not an automatic violation if activities do not fit squarely in a safe harbor

− The closer an activity or arrangement comes to satisfying the requirements of a 
safe harbor, the safer the activity or arrangement

Federal Laws – Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))
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Challenges Facing Providers: Fraud and Abuse Laws 

− Examples of common AKS Safe Harbors for Telemedicine: 
− Bona fide employment
− Personal services contracts
− Leases for space or equipment
− Electronic prescribing and electronic health records items and services 

− Common requirements for safe harbor protections:
− Agreement covers all services to be provided by one party to another
− Aggregate services provided do not exceed those which are reasonably necessary to 

accomplish the commercially reasonable business purpose
− Aggregate compensation, set in advance, consistent with FMV, not determined in a 

manner that takes into account the volume or value of referrals or other business 
generated

Federal Laws – Anti-Kickback Statute (42 U.S.C. § 1320a-7b(b))
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Challenges Facing Providers: Fraud and Abuse Laws

−Federal False Claims Act
−State law versions of:

− Stark Law (prohibition against self-referral)
− Anti-Kickback Statute (often including prohibitions against “fee splitting”)
− False Claims Act

−Scope of state laws vary
− Medicaid-only 
− Medicaid and commercial 
− Commercial
− “All-payer”

Don’t forget…
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Challenges Facing Providers: Fraud and Abuse Laws

− LTC facility engages a physician (or physician group) to provide on-call 
telestroke services to its residents

−Arrangement includes compensation for physician’s services and 
equipment to facilitate the telestroke assessment 

−Any referrals by physician to the LTC facility for DHS implicate the Stark 
law (whether or not related to telestroke services)

−Any referrals for any services may implicate the AKS  

Example of arrangement potentially implicating the fraud and abuse laws
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Challenges Facing Providers: Corporate Practice of 
Medicine Laws

− Corporate Practice of Medicine is a state specific doctrine that  imposes restrictions of the ability 
of business entities to  provide medical services 

− The scope and manner of the potential restrictions vary from state to state 

− Certain states have no CPOM restriction (Florida) 

− Others have CPOM restrictions to prevent unlicensed practice (CA, TX, NY) 

− Some states allow exceptions if the entity is licensed as a health care 

− facility (NJ, TX, CA) 

General Concepts
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Challenges Facing Providers: Corporate Practice of 
Medicine Laws

− Many states prohibit corporations from practicing medicine (deliver medical services and/or employ 
physicians).

− Goal: to prevent laypersons from interfering with a physician’s medical judgment when making 
treatment decisions.

− Medical personnel must be employed by physician-owned professional corporations.

− Sometimes these prohibitions also restrict who can employ other licensed practitioners such as nurse 
practitioners, therapists or psychologists.

− Licensure and scope of practice issues must be considered when setting up a LTC telemedicine 
program

− Illegal arrangements under state law may create improper arrangements under Medicare Fraud & 
Abuse, Stark, False Claims, etc.
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Challenges Facing Providers: Corporate Practice of 
Medicine Laws

− Most physicians who provide services in a LTC setting do not have the resources needed to 
provide qualified telehealth services for which they can be reimbursed

− Technology companies that have the approved systems and technology to enable the telemedical 
consultations can not independently provide those services through directly employed 
physicians in states that have a corporate practice prohibition.

− Many telemedicine companies that make available physicians to hospitals and LTC facilities for 
teleconsultations utilize a “friendly physician’ model that requires a “friendly physician” serving 
as the sole owner of a medical practice that is managed by and contracts with the telemedicine 
company to staff the company’s coverage obligations with these facilities.   

Why this is important
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Challenges Facing Providers: Risk Management 
Considerations

− Credentialing –CMS specifies that telemedicine physicians may get credentialed at 
the site providing the service which eliminates the need for the site receiving the 
service (the hospital where the patient is) to replicate the credentialing process.

− Standard of Care – Some states have a distinct standard of care for telemedicine 
related to physician-patient relationship, e-prescribing and in-person follow up.  

− Documentation – Any provider-patient interaction should be documented in the 
patient’s health record.

− Clinical/Patient Safety – To date, clinical and patient safety telemedicine risks are 
limited as most cases involving telemedicine have been settled out of court.  
Informed consent should be obtained and documented before telemedicine services 
are provided. 

31
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Coverage and Reimbursement –
General Considerations

−State Definition of Telemedicine/Telehealth

− Form of delivery and technology

− Live video

− Store-and-forward

− Remote patient monitoring

− Mobile health

− E-mail/phone/fax

− Consent issues

− Out-of-State providers

− Online Prescribing

− Cross-State Licensing

32
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Coverage and Reimbursement – General 
Considerations
− Long-term care is typically funded using a combination of sources including but not limited to family 

members, Medicaid, long-term care insurance and Medicare.

− Medicaid is a government program that will pay for certain health services and nursing home care for 
older people (once their assets are depleted). In most states, Medicaid also pays for some long-term 
care services at home and in the community.

− Generally, Medicare does not pay for long-term care but may pay for medically necessary skilled 
nursing facility or home health care.  

− Medicare will not pay for custodial and non-skilled care. Medicare will typically cover only 100 skilled 
nursing days following a 3-day admission to a hospital.

− For the poor and elderly, long term care becomes even more challenging. These individuals are 
categorized as "dual eligibles" and qualify for both Medicare and Medicaid. These individuals 
accounted for 319.5 billion in health care spending in 2011. 2

2 Meyer, Harris (June 2012). "The Coming Experiments in Integrating and Coordinating Care for 'Dual 
Eligibles'". Health Affairs. doi:10.1377/hlthaff.2012.0505
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Coverage and Reimbursement -
Policy Trends3

− Most states’ Medicaid programs will reimburse for telehealth delivered services with 
variability in amounts paid based on the forms of interaction 

− Live video currently reimburses the most

− Store-and-forward reimbursement is limited in many states with the most common use 
being radiology

− Remote patient monitoring (“RPM”) use and reimbursement has recently shown an increase

− Some state Medicaid programs have begun to incorporate into their manuals 
specific documentation and/or confidentiality, privacy and security guidelines for 
telehealth.

3 See 2018 Center for Connected Health Policy Report (cchpca.org) 

©2019 Seyfarth Shaw LLP. All rights reserved. Private and Confidential
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Coverage and Reimbursement - Policy Trends
(Cont’d) 

− Forty-nine states and Washington DC provide reimbursement for some form of 
telehealth in their Medicaid program.

− Eleven state Medicaid programs reimburse for store-and-forward. However, four 
additional jurisdictions (D.C., HI, MS, NY and NJ) have laws requiring Medicaid 
reimburse for store-and-forward.

− Twenty state Medicaid programs provide reimbursement for RPM.

− Seven state Medicaid programs (Alaska, Arizona, Maryland, Minnesota, Nevada, 
Virginia and Washington) reimburse for all three, with certain limitations.
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Coverage and Reimbursement - Policy Trends 
(Cont’d) 
− 34 states will reimburse either a transmission or facility fee or both.  Medicaid policies often list the type of 

facilities eligible to receive the facility fee.  Medicare also reimburses a facility for the originating site 
provider. 4

− Some states limit the types of providers that can provide services at the distant site through telehealth. 

− Geographic and facility originating site restrictions have been relaxed for Medicare. Many state Medicaid 
programs are now allowing homes, residential facilities and schools to serve as an originating site. 

− There is often incongruity and inconsistency between expanded state telehealth laws and Medicaid policies 
which should be analyzed on a state-by-state basis.

− 38 states require some form of informed consent requirement in their telehealth requirement.

− Nine state medical/osteopathy boards issue special licenses/certificates for telehealth practice, allowing out-
of-state providers to render telemedicine services in a state in which he/she is neither located nor is 
associated with a clinic. 

− 24 states and DC have adopted the Federation of State Medical boards (FSMB)’s Interstate Medical 
Licensure compact (IMLC) in its place, allowing an expedited licensure process.

4 31 states have compacts for nursing; 21 for Physical therapy and 7 for psychology.
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Coverage and Reimbursement - Policy Trends
(Cont’d) 

− Most states do not recognize online questionnaires to establish the physician-patient 
relationship.  Some require a physical exam prior to a prescription, others have 
relaxed laws related to prescribing except for controlled substances.

− A few states allow for prescribing of controlled substances within federal limits as a 
result of the opioid epidemic and the need to prescribe certain medications 
associated with medication assisted therapy (“MAT”) 5

− 39 states and DC have laws that govern private payor telehealth reimbursement 
policies, a few of which require the reimbursement be at parity with in-person 
services. 6

5 FDA regulates controlled substances
6 Utah’s new private payor bill singles out telepsychiatry for requiring coverage of mental health

services to out of network psychiatrists where in-network coverage is not available. 
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Medicare Coverage and Reimbursement 

− Medicare reimbursement has generally been limited to certain services that directly 
substitute for an “in person” visit.

− Medicare statutory requirements for reimbursement include:

− Beneficiary is located in a qualifying originating site  

− Services provided by one of 10 distant site practitioners

− Services are provided via real-time interactive audio and video communications

− The CPT/HCPCs code for service is on the Medicare list of covered services

− In 2018, CMS promulgated new rules for telehealth reimbursement across the following 
payment programs:

− Medicare Shared Savings Program  (“MSSP”)

− Physician Fee Schedule for 2019

− Home Health Prospective Payment System (HH PPS”)
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Medicare Coverage and Reimbursement

− In April 2019, as part of the Bipartisan Budget Act of 2018, CMS finalized its plan to 
expand telehealth access and coverage in Medicare Advantage (MA) plans by 2020.

− Under the current guidelines, Medicare members can access limited telehealth and 
telemedicine services if they live in federally designated rural areas.  The new rules 
eliminate geographical restrictions on telemedicine access and services in MA plans 
by expanding telehealth benefits to urban areas.

− CMS is exploring a program that would reimburse providers using Mobile Integrated 
Health (MIH) services to reduce ED visits as well as reintroducing the RUSH Act 
(Reducing Unnecessary Senior Hospitalizations) and give nursing facilities an 
incentive to use telehealth and telemedicine.

39
©2019 Seyfarth Shaw LLP. All rights reserved. Private and Confidential



Changes to MSSP

− Rule finalized - 12/21/18

− Allows physicians and other practitioners who take risks within ACOs to receive 
payment for introduction of and reliance on new technologies in their practices 

− Changes include: 

− Store-and-forward teledermatology and teleopthalmology services 

− Treatment of patient’s home as an “originating site” 

40
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2019 Physician Fee Schedule
− Finalized 11/1/18; effective 1/1/19

− CMS now interprets the statutory requirements of reimbursement for remote communication technology as 
separate from telehealth

− New services not subject to originating site or geographic restrictions include:

− Virtual check-ins (HCPCS Code GVCI1)

− Store-and-forward images and video (HCPCS Code GRAS1)

− Peer-to-peer internet/phone consults (CPT Codes 994X6, 994XO, 99446 – 49)

− Includes new CPT codes to the Medicare telehealth list coverage for prolonged preventive services related to 
remote patient monitoring (“RPM”) (HCPCS Codes G0513 & G0514) that will more accurately reflect how 
RPM services are furnished by: 

− Establishing 20-minute intervals tracked by calendar months 

− Providing separate reimbursement for initial set-up of remote monitoring equipment, patient education and onboarding 

− Allowing “clinical staff” to furnish certain services

− Include changes to originating site and geographic requirements to implement sections of the originating 
site and geographic requirement exceptions to ESRD, telestroke. 

.   
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2019 Physician Fee Schedule (cont’d)

− Adds two new codes to the list of telehealth services related to prolonged preventive 
services in an office or outpatient setting for periods of 30 minutes 

− Loosens restrictions on use of telehealth services to treat substance abuse 

− Implemented SUPPORT Act, effective October 24, 2018, which adds the home of an 
individual as a permissible originating site for telehealth services furnished for substance use 
disorder treatment or treatment of co-occurring mental health disorders 

− Expanded telehealth services for end-stage renal disease (“ERSD”) patients who 
receive home dialysis and acute stroke patients by adding ERSD patient homes and 
mobile stroke units as originating sites 
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HH PPS Reimbursement Change 

− Rule finalized October 31, 2018, effective January 1, 2019 

− Permits home health agencies to report certain RPM expenses as allowable 
administrative costs on the cost report 
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A Look Into the Future – Remote Patient Monitoring 
(RPM)

− RPM offers advances in the following areas:

− Chronic care management

− Post-discharge care

− Seniors “aging in place”

− Behavioral health/substance abuse
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A Look Into the Future – Remote Patient Monitoring 
(Cont’d)

− As CMS looks into the use of  MIH services, remote patient monitoring programs 
are posed to extend care management and coordination outside the medical office 
or facility to where the patient is located.

− Challenges to the use of RPM persist as 

− the technology is not yet reliable 

− sometimes captures too much data

− payers are slow to reimburse 

− But in 2018, CMS unbundled CPT code 99091 which opened the door for provider 
billing for home monitoring of patients

− As the AMA develops more codes for RPM services, it is expected that CMS will 
consider adopting new CPT codes in the future.
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Telemedicine in the LTC Setting:  
What Works and What Doesn’t

− There is a growing need for after-hours coverage at skilled nursing facilities to 
address the revolving door of hospital transfers and readmissions to the SNF –
telehealth care offer “treat in place” tools that provide 24/7 virtual access to 
providers and allow patients to be “treated in place.”

− An aging population is at increased risk for cognitive deterioration, depression and 
mental illness.  There is an increased need for access to behavioral health services 
which are often not readily available.  

− Many retirement communicates, assisted living facilities and other senior housing 
environments are looking at “smart home” programs that can more effectively 
monitor patient activities.
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Telemedicine in the LTC Setting: What Works and 
What Doesn’t 

− “After-hours” or “off-hours” model
− Ensuring patients can be assessed by a physician regardless of when the need arises (i.e., at 

night, on the weekend, or during a holiday)

− Allows assessment by a physician to determine whether transport to a hospital or re-
hospitalization is necessary for the patient 

− Improved patient quality of care and decrease unnecessary patient transfers

− Cost-effective 

− Helps to avoid decreases in Medicare reimbursement due to hospital readmissions, 
maintain census days (by decreasing number of hospital transfers), and avoid 
increased transportation costs 

− Overall cost savings to Medicare 
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Telemedicine in the LTC Setting: What Works and 
What Doesn’t

− Specialty provider model
− Allows LTC patients access to specialty providers via telemedicine 

− May decrease transportation costs (i.e., cost of transporting patient to the specialty 
provider) 

− Improved patient quality of care and may decrease hospital readmissions

− Less stressful for the patient than having to be transported 

− However, reimbursement for specialty consultations may be limited depending on payer 

− E.g., Medicare vs. Medicare Advantage 

− Medicare limitations generally requiring patients to be located in a qualifying rural 
area
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Telemedicine in the LTC Setting: What Works and 
What Doesn’t 7

− Caregivers at an LTC facility in rural South Dakota used a specialized cart with a 
video camera to facilitate bedside patient assessment by a remote provider and 
found that about 90 percent of its telemedicine cases could be appropriately treated 
in the nursing home. 

− In another LTC telemedicine initiative, nursing homes in Pennsylvania used 
specialized carts with video cameras, special wound cameras, electronic 
stethoscopes, otoscopes and 12- lead electrocardiograms for the bedside evaluation 
of patients by remote geriatric specialists; this program, too, reduced hospital 
admissions. 

7 Morrissey, J. (2016, September). Use of telemedicine grows in long-term settings. Health Data 
Management. Retrieved from https://www.healthdatamanagement.com/news/use-oftelemedicine-
grows-in-long-term-care-settings
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Telemedicine in the LTC Setting 

− Resources and Success Stories

− Telemedicine Helps SNFs Improve Patient Care, Curb 
Hospitalizations;(https://mhealthintelligence.com/news/telemedicine-helps-snfs-improve-
patient-care-curb-hospitalizations)

− Telemedicine in LTC:  Help for patients with multiple chronic conditions, 
(https://www.mcknights.com/marketplace/telemedicine-in-ltc-help-for-patients-with-multiple-
chronic-conditions/)

− TeleHealth Start-up and Resource Guide, Ver 1.1, Oct. 2014 
(https://www.integration.samhsa.gov/hit/telehealthguide_final_0.pdf)

− The Role of Telemedicine in Long Term Care, (https://telemedicine.arizona.edu/blog/role-
telemedicine-long-term-care)

− Telehealth Use in Rural Healthcare, (https://www.ruralhealthinfo.org/topics/telehealth)

− Center for Connected Health Policy (CCHP), Search “Long Term Care” 
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