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Leading the Way
with Telemedicine

Sheri Easton-Garrett, RN
Allan Jergesen
Glen Xiong, MD

Opportunity

A unique opportunity to learn from

an operator, a physician, and an attorney 

– all in the same virtual room.

Objectives

• Obtain in-depth and practical information on how providers are 
integrating telehealth into operational protocols and systems

• Learn how physicians are utilizing telemedicine for specialty services 
such as tele-psychiatry

• Gain knowledge about the policy, regulatory and legal considerations 
for operators
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Format

• First Half

Presentations from Our Panelists

• Second Half

Interactive Group Discussions and Live Q & A

Clinical Perspective

Sheri Easton-Garrett, MSN, RN, CDP, CMDCP
SVP Clinical Services
Belmont Village Senior Living
sgarrett@belmontvillage.com

Tele-WHAT?
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K.I.S.S. Method

Plan

Implement

Problem

Problem

• Assess Needs

• Market Force

• Organizational Readiness

• Define Program Model

• Business Case 

Plan

• Identify Steps

• Define Tasks

• Determine Resources

• Estimate Timeline

• Develop Monitor Program
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Implement

• Pilots…..not just for airplanes

• Implement Plan

• Train, Train, Train…… “I think 
I can…”

• Performance Indicators

• Back to Problem

Lessons Learned

Physician 
Perspective

Glen Xiong, MD Clinical Professor
Department of Psychiatry & Behavioral Sciences 

Department of Neurology, Alzheimer’s Disease Center
University of California at Davis

gxiong@ucdavis.edu

10

11

12



4/1/2021

5

Background (Telepsychiatry)

Lynch et al, World J Psychiatry (2015): 134 clinical studies

•86 reported on satisfaction with telepsychiatry

– Providers concerns about impaired therapeutic relationship

– Patients tend to report higher satisfaction than providers

•32 Randomized Controlled Trials (13 examined clinical outcomes)

– Telepsychiatry appears to be better than usual care (except depression in primary care) and 

equivalent to face‐to‐face treatment

– No differences in the patterns of findings for the delivery of pharmacotherapy or 

psychotherapy delivered via telepsychiatry

– One study (Fortney et al, JAMA Psych 2015) showed participants were 18x more likely to 

initial psychotherapy

Comparison of Asynchronous Telepsychiatry vs. 
Synchronous Telepsychiatry in Skilled Nursing 

Facilities (CATeleST): A Preview

Telemedicine

Review video 
and note on 

server

Review video 
and note on 

server

Chart in EMRChart in EMR

CREDIT: ATA 2018  “Asynchronous Telepsychiatry” Yellowlees et al.
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Telepsychiatry in Nursing Facilities: 
A Pilot Study

• 43 participants                
(22 ATP, 21 STP)              
were randomized 

• 40 (21 ATP, 19 STP) 
completed baseline 
visits

• 25 (62.5%) completed 6-
month follow-up visit 

• 18 (45%) completed the 
final visit after 12 months 

Telepsychiatry in Nursing Facilities: 
A Pilot Study • Outcomes

Both groups improved 
significantly from baseline to 
6-month follow-up regardless 
of group assignment (p-
values all < 0.01).

There were no significant 
ATP vs. STP differences in 
either 6 or 12-month CGI (p-
values all > 0.70).

Figure 1. Primary outcome measure for 
asynchronous telepsychiatry (ATP) and 
synchronous telepsychiatry (STP) arms 
at baseline and follow-up

Baseline Characteristics of 188 Participants who 
Completed Baseline Visits

ATP
(N = 92)

STP
(N = 96)

P‐value

Characteristic N Mean ± SD N Mean ± SD

Age at consent (years) 92 72.7 ± 11.9 96 71.7 ± 12.4 .66

CGI Severity 92 3.8 ± 1.3 96 4.1 ± 1.2 .11

BIMS Scorea 70 10.6 ± 4.4 77 9.6 ± 5.3 .54

PHQ‐9b 84 1.1 ± 2.8 87 1.2 ± 2.8 .86

Female 66 (71.7%) 54 (56.3%) .03
Racec

Asian 4 (4.3%) 2 (2.2%) .34
White 72 (78.3%) 81 (87.1%)

African‐American 9 (9.8%) 8 (8.6%)

Other 5 (5.4%) 2 (2.2%)

Declined to State 2 (2.2%) 0 (0.0%)

Hispanic Ethnicityd 7 (7.8%) 7 (7.5%) .95

Taking psychiatric medication 83 (90.2%) 83 (86.5%) .42

Taking antipsychotic medication 39 (42.4%) 33 (34.4%) .26

Taking antidepressant medication 55 (59.8%) 55 (57.3%) .73

Taking mood stabilizer medication 30 (32.6%) 33 (34.4%) .80

Taking benzo medication 22 (23.9%) 22 (22.9%) .87

Taking other medication 28 (30.4%) 30 (31.3%) .90

Primary Diagnosise .69

(N=160)
Depression 22 (23.9%) 22 (23.2%)

Bipolar Disorder 9 (9.8%) 12 (12.6%)

Schizophrenia Related Psychotic 6 (6.5%) 6 (6.3%)

Dementia/Neurological/Neurocognitive Disorder 33 (35.9%) 34 (35.8%)

Parkinson’s Related Spectrum 4 (4.3%) 4 (4.2%)
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Clinical Conditions

• Chronic Medical conditions: hypertension, 
diabetes, hypercholesterolemia, chronic pain, 
dementia, behavioral health,

• Urgent medical conditions: infections (URI), 
allergies, medical exacerbations,  

• Medical Emergencies: physical injuries, heart 
attacks (MI), strokes (CVA), blood clots,  
bleeding, respiratory failures

Legal Issues

Allan D.  Jergesen
Hanson Bridget t  LLP

San Francisco
a j e r g e s e n @ h a n s o n b r i d g e t t . c o m
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Summary

• RCFE Responsibility

• Potential RCFE Liability

• Distant Site Physician Licensure

• Consent to Telehealth Interaction

• Privacy of Interaction and Information Transmitted

• Security of Interaction and Information Transmitted

• Reimbursement for Telehealth Services

RCFE Responsibility

• RCFE obligation to provide telehealth to residents? – see DSS PIN 20-31-ASC, 
“Assisting Residents with Telehealth Visits” (September 25, 2020)

 Telehealth as part of RCFE’s obligation to provide assistance to residents in 
meeting necessary medical needs

 But RCFE’s responsibility limited to setting up or logging on to a telehealth 
visit, and assisting a resident with audio and video features of a telehealth 
platform

 Possible need to have staff present to assist with technology – access to 
telephone to make and receive confidential calls; reasonable level of 
personal privacy in communications and care; confidentiality of records and 
personal information

 Possible role of resident representative in telehealth interaction

RCFE Responsibility (cont’d)

• Range of possible RCFE involvement – depends on space, equipment, and 
staff being provided

 Least involvement – offering assistance to competent residents with 
technology set-up in resident’s unit for routine interactions with distant 
physician

 Greatest involvement – arranging for telehealth interaction (1) in 
community space (2) using RCFE equipment (including biometric 
sensors) (3) with assistance of RCFE health professionals (4) 
interacting with remote physician contracted by RCFE (5) treating 
routine, urgent/emergent, or behavioral health conditions

• Need to define level of involvement and to set forth parameters in RCFE 
Plan of Operation
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Potential RCFE Liability

• Legal obligation to use due care in:

 Maintaining at least some awareness of all telehealth interactions and 
intervening as necessary and appropriate

 Providing on-site assistance from health care professionals – medical 
assistants, LVNs, RNs, NPs, PAs

 Screening and monitoring any distant site telehealth provider selected or 
recommended by RCFE (“corporate responsibility”) – need for contract 
with outside telehealth company

• Possible role of medical director

• Check liability insurance coverage for above risk areas

Distant Site Physician Licensure

• Depends on law of originating site – where the patient and RCFE are 
located

• General state law requirement that remote site physician be licensed in 
originating site where patient is located

• Possible limited exceptions – not allowed in California

 States subscribing to Interstate Medical Licensure Compact

 States with bordering state exceptions

 States allowing out-of-state physician treatment where physician does 
not routinely practice in originating state, where initial contact is in 
state where patient resides, where physician maintains professional 
liability insurance

Distant Site Physician Licensure 
(cont’d)

• California allows:

 Out-of-state physician to consult with licensed California physician

 Waivers for out-of-state physicians to provide COVID-19 care in 
California

• Medicare reimbursement to out-of-state physicians providing telehealth 
services – permitted during COVID-19 pandemic
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Consent to Telehealth Interaction

• Obligation of physician – to obtain informed consent of patient or patient 
representative for care or treatment following oral discussion dealing with 
benefits and risks

• Added telehealth consent elements

 Benefits of remote video/audio interactions (e.g., convenience, frequency)

 Risks of miscommunication and health information security breaches

• RCFE to verify consent process (vs. obtaining consent itself) – possible use of 
consent form

Privacy of Interaction and 
Information Transmitted

• Deals with confidentiality of interaction and of information shared

• Note that distant physician, not RCFE, is subject to HIPAA privacy rules 
and California Confidentiality of Medical Information Act – but RCFE 
is subject to general privacy rules in regulations

• Confidentiality of interaction – additional persons at originating and 
distant sites

 Physician may share resident health information with resident 
representatives

 Physician may share resident health information with RCFE 
personnel – HIPAA sees RCFEs as “health care providers” that can 
receive HIPAA-covered health information

Privacy of Interaction and 
Information Transmitted (cont’d)

• Confidentiality of information created (including any recording of 
interaction) – depends on who holds information

 Physician medical record

 RCFE resident record
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Security of Interaction and 
Information Transmitted

• Deals with integrity of electronic transmission process

• Health information security rules protect against improper access, 
exfiltration, copying, alteration, or destruction of information in electronic 
form

• Note that distant physician, not RCFE, is subject to HIPAA security rules –
but RCFE has potential liability for personal information security breaches 
under state law

Security of Interaction and 
Information Transmitted (cont’d)

• No prescribed requirements

 Question about meaning of “HIPAA compliant” designation

 Need for encryption – now the standard of care

• Note CMS “Notification of Enforcement Discretion for Telehealth 
Remote Communications during COVID-19 Nationwide Public Health 
Emergency” (March 17, 2020) – covered entities may use commonly 
available non-public facing platforms (e.g., Zoom for Healthcare)

Reimbursement for Telehealth 
Services

• Medicare – expansion during pandemic

 Geographical area served – no longer just rural, underserved areas

 Originating site placement – no longer need for patient to be in health 
care setting (allows for patient to be in RCFE)

 Practitioner involved – no longer just a physician; NPs can provide 
telehealth care from a distant site

 Services covered – any service normally reimbursable by Medicare; 
includes nearly 200 more billing codes
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Reimbursement for Telehealth 
Services (cont’d)

• No direct Medicare reimbursement to RCFE originating site

 Possible reimbursement from professional component – need to arrange 
with distant-site physician

 Danger of illegal referral fees

• Private payors

 Subject to state HMO and insurance laws

 Laws tend to require payor reimbursement for telehealth services to be on 
par with reimbursement for in-person services

 California generally requires HMOs and medical insurers to reimburse 
health providers for telehealth services in a non-discriminatory fashion

Group Discussion and Live Q & A

This is your opportunity to ask questions of the panelists 

through the Q & A icon at the bottom of your screen.

Thank You

Thank you for attending today’s webinar. 
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