
Proposed Cross-Cutting Inclusion for HEDIS®1 2020:  
Telehealth Inclusion in Select HEDIS Physical Health Measures 

NCQA seeks comments on the proposed inclusion of telehealth in selected HEDIS physical health 
measures. Telehealth is generally defined as “the use of electronic information and telecommunications 
technologies to support long-distance clinical health care, patient and professional health-related 
education, public health and health administration.”2 NCQA’s interest in telehealth relates specifically to 
the provision of clinical health care, including diagnosis, monitoring and treatment of conditions. In 
practice, telehealth is an option for both health care consumers and health care providers that want 
improved access to health services and greater scheduling flexibility. 

Since 2016 NCQA has reviewed evidence to determine if telehealth services are appropriate, effective 
and feasible for use in HEDIS measures. We examined each measure to determine if there is evidence 
that a visit for the denominator, numerator or exclusion could be provided using a telehealth service. 
Evidence supports the use of telephone, video conferencing or asynchronous modalities in delivery of 
care for patients with certain physical health conditions.  

The HEDIS physical health measures outlined below represent the third and final group of measures 
under consideration for telehealth inclusion. The recommendations for inclusion of telehealth in these 
measures were brought before NCQA’s measurement advisory panels and approved by the Committee 
on Performance Measurement in September 2018.  

For HEDIS 2020, NCQA proposes the following (refer to Appendix A for details): 
• Include telehealth services in the following measures: 

– Weight Assessment and Counseling for Nutrition and Physical Activity for Children/ Adolescents 
(WCC).  

– Children and Adolescents’ Access to Primary Care Practitioners (CAP). 

• Prohibit use of telehealth services in the following measures: 
– Well-Child Visits in the First 15 Months of Life (W15).   
– Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34).   
– Adolescent Well-Care Visits (AWC). 

To be responsive to the changing health care landscape as it relates to telehealth services, NCQA 
maintains four HEDIS telehealth value sets: Telephone Visits, Online Assessments, Telehealth POS and 
Telehealth Modifier. The Telehealth Modifier Value Set includes CMS GT modifiers and American Medical 
Association 95 modifiers that are to be used in conjunction with select CPT©3 and HCPCS billing codes to 
signify that a service was rendered via synchronous telehealth methods (interactive audio and video). 
Appendix B details codes currently in NCQA’s telehealth value sets. 

Supporting documents include the draft measure specifications, evidence workup and performance data 
for all measures for which NCQA proposes the inclusion or prohibition of telehealth.  

NCQA acknowledges the contributions of the Technical Measurement Advisory Panel and  
the Telehealth Expert Panel 

1 HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA). 
2 Health Resources Services Administration. 2016. https://www.healthit.gov/providers-professionals/faqs/what-
telehealth-how-telehealth-different-telemedicine   

3 Current Procedural Terminology© 2019 American Medical Association. All rights reserved. 
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For the measures below with a recommendation to permit the use of telehealth, NCQA found evidence to support the use of telehealth as an appropriate 
method of satisfying the indicated measure elements. In the measures for which telehealth is recommended for inclusion, video conferencing, telephone 
visits and online assessments were found to be appropriate. Use of telehealth will be captured through NCQA value sets found in Appendix B.  

Measure Full Name Measure Element Evidence and Recommendations 

Weight Assessment and Counseling for 
Nutrition and Physical Activity for 
Children/Adolescents (WCC) 

Numerator: Nutrition 
Counseling and Weight 
Counseling 

Telehealth is an effective way to counsel children and adolescents about nutrition and physical activity. For 
this measure, telehealth visits can be used to deliver nutrition counseling and weight counseling services.  
Recommendation: Permit the use of telehealth services in both the “Counseling for Nutrition” and 
“Counseling for Physical Activity” numerators, but not in the “BMI Percentile Documentation” numerator.  

Children and Adolescents’ Access to 
Primary Care Practitioners (CAP) Numerator 

The intent of this measure is to assess the percentage of members 12 months–19 years of age who had a 
visit with a PCP. The measure does not specify that the visit be for a physical exam, well-child visit or 
preventive care. Because evidence supports the use of telehealth for diagnosis and assessment of certain 
acute conditions, as well as for monitoring and management of other conditions (e.g., asthma and weight 
gain or obesity), telehealth can be used to identify an appropriate visit with a PCP for this measure. 
Recommendation: Permit the use of telehealth services in the measure numerator. 

Well-Child Visits in the First 15 Months 
of Life (W15) Numerator Limited evidence was found to support the use of telehealth for well-child visits. American Academy of 

Pediatrics guidelines recommend a yearly in-person physical examination for patients 0–21 years of age, 
which cannot effectively be delivered through telehealth at this point in time.  
Recommendation: Do not permit the use of telehealth in these measures. 

Well-Child Visits in the Third, Fourth, 
Fifth and Sixth Years of Life (W34) 

Numerator 

Adolescent Well-Care Visits (AWC) Numerator 
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HEDIS Value 
Set Code System Code Description 

Telephone  CPT  98966  
Telephone assessment and management service provided by a qualified nonphysician health care professional to an established patient, 
parent, or guardian not originating from a related assessment and management service provided within the previous 7 days nor leading to 
an assessment and management service or procedure within the next 24 hours or soonest available appointment; 5-10 minutes of medical 
discussion.  

Telephone  CPT  98967  
Telephone assessment and management service provided by a qualified nonphysician health care professional to an established patient, 
parent, or guardian not originating from a related assessment and management service provided within the previous 7 days nor leading to 
an assessment and management service or procedure within the next 24 hours or soonest available appointment; 11-20 minutes of medical 
discussion.  

Telephone  CPT  98968  
Telephone assessment and management service provided by a qualified nonphysician health care professional to an established patient, 
parent, or guardian not originating from a related assessment and management service provided within the previous 7 days nor leading to 
an assessment and management service or procedure within the next 24 hours or soonest available appointment; 21-30 minutes of medical 
discussion.  

Telephone  CPT  99441  
Telephone evaluation and management service by a physician or other qualified health care professional who may report evaluation and 
management services provided to an established patient, parent, or guardian not originating from a related E/M service provided within the 
previous 7 days nor leading to an E/M service or procedure within the next 24 hours or soonest available appointment; 5-10 minutes of 
medical discussion.  

Telephone  CPT  99442  
Telephone evaluation and management service by a physician or other qualified health care professional who may report evaluation and 
management services provided to an established patient, parent, or guardian not originating from a related E/M service provided within the 
previous 7 days nor leading to an E/M service or procedure within the next 24 hours or soonest available appointment; 11-20 minutes of 
medical discussion.  

Telephone  CPT  99443  
Telephone evaluation and management service by a physician or other qualified health care professional who may report evaluation and 
management services provided to an established patient, parent, or guardian not originating from a related E/M service provided within the 
previous 7 days nor leading to an E/M service or procedure within the next 24 hours or soonest available appointment; 21-30 minutes of 
medical discussion.  

Online 
Assessments  CPT  99444  

Online evaluation and management service provided by a physician or other qualified health care professional in response to an inquiry 
from the patient. Reportable services include evaluation and management services provided to an established patient or guardian, not 
originating from a related E&M service provided within the previous 7 days, using the Internet or similar electronic communications network.  

Online 
Assessments  CPT  98969  

Online medical assessment and management services are provided to an established patient or guardian in response to a patient’s online 
inquiry utilizing Internet resources in a non-face-to-face encounter. Services must be provided by a qualified health care professional 
(nonphysician). In order for these services to be reportable, the health care professional must provide a personal, timely response to the 
inquiry and the encounter must be permanently stored via electronic means or hard copy. A reportable service includes all communication 
related to the on-line encounter, such as phone calls, provision of prescriptions, and order for laboratory services. This code is not reported 
if the online evaluation is in reference to a service performed and reported by the same health care professional within the past seven days 
or within the postoperative period of a previously completed procedure. Rather, the online service is considered to be part of the previous 
service or procedure. This applies both to unsolicited patient follow-up or that requested by the health care professional. Report 98969 only 
once for the same episode of care during a seven-day period.  
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HEDIS Value 
Set Code System Code Description 

Telehealth 
Modifier  CPT  GT  When appended to CMS-approved CPT codes, the GT modifier indicates that a particular service has been rendered via a real-time 

(synchronous) interactive audio and video telecommunications system.  

Telehealth 
Modifier  CPT  95  When appended to AMA-approved CPT codes, the 95 modifier indicates that a particular service has been rendered via a real-time 

(synchronous) interactive audio and video telecommunications system.  

Telehealth 
POS CPT 02 Telehealth place of service modifier. 
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Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents (WCC) 

SUMMARY OF CHANGES TO HEDIS 2020 
• Added telehealth to the “Counseling for Nutrition” and “Counseling for Physical Activity” numerators. 

Description 

The percentage of members 3–17 years of age who had an outpatient visit with a PCP or OB/GYN and who had 
evidence of the following during the measurement year. 

• BMI percentile documentation*.  
• Counseling for nutrition.  
• Counseling for physical activity.  

* Because BMI norms for youth vary with age and gender, this measure evaluates whether BMI percentile is 
assessed rather than an absolute BMI value. 

Definitions 

BMI percentile The percentile ranking based on the CDC’s BMI-for-age growth charts, which 
indicates the relative position of the patient’s BMI number among others of the 
same gender and age. 

Eligible Population  

Note: Members in hospice are excluded from the eligible population. If an organization reports this measure using 
the Hybrid method, and a member is found to be in hospice or using hospice services during medical record 
review, the member is removed from the sample and replaced by a member from the oversample. Refer to 
General Guideline 17: Members in Hospice. 

Product lines Commercial, Medicaid (report each product line separately). 

Ages 3–17 years as of December 31 of the measurement year. Report two age 
stratifications and a total for each of the three indicators: 

• 3–11 years. 

• 12–17 years. 

• Total. 

The total is the sum of the age stratifications. 

Continuous 
enrollment 

The measurement year.  

Allowable gap No more than one gap in continuous enrollment of up to 45 days during the 
measurement year. To determine continuous enrollment for a Medicaid beneficiary 
for whom enrollment is verified monthly, the member may not have more than a 1-
month gap in coverage (i.e., a member whose coverage lapses for 2 months [60 
days] is not considered continuously enrolled).  

Anchor date December 31 of the measurement year. 

Benefit Medical. 

Event/diagnosis An outpatient visit (Outpatient Value Set) with a PCP or an OB/GYN during the 
measurement year.  
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Administrative Specification 

Denominator The eligible population. 

Numerators  

BMI Percentile BMI percentile (BMI Percentile Value Set) during the measurement year. 

Counseling for 
Nutrition 

One of the following during the measurement year: 
• Counseling for nutrition (Nutrition Counseling Value Set) with or without a 

telehealth modifier (Telehealth Modifier Value Set). 

Counseling for 
Physical Activity 

One of the following during the measurement year: 
• Counseling for physical activity (Physical Activity Counseling Value Set) with 

or without a telehealth modifier (Telehealth Modifier Value Set). 

Exclusions (optional) 

Female members who have a diagnosis of pregnancy (Pregnancy Value Set) during the measurement year. The 
denominator for all rates must be the same. An organization that excludes these members must do so for all 
rates. 

Hybrid Specification 

Denominator A systematic sample drawn from the eligible population for each product line for the 
Total age band (3–17 years). The Total sample is stratified by age to report rates 
for the 3–11 and 12–17 age stratifications. 

Organizations may reduce the sample size using the current year’s administrative 
rate or the prior year’s audited, product line-specific rate for the lowest of the three 
indicator rates for the Total age band. Refer to the Guidelines for Calculations and 
Sampling for information on reducing the sample size.  

 
Numerators  

BMI Percentile BMI percentile during the measurement year as identified by administrative data or 
medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from the 
administrative data. 

Medical record Documentation must include height, weight and BMI percentile during the 
measurement year. The height, weight and BMI percentile must be from the same 
data source.  

Either of the following meets criteria for BMI percentile: 
• BMI percentile documented as a value (e.g., 85th percentile). 
• BMI percentile plotted on an age-growth chart. 

Only evidence of the BMI percentile or BMI percentile plotted on an age-growth 
chart meets criteria.  

Ranges and thresholds do not meet criteria for this indicator. A distinct BMI 
percentile is required for numerator compliance. Documentation of >99%  
or <1% meet criteria because a distinct BMI percentile is evident (i.e., 100%  
or 0%). 
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Counseling for 
Nutrition 

Documentation of counseling for nutrition or referral for nutrition education during 
the measurement year as identified by administrative data or medical record review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from 
administrative data. 

Medical record Documentation must include a note indicating the date and at least one of the 
following: 

• Discussion of current nutrition behaviors (e.g., eating habits, dieting 
behaviors). 

• Checklist indicating nutrition was addressed. 
• Counseling or referral for nutrition education. 
• Member received educational materials on nutrition during a face-to-face 

visit. 
• Anticipatory guidance for nutrition. 
• Weight or obesity counseling. 

Counseling for 
Physical Activity 

Documentation of counseling for physical activity or referral for physical activity 
during the measurement year as identified by administrative data or medical record 
review. 

Administrative Refer to Administrative Specification to identify positive numerator hits from the 
administrative data. 

Medical record Documentation must include a note indicating the date and at least one of the 
following: 

• Discussion of current physical activity behaviors (e.g., exercise routine, 
participation in sports activities, exam for sports participation). 

 
• Checklist indicating physical activity was addressed. 
• Counseling or referral for physical activity. 
• Member received educational materials on physical activity during a face-to-

face visit. 
• Anticipatory guidance specific to the child’s physical activity.  
• Weight or obesity counseling. 

Exclusions (optional) 

Refer to Administrative Specification for exclusion criteria. Exclusionary evidence in the medical record must 
include a note indicating a diagnosis of pregnancy. The diagnosis must have occurred during the measurement 
year. 
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Note 

• The following notations or examples of documentation do not count as numerator compliant: 
– BMI 
 No BMI percentile documented in medical record or plotted on age-growth chart. 
 Notation of BMI value only. 
 Notation of height and weight only.  

– Nutrition  
 No counseling/education on nutrition and diet. 
 Counseling/education before or after the measurement year. 
 Notation of “health education” or “anticipatory guidance” without specific mention of nutrition.   
 A physical exam finding or observation alone (e.g., well-nourished) is not compliant because it does not 

indicate counseling for nutrition. 
 Documentation related to a member’s “appetite” does not meet criteria. 

– Physical Activity 
 No counseling/education on physical activity. 
 Notation of “cleared for gym class” alone without documentation of a discussion. 
 Counseling/education before or after the measurement year. 
 Notation of “health education” or “anticipatory guidance” without specific mention of physical activity.  
 Notation of anticipatory guidance related solely to safety (e.g., wears helmet or water safety) without 

specific mention of physical activity recommendations. 
 Notation solely related to screen time (computer or television) without specific mention of physical activity. 

• Services may be rendered during a visit other than a well-child visit. These services count if the specified 
documentation is present, regardless of the primary intent of the visit; however, services specific to the 
assessment or treatment of an acute or chronic condition do not count toward the Counseling for Nutrition and 
Counseling for Physical Activity indicators.  
For example, the following documentation is specific to the assessment or treatment of an acute or chronic 
condition and does not meet criteria:  
– Notation that a member with chronic knee pain is able to run without limping. 
– Notation that a member has exercise-induced asthma.  
– Notation that a member with diarrhea is following the BRAT diet. 
– Notation that a member has decreased appetite as a result of an acute or chronic condition.  

• Services rendered for obesity or eating disorders may be used to meet criteria for the Counseling for Nutrition 
and Counseling for Physical Activity indicators if the specified documentation is present. 

• Refer to Appendix 3 for the definition of PCP and OB/GYN practitioner. 
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Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table WCC-1/2: Data Elements for Weight Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents 

 Administrative Hybrid 
Measurement year   
Data collection methodology (Administrative or Hybrid) Each of the 3 rates Each of the 3 rates 
Eligible population  For each age stratification and 

total 
Each of the 3 rates, for each 

age stratification and total 
Number of numerator events by administrative data in eligible 
population (before exclusions)  Each of the 3 rates, for each 

age stratification and total 
Current year’s administrative rate (before exclusions)  Each of the 3 rates, for each 

age stratification and total 
Minimum required sample size (MRSS)   Each of the 3 rates 
Oversampling rate  Each of the 3 rates 
Number of oversample records  Each of the 3 rates 
Number of numerator events by administrative data in MRSS   Each of the 3 rates, for each 

age stratification and total 
Administrative rate on MRSS  Each of the 3 rates, for each 

age stratification and total 
Number of original sample records excluded because of valid 
data errors   Each of the 3 rates 

Number of administrative data records excluded  Each of the 3 rates 
Number of medical records excluded  Each of the 3 rates 
Number of employee/dependent medical records excluded   Each of the 3 rates 
Records added from the oversample list   Each of the 3 rates 
Denominator  Each of the 3 rates, for each 

age stratification and total 
Numerator events by administrative data Each of the 3 rates, for each 

age stratification and total 
Each of the 3 rates, for each 

age stratification and total 
Numerator events by medical records  Each of the 3 rates, for each 

age stratification and total 
Numerator events by supplemental data Each of the 3 rates, for each 

age stratification and total 
Each of the 3 rates, for each 

age stratification and total 
Reported rate Each of the 3 rates, for each 

age stratification and total 
Each of the 3 rates, for each 

age stratification and total 
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Children and Adolescents’ Access to Primary Care Practitioners (CAP) 

SUMMARY OF CHANGES TO HEDIS 2020 
• Added telehealth (telehealth visits, telephone visits and online assessments) to the measure numerator. 

Description 

The percentage of members 12 months–19 years of age who had a visit with a PCP. The organization reports 
four separate percentages for each product line. 

• Children 12–24 months and 25 months–6 years who had a visit with a PCP during the measurement year. 
• Children 7–11 years and adolescents 12–19 years who had a visit with a PCP during the measurement 

year or the year prior to the measurement year. 

Eligible Population  

Note: Members in hospice are excluded from the eligible population. Refer to General Guideline 17: Members in 
Hospice. 

Product lines Commercial, Medicaid (report each product line separately). 

Ages 12 months–19 years as of December 31 of the measurement year. Report four age 
stratifications: 

• 12–24 months as of December 31 of the measurement year. Include all 
children who are at least 12 months old but younger than 25 months old 
during the measurement year (i.e., born on or between December 1, 2016, 
and December 31, 2017). 

• 25 months–6 years as of December 31 of the measurement year. Include all 
children who are at least 2 years and 31 days old but not older than 6 years 
during the measurement year (i.e., born on or between January 1, 2012, and 
November 30, 2016). 

• 7–11 years as of December 31 of the measurement year. 
• 12–19 years as of December 31 of the measurement year. 

Continuous 
enrollment 

For 12–24 months, 25 months–6 years: The measurement year. 

For 7–11 years, 12–19 years: The measurement year and the year prior to the 
measurement year. 

Allowable gap For 12–24 months, 25 months–6 years: No more than one gap in enrollment of up to 
45 days during the measurement year.  

For 7–11 years, 12–19 years: No more than one gap in enrollment of up to 45 days 
during each year of continuous enrollment. 

To determine continuous enrollment for a Medicaid beneficiary for whom enrollment 
is verified monthly, the member may not have more than a 1-month gap in coverage 
(i.e., a member whose coverage lapses for 2 months [60 days] is not considered 
continuously enrolled) during each year of continuous enrollment. 

Anchor date December 31 of the measurement year. 

Benefit Medical. 

Event/diagnosis None. 
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Administrative Specification 

Denominator  The eligible population.  

Numerator For 12–24 months, 25 months–6 years: One or more visits with a PCP during the 
measurement year.  

For 7–11 years, 12–19 years: One or more visits with a PCP during the 
measurement year or the year prior to the measurement year. 

Use the following value sets to identify ambulatory or preventive care visits with a 
PCP:  

• Ambulatory Visits Value Set, with or without a telehealth modifier (Telehealth 
Modifier Value Set).  

• Telephone Visits Value Set.  
• Online Assessments Value Set. 

Count all members who had an ambulatory or preventive care visit to any PCP. 
Exclude specialist visits. 

Note 

• Refer to Appendix 3 for the definition of PCP. 

Data Elements for Reporting  

Organizations that submit HEDIS data to NCQA must provide the following data elements. 

Table CAP-1/2: Data Elements for Children and Adolescents’ Access to PCPs 
 Administrative 

Measurement year  

Data collection methodology (Administrative)  

Eligible population  For each age stratification 

Numerator events by administrative data For each age stratification 

Reported rate For each age stratification 
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Inclusion of Telehealth Encounters in Select  
HEDIS Physical Health Measures 

Measure Workup 

Executive Summary 

This workup is a summary of available evidence to support the use of telehealth as an efficient and effective 
modality for providing health services. As telehealth emerges as a convenient and efficient way to deliver health 
care services, it is important to understand how best to utilize it in quality measurement.  

Based on a review of the evidence, our recommendations per measure are: 
• Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents. 

– Add telephone, video conferencing and asynchronous telehealth visits to both the “Counseling for 
Nutrition” and “Counseling for Physical Activity” numerators.  

• Children and Adolescents’ Access to Primary Care Practitioners. 
– Add telephone, video conferencing and asynchronous telehealth visits to identify that an outpatient 

ambulatory care visit was provided for the numerator. 

For the following measures, we did not find sufficient evidence to support the inclusion of telehealth in the 
measure and do not recommend telehealth for the measures. 

• Well-Child Visits in the first 15 Months of Life. 
• Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life. 
• Adolescent Well-Care Visits. 

Overview 

Increased access to health care services is essential for ensuring early detection and treatment for both acute or 
chronic diseases (CDC, 2013). In the United States, access to care, especially in rural areas, is a challenge. 
While 20% of the U.S. population resides in rural areas, only 9% of primary care physicians, and 10% of 
specialists practice in these areas (Dixon, Hook, & McGowan, 2008). Additionally, other barriers—for example, 
physical limitations, cost, coverage and availability of services—lead to adverse events such as delayed care, 
unmet health needs and preventable hospitalizations (Office of Disease Prevention and Health Promotion 
[ODPHP], 2016). 

The continued evolution and expansion of telehealth services opens new possibilities for delivery of health care 
services and removes barriers to accessing care associated with cost and distance (Neufeld & Case, 2013). 
Telehealth involves the use of a wide range of information technology tools (e.g., telephone, teleconferencing, 
video conferencing, asynchronous platforms) to provide health care services for diagnosis, treatment and 
management of a wide variety of conditions (American Telemedicine Association [ATA], 2006; Parker, et al., 
2014). The use of telephone and online medical consultations has been shown to increase access to care, 
improve convenience and flexibility and lower costs associated with health care (Jung & Padman, 2014).  
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Industry Trends  

Organizations began to adopt telehealth in the early 1990s, but there were setbacks due to telecommunication 
infrastructures and costly devices (Wilson & Maeder, 2015). Today, as the result of internet and mobile access, 
better infrastructure and cheaper, more widely distributed technology, telehealth is growing at a remarkable rate, 
with one market report predicting a compound annual growth rate of 18.4% through 2020 (Jayanthi, 2015a). 
Implementation of telehealth is forecast to increase tenfold worldwide between 2012 and 2018 (Wilson & Maeder, 
2015). There were approximately 2 million primary care video consultations in the U.S. in 2015, which is expected 
to more than double to 5 million by 2020, with total video consultations projected at 27 million (IHS, 2015). In an 
analysis of claims data from 2005–2017 for a large commercial insurer, telehealth visits increased from .02 per 
1,000 in 2005 to 6.57 per 1,000 in 2017 (Barnett et al., 2018). Enrollees in this plan were younger and 
concentrated in the southern U.S. While this is does not reflect national norms, it does indicate that the use of 
telehealth is increasing. 

Financial Importance and Cost Effectiveness 

Stakeholders and 
consumers 

Employers and health plans view telehealth as a more convenient, less costly 
opportunity to address patients’ common complaints and need for follow-up care. 
Telehealth contributes to higher productivity than in-person appointments or trips to 
urgent care clinics or the emergency department. Patients and families seeking to 
lower costs and improve convenience can use telehealth, especially in rural areas, 
but evidence is mixed regarding whether telehealth is cost-saving or cost-effective. 
In general, systematic reviews conclude that although there is the potential for cost-
saving, economic studies have been weak methodologically and more research is 
needed (Backhaus, 2012; Garcia-Lizana et al., 2010). 

Reimbursement Medicare, Medicaid and private insurers are making provisions for reimbursing 
telehealth services. In a 2017 report by the Center for Connected Health Policy 
(CCHP), 48 states and the District of Columbia provided reimbursement for 
telehealth in their Medicaid programs, with coverage being dependent on factors 
such as modality and type of service (CCHP, 2017). Medicare Part B covers certain 
telehealth services but requires that these services be provided at specified 
locations, such as a rural health clinic or a skilled nursing facility (Centers for 
Medicare & Medicaid Services [CMS], 2017). However, with the recent shift on 
value-based care in Medicare’s reimbursement system, CMS has granted telehealth 
waivers to support 8 different payment models and demonstrations that allow 
services such as remote patient monitoring (U.S. Government Accountability Office 
[GAO], 2017).  

Reimbursement for remote patient monitoring varies across payers and states. For 
example, Kansas’s Medicaid program reimburses for some remote monitoring 
services, such as blood pressure monitoring, while Montana does not reimburse for 
these services. Private health plans also vary, with some plans bundling their 
services as part of a care management program and others reimbursing on a fee-
for-service basis (GAO, 2017). 

Thirty-five states and the District of Columbia have passed parity laws to ensure that 
private insurers equally reimburse for services rendered in person and via telehealth 
modalities (American Telemedicine Association, 2018). Telehealth services are 
becoming more popular with private health plans because of their convenience and 
the related member satisfaction. For example, many plans offer a 24/7 nurse phone 
line, and more are beginning to contract with third-party providers (e.g., Teladoc® 
and virtuwell®) to offer easy access to providers for simple, acute issues.  
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Provider Perspective 

Telehealth represents a shift in everyday practice for providers, health systems and hospitals. These entities must 
decide how to adopt telehealth technology and how to integrate it into current workflow. From a logistical 
standpoint, providers, large group practices, hospitals and health systems will need to determine how to schedule 
telehealth visits, staff telehealth clinics and train staff on the use of video conference technology. In addition, 
development of a sustainable payment model and standardized documentation and coding are required to 
support such innovation.  

Despite challenges, physicians agree that telehealth has the potential to expand access to health care and 
improve continuity of care (Klink et al., 2015). Whether expanding providers’ scope of practice, improving 
coordination of care or using well-developed and emerging technologies, the field is moving quickly to address 
both access and quality. 

Effectiveness of Telehealth for Physical Healthcare 

Much of the literature described in this section details the effectiveness of various modalities of telehealth in 
improving patient adherence to care, outcomes, and patient and provider satisfaction. In most studies related to 
telehealth, the various modalities are just as effective as, or better than, in-person care. Below is a summary of 
the evidence on the use of telehealth for diagnosing and treating the physical health conditions indicated in the 
following HEDIS physical health measures.  

Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents 
(WCC) 

Weight and 
nutrition 
counseling 

Evidence supports the use of telephone, video conferencing and asynchronous 
modalities as a way to counsel children and adolescents about nutrition and physical 
activity. A systematic review supported the use of telephone calls, text messaging 
services and online forums to provide weight management counselling for children 
2–18 years of age. The review found that telehealth interventions were related to a 
decrease in BMI and expanded treatment access for managing childhood obesity 
(Smith, et al., 2012).  

Three randomized controlled trials (RCT) found that children and adolescents 
enrolled in telehealth counseling programs for nutrition and physical activity 
achieved results that were as good as, or better than, the results achieved using in-
person programs. One RCT randomly assigned children 9–12 years of age to either 
an in-person or telephone group to receive nutrition and physical activity counselling. 
The study found that the telephone intervention was more effective in managing 
childhood obesity and promoting healthy diets and physical activity among children 
than in-person groups (Wright, et al., 2013). 

Another RCT compared the effectiveness of weight management counselling in 
children 5–12 years of age using two telehealth modalities and found no difference 
in patient outcomes between video conferencing and telephone call interventions 
(Davis, et al., 2016). The results of another RCT found that children 5–11 were 
equally likely to achieve improvement in physical activity, nutrition and BMI when 
they received psychoeducational services via video conferencing or in person 
(Davis, et al., 2013).  
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Table 1. Select Characteristics of Studies on Telehealth for Weight Assessment and Counseling 
for Nutrition and Physical Activity for Children/Adolescents 

Measure 
Component Study 

Telehealth 
Modality Key Result Type of Study 

Weight and 
Nutrition 
Counseling 

Smith, et al., 2012 Telephone, text 
messaging and 
asynchronous 

Studies found a decrease in BMI of 
children enrolled in group 
counselling sessions via telehealth 
modalities, compared with in-person 
groups. 

Systematic review  
(4 RCTs, 4 cross-
sectional studies) 

Wright, et al., 2013 Telephone The study found an increase in 
healthy behaviors and a decrease in 
BMI for children in the telehealth 
group, in comparison to an in-
person care group. 

RCT 

Davis, et al., 2016 Telephone and 
video conferencing 

There was no difference in health 
outcomes and BMI between patients 
receiving counselling via video 
conferencing or telephone calls. 

RCT 

Davis, et al., 2013 Video conferencing Rural children were equally likely to 
achieve improved physical activity, 
nutrition and BMI when they 
received psychoeducational 
services via video conferencing or in 
person. 

RCT 

Children and Adolescents’ Access to Primary Care Practitioners (CAP) 

Medical 
consultations and 
treatment 

Evidence supports the use of telehealth for diagnosis and management of certain 
health conditions. A systematic review found that telehealth can lead to 
improvements in disease management for children 6–18 years of age who have 
subacute or chronic health conditions such as asthma, obesity, encopresis and 
recurrent pain (Stinson et al., 2008). An RCT found that a web-based telehealth 
intervention for children 4–6 years with asthma resulted insignificant improvement in 
asthma control, when compared to those who received in-person care (Gustafson et 
al., 2012).  

A prospective study showed the effectiveness of telephone calls and web-based 
application in the assessment of acute symptoms and the diagnosis of pharyngitis, 
back pain and urinary tract infections in children 6–12 years (Young & Ireson, 2003). 
A feasibility study conducted in an elementary school assessed the efficiency of 
video conferencing and online programs for medical consultations of children 3–12. 
This study showed that the Health-e-access online program and video conferencing 
provided timely diagnosis and treatment for children in low-resource geographic 
regions (McConnochie, et al., 2009).  
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Table 2. Select Characteristics of Studies on Telehealth for Children and Adolescents’ Access to 
Primary Care Practitioners 

Measure 
Component Study Telehealth Modality Key Result Type of Study 

Medical 
Consultations 
and Treatment 

Stinson et al., 
2008 

Telephone, video 
conferencing and 
asynchronous  

Consistent evidence shows that 
telehealth can lead to 
improvements in disease 
management for conditions such 
as asthma, obesity, encopresis and 
recurrent pain. 

Systematic Review (7 
RCTs, 1 pilot RCT, 1 
quasi-experimental) 

Gustafson et al., 
2012 

Telephone and 
asynchronous  

A web-based intervention designed 
for children (4–6 years) with 
asthma resulted in significant 
improvement on asthma control, 
compared with those receiving in-
person care. 

RCT 

Young & Ireson, 
2003 

Telephone and 
asynchronous 

Telehealth consultations with 
physicians confirmed preliminary 
diagnosis given by school nurses, 
and decreased child absence from 
school. 

Prospective study 

McConnochie et 
al., 2009 Video conferencing 

and asynchronous 

Telehealth interventions resulted in 
an observed 22.9% increase in 
access/utilization of health services 
for children presenting with acute 
symptoms. 

Feasibility study 

Limited evidence was found to support the inclusion of telehealth for the measures below.  

Well-Child Visits for the First 15 Months of Life (W15) 

Therapeutic 
monitoring 

No evidence was found to support the use of telehealth to deliver all recommended 
aspects of a well child visit (health history, physical development history, mental 
development history and physical exam). Four RCTs demonstrated the 
effectiveness of telehealth modalities in providing medical consultations and 
monitoring preterm and low birth weight infants. One study found the use of an 
online assessment tool was as effective as in-person care for monitoring health 
outcomes among infants 3–6 months of age (Sgandurra, et al., 2017).  

Another study found that an online care delivery and education program reduced 
hospital admission rates when compared to in-person care only (Gray, et al., 2000). 
One study found telephone calls, video conferencing and online assessment 
modalities to be effective in delivering home health care services for neonates 23–
44 weeks old (Robinson, et al., 2016). Finally, a fourth RTC compared care 
delivered to infants 25–37 weeks old via video conference and an asynchronous 
web application. An increase in parental self-efficacy was observed in both groups, 
although parents preferred video conferencing over an asynchronous modality 
(Gund et al., 2013).  
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Table 3. Select Characteristics of Studies on Telehealth for Well-Child Visits for the First 15 
Months of Life 

Measure 
Component Study Telehealth Modality Key Result Type of Study 

Therapeutic 
monitoring 

Sgandurra, et al., 
2017 

Asynchronous 

There was no difference in growth and 
development between infants receiving 
online care (CareToy intervention group) 
and infants receiving in-person care. 

RCT 

Gray, et al., 2000 Infants who received online care 
through Baby CareLink had improved 
health outcomes and reduced rates of 
emergency unit visits, compared to 
those receiving in-patient care. 

Robinson, et al., 
2016 

Telephone calls, video 
conferencing and 
asynchronous 

Telehealth interventions resulted in 
fewer unplanned visits to the neonatal 
intensive care unit, in comparison with 
in-person care. 

Gund, et al., 2013 Video conferencing 
and asynchronous 

88% of participants reported preference 
of video conferencing modalities for care 
of their infants, in comparison to web-
based application health services.  

Well-Child Visits for the Third, Fourth, Fifth and Sixth Years of Life (W34) 

Visits for acute 
illness  

No evidence was found to support the use of telehealth to deliver all recommended 
aspects of a well-child visit (health history, physical development history, mental 
development history and physical exam). A pre-post study assessing the impact of a 
telehealth intervention for children 3–6 years of age resulted in decreased absences 
from child care due to illness. Of the reduction in absences, 63% were attributable to 
the telehealth intervention (McConnochie et al., 2005). 

Table 4. Select Characteristics of Studies on Telehealth for Well-Child Visits for the Third, 
Fourth, Fifth and Sixth Years of Life 

Measure 
Component Study Telehealth Modality Key Result Type of Study 

Visits for acute 
illness 

McConnochie et al., 2005 Telephone calls, video 
conferencing and 
asynchronous 

Telehealth interventions for children 
3–6 years resulted in a decrease of 
absences in urban child care centers 
resulting from illness.  

Pre-post study 

Adolescent Well-Care Visits (AWC) 

BMI management No evidence was found to support the use of telehealth to deliver all recommended 
aspects of a well care visit (health history, physical development history, mental 
development history, physical exam and health education/ anticipatory guidance). 
An RCT found that the use of text messaging and online platforms increased the 
screening rate for sexually transmitted disease and infection among adolescent 
males 15–24 years of age, and increased access to sexual health counselling 
(Bauermeister, et al., 2015). A randomized pilot study assessing telehealth 
consultations for children 10–17 years with obesity found a decreased BMI for those 
who received the telehealth intervention compared to those who received in-person 
care (Fleischman et al., 2016).   
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Table 5. Select Characteristics of Studies on Telehealth for Adolescent Well-Care Visits 
Measure 

Component Study 
Telehealth 
Modality Key Result Type of Study 

HIV and STI 
Screening  

Bauermeister et al., 
2015  

Text messaging 
and asynchronous  

Telehealth interventions increased 
the rates of STI and HIV testing 
among adolescent males by 60.5%, 
compared with in-person counseling 
interventions.  

RCT  

BMI 
Management 

Fleischman et al., 
2016 

Telephone calls, 
video conferencing 
and asynchronous  

A telehealth intervention for children 
10–17 years with obesity showed a 
larger decrease in BMI than those 
who received in-person care. 

Randomized pilot study 
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HEDIS Health Plan Performance Rates: Weight Assessment and Counseling for Nutrition and Physical Activity for Children 
and Adolescents (WCC) 

Table 1a. HEDIS WCC: Counseling for Nutrition—Commercial Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 387 58.5 22.7 4.6 50.9 63.8 72.8 81.1 

2016 402 55.3 23.4 8.5 46.2 59.7 70.3 79.8 

2015 406 52.8 23.3 6.0 43.6 57.6 68.0 79.2 

*For 2017 the average denominator across plans was 4,021 individuals, with a standard deviation of 25,100.  

Table 1b. HEDIS WCC: Counseling for Nutrition—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 247 67.1 17.1 50.4 59.9 69.6 77.9 83.5 

2016 246 65.3 17.2 48.6 56.6 68.1 76.6 82.5 

2015 244 60.2 17.2 42.9 51.8 62.7 70.9 79.5 

*For 2017 the average denominator across plans was 584 individuals, with a standard deviation of 5,127.  

Table 1c. HEDIS WCC: Counseling for Physical Activity—Commercial Plan Performance  

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 382 54.0 22.6 5.9 46.0 58.9 67.5 76.2 

2016 396 50.2 23.0 2.8 41.1 53.8 64.4 77.1 

2015 404 48.7 22.5 5.3 38.7 52.4 63.1 74.0 

*For 2017 the average denominator across plans was 3,892 individuals, with a standard deviation of 25,188.  
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Table 1d. HEDIS WCC: Counseling for Physical Activity—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 247 60.6 17.5 41.9 52.3 63.5 71.3 79.0 

2016 246 57.6 17.1 41.6 49.1 59.3 63.5 71.6 

2015 244 53.4 16.8 35.9 45.1 55.4 67.6 75.4 

*For 2017 the average denominator across plans was 1,686 individuals, with a standard deviation of 15,534.  

HEDIS Health Plan Performance Rates: Children and Adolescents’ Access–Primary Care Practitioners (CAP) 

Table 3a. HEDIS CAP: 12–24 Month Age Stratification—Commercial Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 377 97.6 2.2 91.0 97.1 98.2 98.8 99.3 

2016 395 97.7 2.6 95.8 97.2 98.2 99.0 99.5 

2015 393 97.7 2.4 95.8 97.2 98.2 98.8 99.3 

*For 2017 the average denominator across plans was 2,570 individuals, with a standard deviation of 4,618.  

Table 3b. HEDIS CAP: 12–24 Month Age Stratification—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 230 94.7 4.1 91.0 93.6 95.7 97.0 97.7 

2016 226 94.8 3.8 90.7 93.3 95.7 97.1 97.9 

2015 226 94.7 3.7 89.9 93.1 95.7 97.3 97.9 

*For 2017 the average denominator across plans was 5,207 individuals, with a standard deviation of 5,926.  
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Table 3c. HEDIS CAP: 25 Months–6 Years Age Stratification—Commercial Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 
 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 383 91.5 4.3 85.3 89.3 92.4 94.2 96.2 

2016 403 91.5 4.5 86.2 89.6 92.3 94.3 96.0 

2015 404 91.3 4.4 86.2 89.5 92.0 94.1 95.7 

*For 2017 the average denominator across plans was 12,740 individuals, with a standard deviation of 23,088.  
Table 3d. HEDIS CAP: 25 Months–6 Years Age Stratification—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 234 86.6 5.9 80.7 84.4 87.5 90.5 92.9 

2016 232 87.1 5.6 80.7 84.9 87.9 90.8 93.2 

2015 233 87.2 5.3 81.2 84.8 87.7 91.0 93.3 

*For 2017 the average denominator across plans was 23,603 individuals, with a standard deviation of 27,953.  

Table 3e. HEDIS CAP: 7–11 Years Age Stratification—Commercial Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 382 92.0 4.7 86.4 90.2 92.5 94.4 97.4 

2016 403 91.8 4.9 86.4 89.6 92.42 94.9 97.4 

2015 405 91.7 4.6 86.5 89.7 91.22 94.8 97.1 

*For 2017 the average denominator across plans was 12,155 individuals, with a standard deviation of 22,449.  
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Table 3f. HEDIS CAP: 7–11 Years Age Stratification—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 226 90.0 4.9 83.3 87.7 90.7 93.0 96.2 

2016 228 89.9 5.5 83.4 87.6 90.8 93.5 96.1 

2015 218 90.2 5.1 84.2 87.9 91.0 93.3 96.1 

*For 2017 the average denominator across plans was 20,015 individuals, with a standard deviation of 23,800.  

Table 3g. HEDIS CAP: 12–19 Years Age Stratification—Commercial Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 384 89.8 4.9 83.8 87.4 90.2 92.8 95.9 

2016 405 89.6 5.0 83.7 86.8 89.9 92.8 96.9 

2015 407 89.2 5.0 83.1 86.6 89.4 92.5 95.2 

*For 2017 the average denominator across plans was 22,536 individuals, with a standard deviation of 41,278.  

Table 3h. HEDIS CAP: 12–19 Years Age Stratification—Medicaid Plan Performance 

Measurement 
Year 

Total Number 
of Plans (N) 

Performance Rate (%) 

Mean 
Standard 
Deviation 

10th 
Percentile 

25th 
Percentile 

50th 
Percentile 

75th 
Percentile 

90th 
Percentile 

2017 229 88.6 5.4 81.6 86.0 89.6 92.1 94.8 

2016 234 88.5 5.9 81.7 85.7 89.6 92.5 94.8 

2015 221 88.6 5.4 83.1 85.8 89.4 92.7 94.7 

*For 2017 the average denominator across plans was 24,727 individuals, with a standard deviation of 30,443.  
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