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Telehealth: Cancer Care at a

Distance

BY JENNIE R. CREWS, MD, MMM, FACP

here is
growing
enthusiasm
for the use of
telehealth in
oncology. In
addition to
patient-driven
factors, for example
the need to mitigate
transportation challenges for cancer patients
and families, and economic factors—payers
believe that utilization of telehealth may help
reduce healthcare costs—new cancer
treatments, such as immunotherapies,
require greater patient monitoring and
tracking that may be more conveniently (and
economically) provided via telehealth.

Telehealth may even lead to better
outcomes. A study published online in May
2017 in the Journal of Clinical Oncology
showed improved survival in lung cancer with
remote symptom monitoring, and use of such
patient-reported outcomes in other tumor
types is under evaluation.

Patient satisfaction with telehealth is well
documented in primary care. Anecdotally, the
same is true in oncology. In my previous
practice, we had a robust tele-oncology
consult service. Our surveys showed that
most patients were “satisfied” to “highly
satisfied” with the service and would
recommend it to others.

However, broad adoption of telehealth in
the field of oncology is low due to both
perceived and real barriers, including
operational expertise and acceptance by
patients and providers. Most cancer programs
are familiar with teleconferencing but have
less experience with other forms of telehealth,
such as:

+ Asynchronous store-and-forward
technology for reviewing patient data

« E-consults between providers

« Remote patient monitoring

« Virtual visits.

However, patient demand for convenience
and research demonstrating improved
outcomes is driving cancer programs to think
outside the traditional model of cancer care
and consider these technologies as crucial
components to care delivery.

Arguably, the largest barriers to adoption
of telehealth are regulatory and legal
constraints. There are state-to-state differ-
ences in licensing requirements, allowed
services, definition of the originating site
(where the patient is located), and payment.
Forty-nine states currently have some form of
Medicaid reimbursement for telehealth, and
39 states have laws governing payment for
telehealth by private payers; however,
specifics vary by state and few states have
strict payment parity laws. The burden of
provider licensing has decreased with the
creation of the Interstate Medical Licensure
Compact, but not all states currently
participate.

Traditionally, Medicare had limited
reimbursement for telehealth, but the 2019
Hospital Outpatient Prospective Payment
System and Physician Fee Schedule rules are
broadening coverage. Reimbursement will be
allowed for virtual check-in visits between a
provider and an established patient following
consent, if the virtual visit does not occur
seven days prior to an E&M visit, one day
following an E&M visit, or on the soonest
available date (a term that the Centers for
Medicare & Medicaid Services acknowledges
is not well defined but will be defined by
monitoring. For more on this, see the
“Compliance” column on pages 8-25).
Starting Jan. 1, 2019, the Medicare program
will also cover certain medical services
delivered via asynchronous telemedicine
technologies.

Overall, | believe that these regulatory
updates are a win for telehealth, and I hope
that they will encourage broader adoption of
this technology in oncology care delivery.
Getting patients the care they need—without
the burden of arranging travel or taking time
off from work or school—will increase patient
satisfaction and improve efficiency of care
delivery. (@l



