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Agenda

• Telehealth pre-COVID
• CMS, OIG, OCR Waivers during the PHE

– What goes away, and when

• Fraud & Abuse Issues
• Considerations for 2023



Telemedicine for Medicare: pre-COVID-19

Originating Site:
Where the patient is 

located

Distant Site:
Where the remote 

practitioner is locatedTelemedicine



Originating Site

• An originating site is the location of an eligible Medicare 
beneficiary at the time the service is furnished via a 
telecommunications system.

• Medicare beneficiaries are eligible for telehealth services 
only if they are at an originating site located in:
– A county outside of a Metropolitan Statistical Area (MSA) or
– A rural Health Professional Shortage Area (HPSA) located in a rural census 

tract
– Providers can access the Medicare Telehealth Payment Eligibility Analyzer 

to determine a potential originating site’s eligibility for Medicare 
telehealth payment.



And now…

“Traditional” telehealth remains as-is, but now we have...
• Virtual check-ins – A brief phone call to determine whether or 

not an in-person visit or other appropriate treatment is needed.
• Telephone services - A phone call to manage a patient’s 

problem(s)/symptom(s).
• E-visits – Digital communication with patients and the treating 

provider (e.g., patient portal, email or other digital application).
• Telehealth visits: A real-time interactive audio and video 

communication. 



How we got here: CARES Act
CARES ACT: TELEHEALTH WAIVERS
• The CARES Act expands the Secretary’s authority to waive statutory 

Medicare telehealth provisions pursuant to Section 1135 of the Social 
Security Act during the emergency period:
– Removed the restriction under the previous COVID-19 telehealth waiver provisions of 

Section 1135 that requires two-way, real-time audio/visual technology, provider the 
Secretary of HHS additional authority to give flexibility to providers to use audio-only 
telehealth.

– Removed the requirement that a provider (or provider’s practice) must have seen the 
patient within the last three years in order to be reimbursed for telemedicine.

– Provided the Secretary with expanded authority to waive statutory restrictions under 
Section 1834m on Medicare telehealth services.



Telehealth Continued Updates

04/29/20 CMS Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19 :
Clinicians can now provide more services to beneficiaries via telehealth so that 
clinicians can take care of their patients while mitigating the risk of the spread of the 
virus. Under the public health emergency, all beneficiaries across the country can 
receive Medicare telehealth and other communications technology-based services 
wherever they are located. Clinicians can provide these services to new or 
established patients. In addition, health care providers can waive Medicare 
copayments for these telehealth and other non-face-to-face services for beneficiaries 
in Original Medicare. 

https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet

https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet


Telehealth Continued Update

04/29/20 CMS Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19
CMS is waiving the requirements of section 1834(m)(4)(E) of the Act and 42 CFR §
410.78 (b)(2) which specify the types of practitioners that may bill for their services 
when furnished as Medicare telehealth services from the distant site. The waiver of 
these requirements expands the types of health care professionals that can furnish 
distant site telehealth services to include all those that are eligible to bill Medicare 
for their professional services. 

https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet



Telehealth Continued Update

04/29/20 CMS Physicians and Other Clinicians: CMS Flexibilities to Fight COVID-19

Removal of Frequency Limitations on Medicare Telehealth 
To better serve the patient population that would otherwise not have access to 
clinically appropriate in-person treatment, the following services no longer have 
limitations on the number of times they can be provided by Medicare telehealth: 
• A subsequent inpatient visit can be furnished via Medicare telehealth, without 

the limitation that the telehealth visit is once every three days (CPT codes 
99231-99233); 

• A subsequent skilled nursing facility visit can be furnished via Medicare 
telehealth, without the limitation that the telehealth visit is once every 30 days 
(CPT codes 99307-99310) 



Telehealth: What Changed?
• Under this new waivers Medicare can pay for office, hospital, and other 

visits furnished via telehealth across the country and including in 
patient’s places of residence as of March 6, 2020.
– “Medicare will make payment for professional services furnished to beneficiaries in all 

areas of the country in all settings.”
• A range of providers, such as doctors, nurse practitioners, clinical 

psychologists, and licensed clinical social workers, are now able to offer 
telehealth to their patients.
– Must consider state laws, rules and regs for licensure, scope of practice, etc.

• Additionally, the HHS Office of Inspector General (OIG) is providing 
flexibility for healthcare providers to reduce or waive cost-sharing for 
telehealth visits paid by federal healthcare programs.



Billing: Telehealth Rules and What You Need to Know

• These visits are considered the same as in-person visits and are paid at the same 
rate as regular, in-person visits
– Append modifier 95 to audio/video telehealth
– Append modifier 93 to audio only telehealth as of Jan. 1, 2023

• Telephone calls, ACP for example

• Medicare coinsurance and deductible would generally apply to these services.  
• Providers must continue to comply with state telehealth laws and regulations

– Treating patients across state lines
– Professional licensure
– Scope of practice
– Standards of care
– Patient consent
– Payment requirements for non-Medicare fee-for-service patients.



CMS’s Interim Final Rule (CMS-1744-IFC )

• On an interim basis, we are revising our policy to specify that the 
office/outpatient E/M level selection for these services when furnished via 
telehealth can be based on MDM or time, 
– with time defined as all of the time associated with the E/M on the day of the encounter; 

• and to remove any requirements regarding documentation of history and/or 
physical exam in the medical record. 

• This policy is similar to the policy that now applies to all office/outpatient E/Ms 
beginning in 2021 under policies finalized in the CY 2020 PFS final rule and as of 
1/1/2023 for all other E/M visits. 

• “It remains our expectation that practitioners will document E/M visits as 
necessary to ensure quality and continuity of care. To reduce the potential for 
confusion, we are maintaining the current definition of MDM.”



Some General Requirements for 
These Non-in-Person Encounters



Consent & Initiation of the Service

• Consent can be captured verbally.
– Can be done at the time of the Non-face-to-face service

• Initiation of the service means:
– Patient presented problem
– Existing follow up of a problem
– “Annual” medically necessary or screening services

• You can let your patients know about these services and 
capture the consent & initiation then



Telephone Services



PHE Approved – March 30th 2020 

• The telephone E/M codes have been considered non-
covered, but Medicare now considers them covered 
and payable services.

• Physicians/NPPs use 99441, 99442, 99443:
– Telephone evaluation and management service provided by a 

physician to a 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…



Telephone call Takeaways
• Telephone Services

– Must be managing a problem
– For new or established patients (during the PHE)
– Requires permanent documentation of the encounter
– Clinical/office staff time is not calculated as part of the time for these 

services.
– Do not report  service time less than 5 minutes.
– Do not bill if E/M provided within the previous 7 days nor leading to an 

E/M service within the next 24 hours…
– Medicare deductible and co-insurance apply
– Considered audio only telehealth during the PHE



Telephone Visits*

Telephone Evaluation and Management Services codes
– 99441:  telephone evaluation and management service; 5-10 

minutes
– 99442:  ….11-20 minutes
– 99443:  …21 -30

E&M visit via a telephone call by a Medicare provider 
who can bill an E&M code 

(physician, ARNP, CNS, PA, CRNA)

* Fees are National Medicare Allowable amounts



Telephone Visits

Telephone Assessment and Management Services codes
• 98966: 5–10 minutes of discussion
• 98967: ; 11-20 minutes of discussion
• 98968:; 21-30 minutes of discussion
• Telephone assessment and management service provided to a patient, parent, or 

guardian not originating from a related visit/appointment provided within the 
previous 7 days nor leading to a visit/appointment within the next 24 hours…

Assessment & Management visit via a telephone call by 
a Medicare provider who may not independently bill an 

E&M visit (PT, OT, SLP, clinical psychologist, LCSW)



HIPAA and Enforcement Discretion

“Effective immediately, the HHS Office for Civil Rights (OCR) 
will exercise enforcement discretion and waive penalties for 
HIPAA violations against health care providers that serve 
patients in good faith through everyday communications 
technologies, such as FaceTime or Skype, during the COVID-19 
nationwide public health emergency.”

For more information: https://www.hhs.gov/hipaa/for-
professionals/special-topics/emergency-
preparedness/index.html

https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/index.html


Statistically Speaking 



OIG Review

28 million 
beneficiaries

2 / 5 
beneficiaries

8800% 
increase

From March 1, 2020 – February 28, 2021



OIG Analysis

742,000 
Providers billed 

telehealth services

1,714
Providers billed 

high-risk services

$127.7 million
in payments



OIG Program Integrity Risks

Measures that may indicate fraud, waste or 
abuse in telehealth services:

1. Billing both a telehealth service and a 
facility fee for most visits.

2. Billing telehealth services at the highest, 
most expensive level every time

3. Billing telehealth services for a high 
number of days in a year

4. Billing both Medicare fee-for-service and a 
Medicare Advantage plan for the same 
service for a high proportion of services

5. Billing a high average number of hours of 
telehealth services per visit

6. Billing telehealth services for a high 
number of beneficiaries

7. Billing for a telehealth service and ordering 
medical equipment for a high portion of 
beneficiaries



Fraud & Abuse Issues



U.S. Department of Health and Human Services
Office of Inspector General
Data Brief
September 2022, OEI-02-20-00720

Medicare Telehealth Services During the First Year of 
the Pandemic: Program Integrity Risks



This data brief is based on an analysis of Medicare fee-
for-service claims data and Medicare Advantage 
encounter data for the first year of the pandemic from 
March 1, 2020, to February 28, 2021.



Key Takeaways
• Our findings demonstrate the importance of 

effective, targeted oversight of telehealth 
services to ensure that the benefits of telehealth 
are realized while minimizing risk.

• We identified 1,714 providers out of 
approximately 742,000 whose billing for 
telehealth services poses a high risk to Medicare.

• Each of these providers had concerning billing on 
at least one of seven measures that may indicate 
fraud, waste, or abuse.

• These providers billed for telehealth services for 
about half a million beneficiaries.

• Many of these providers are a part of the same 
medical practice as at least one other provider 
whose billing poses a high risk.

Why OIG Did This Review
The COVID-19 pandemic created unprecedented challenges for how 
Medicare beneficiaries access health care.  In response, the Department of 
Health and Human Services (HHS) and the Centers for Medicare & Medicaid 
Services (CMS) took a number of actions to temporarily expand access to 
telehealth for Medicare beneficiaries.  In addition, CMS temporarily paused 
several program integrity activities, including medical review of claims.
In a related report, the Office of Inspector General (OIG) found that the use 
of telehealth increased dramatically during the first year of the pandemic.  
More than 28 million Medicare beneficiaries–about 2 in 5–used telehealth 
services that first year.  In total, beneficiaries used 88 times more telehealth 
services during the first year of the pandemic than they did in the prior year.
The changes to Medicare telehealth policies, along with the dramatic 
increase in the use of telehealth, underscore the importance of determining 
whether providers are billing for telehealth services appropriately and how to 
best protect Medicare and beneficiaries against fraud, waste, and abuse.
The data brief describes providers’ billing for telehealth services and 
identifies ways to safeguard Medicare from fraud, waste, and abuse related 
to telehealth.  This information can help CMS, Congress, and other 
stakeholders determine what safeguards may be needed as they consider 
permanent changes to telehealth policies in Medicare.
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Results
• Billing both a telehealth service and a facility fee for most visits;
• Billing telehealth services at the highest, most expensive level every 

time;
• Billing telehealth services for a high number of days in a year;
• Billing both Medicare fee-for-service and a Medicare Advantage plan 

for the same service for a high proportion of services;
• Billing a high average number of hours of telehealth services per visit;
• Billing telehealth services for a high number of beneficiaries; and 
• Billing for a telehealth service and ordering medical equipment for a 

high proportion of beneficiaries.



Incident-To Billing

It is important to note that a Medicare billing practice—
known as “incident to” billing—creates challenges for 
oversight.  It is critical for program integrity efforts to 
identify the individual who delivered the telehealth 
service that is billed to Medicare.



Billing for Multiple Locations
More than 670 providers billed inappropriately for both a 
telehealth service and a facility fee for most of their visits
When a beneficiary receives a telehealth service in a facility–
such as a hospital or physician’s office–from a physician or 
practitioner located at a separate location, the facility can 
charge Medicare a facility fee for hosting the telehealth 
service.
The physician or practitioner who provides the telehealth 
service may not bill for the facility fee.



Level of Service Provided 

More than 360 providers always billed telehealth services 
at the highest, most expensive level
170 providers always billed at the highest level.
14 providers billed for prolonged services beyond the 
highest level for more than half of their visits.



Other Visits

140 providers always billed telehealth home visits at the 
highest level.
41 providers always billed telehealth nursing home visits 
at the highest level.
19 providers always billed telehealth assisted living visits 
at the highest level.



Volume of Services 

More than 320 providers billed for telehealth services for 
more than 300 days of the year
Compared to the median of 26 days of the year for all 
providers who billed for telehealth services.



Duplicate Billing

More than 130 providers repeatedly billed Medicare fee-
for-service and a Medicare Advantage plan for the same 
telehealth service



Length of Service

• More than 80 providers billed for a high average 
number of hours of telehealth services per visit

• 86 providers billed for an average of more than 2 hours 
of telehealth services per visit.

• The median of 21 minutes of telehealth services.
• Many of the providers who billed for a high average 

number of hours of telehealth services per visit billed 
for the same service multiple times during a single visit.



Number of Beneficiaries Treated

• More than 70 providers billed for telehealth services for 
a high number of beneficiaries

• 76 providers each billed for telehealth services for at 
least 2,000 beneficiaries in a year.  This is far above the 
median of 21 beneficiaries for all providers who billed 
for telehealth services.



Orders for Medical Equipment and Supplies

• More than 60 providers commonly billed for telehealth 
services and then ordered medical equipment and 
supplies

• At least half of their beneficiaries.  This is far higher 
than the median of 3 percent of all providers.



Recommendations
• Strengthen monitoring and targeted oversight of telehealth services.
• CMS and its contractors should closely monitor telehealth services on 

an ongoing basis to identify providers who pose a risk to the program.
• CMS currently sends reports to select providers that compare their 

number of claims for certain telehealth services to national and State 
averages.  CMS could incorporate additional measures into these 
provider reports based on the program integrity risks identified.

• CMS should also conduct targeted reviews of providers identified 
through the measures we developed, or others it deems appropriate.



• Provide additional education to providers on appropriate billing for 
telehealth services

• Improve transparency of “incident to” services when clinical staff primarily 
delivered a telehealth service.

• CMS should require the use of a modifier to indicate “incident to” 
telehealth services when clinical staff primarily delivered the service billed 
under the supervising practitioner’s identification number.

• In addition to the modifier, CMS should also take steps to allow providers 
to report the identification number of the clinical staff who primarily 
delivered the service, when available.

• Identify telehealth companies that bill Medicare.
• To do this, CMS could update the Medicare provider enrollment 

application (e.g., CMS-855B) to identify telehealth companies that enroll in 
Medicare.  Alternatively, CMS could work with the National Uniform Claim 
Committee to add a taxonomy code that identifies telehealth companies.



Pandemic Response Accountability Committee 

Insights on Telehealth Use and Program Integrity Risks Across 
Selected Health Care Programs During the Pandemic

December 2022

Participating Agencies



INSIGHT: OIGs identified several program integrity risks associated with 
billing for telehealth services that were similar across multiple programs

• OIGs identified risk involving inappropriate billing for 
the highest, most expensive level of telehealth 
services that were.

• Billing for higher levels of services than medically 
necessary–or billing for levels of services that were 
not rendered–to inappropriately increase payment.



High Volume Billing
• OIGs identified risks related to duplicate claims and high-volume 

billing
• OIGs identified concerns related to providers billing twice for the 

same service.  Billing in this manner may indicate that providers 
are intentionally submitting duplicate claims to increase their 
payments.

• In addition, OIGs had concerns about high-volume billing, which 
may indicate that providers are billing for services that are not 
provided or not necessary.  These concerning billing practices, 
along with duplicate claims and upcoding, also occur with in-
person services.



OIGs identified risks related to billing for services that were 
seemingly not appropriate for telehealth or ineligible for payment as 
a telehealth service

• Wound debridement
• Anesthesia
• Acupuncture
• Billed for telehealth services and facility fees



OIGs also identified risks related to ordering unnecessary durable medical 
equipment or laboratory tests associated with telehealth visits

• This type of billing raises concern that providers may 
be billing for telehealth services, regardless of 
whether a beneficiary was ever contacted, and 
ordering medical equipment and supplies as part of a 
kickback scheme with suppliers.



INSIGHT: OIGs found limited information about the impact of telehealth on 
quality of care, which has implications for the care provided to individuals and 
program integrity

Examples of data needed to oversee telehealth services
• DOJ prisoner health care services lack comprehensive 

data on telehealth services.
• Medicare lacks data on some providers, who render 

telehealth services. Incident To.
• DoD’s oversight data does not always distinguish 

telehealth from in-person care.



INSIGHT: The selected programs in the six federal 
agencies have some safeguards in place to oversee 
telehealth services, but additional safeguards could 
strengthen program integrity



Additional safeguards could strengthen program 
integrity for telehealth

• Programs could conduct additional and ongoing monitoring of telehealth 
services.  

• Programs could develop additional billing controls to prevent inappropriate 
payments for telehealth services. 

• Programs could conduct efforts to educate providers and individuals about 
telehealth services.  

• Programs could collect additional data to support better oversight of 
telehealth services.

• Programs could collect and review information about the impact of 
telehealth services on quality of care.



Department of Health and Human Services
Office of Inspector General
Washington, DC 20201

Special Fraud Alert: OIG Alerts Practitioners to Exercise 
Caution When Entering Into Arrangements With 
Purported Telemedicine Companies

July 20, 2022



In this Special Fraud Alert, the OIG warns practitioners 
about various telemedicine fraud schemes.  The 
schemes generally involve payments to practitioners to 
order or prescribe medically unnecessary items or 
services.



Suspect Characteristics
Based on recent enforcement experience, the OIG has developed the following list of suspect 
characteristics related to practitioner arrangements of telemedicine companies:
• The purported patients for whom the Practitioner orders or prescribes items or services were 

identified or recruited by the Telemedicine Company, telemarketing company, sales agent, 
recruiter, call center, health fair, and/or through internet, television, or social media 
advertising for free or low out-of-pocket cost items or services. 

• The Practitioner does not have sufficient contact with or information from the purported 
patient to meaningfully assess the medical necessity of the items or services ordered or 
prescribed. 

• The Telemedicine Company compensates the Practitioner based on the volume of items or 
services ordered or prescribed, which may be characterized to the Practitioner as 
compensation based on the number of purported medical records that the Practitioner 
reviewed. 



• The Telemedicine Company only furnishes items and services to Federal health 
care program beneficiaries and does not accept insurance from any other payor. 

• The Telemedicine Company claims to only furnish items and services to 
individuals who are not Federal health care program beneficiaries but may in fact 
bill Federal health care programs.

• The Telemedicine Company only furnishes one product or a single class of 
products (e.g., durable medical equipment, genetic testing, diabetic supplies, or 
various prescription creams), potentially restricting a Practitioner's treating 
options to a predetermined course of treatment. 

• The Telemedicine Company does not expect Practitioners (or another 
Practitioner) to follow up with purported patients nor does it provide 
Practitioners with the information required to follow up with purported patients 
(e.g., the Telemedicine Company does not require Practitioners to discuss genetic 
testing results with each purported patient). 



Federal  ENFORCEMENT and 
Oversight ISSUES



PRE-COVID ENFORCEMENT ACTIONS INVOLVING 
TELEHEALTH WERE INCREASING

54

• Focus Areas:

– Compounded medications / compounding pharmacy 
relationships

– Durable medical equipment (DME) / DME company 
relationships

– Genetic testing / laboratory relationships

• Common Themes: Allegations of medically unnecessary items 
or services and lack of legitimate doctor /  patient 
relationship; kickbacks



OPERATION RUBBER STAMP

• DOJ announced the largest national healthcare fraud “takedown” in the DOJ’s 
history on September 30, 2020

• DOJ charged more than 345 defendants with participating in healthcare fraud 
schemes involving more than $6 billion in alleged losses to federal health care 
programs, including $4.5 billion stemming from telehealth arrangements

55



Operation Rubber Stamp (Cont.)
• Alleged fraudulent schemes involving telehealth included the following:

– A marketing company that recruited Medicare beneficiaries to obtain medically unnecessary genetic testing ordered by 
telehealth physicians who received illegal kickbacks and bribes from telehealth companies

– An owner and operator of a telehealth company who paid kickbacks and bribes to call centers and healthcare 
professionals in exchange for referrals and orders for medically unnecessary genetic cancer screening tests for Medicare 
beneficiaries

– A laboratory owner who conspired to pay kickbacks for genetic testing orders and specimens to run medically 
unnecessary diagnostic testing

– Laboratory owners who were charged with paying kickbacks to a network of marketers to procure DNA samples for 
genetic testing that they knew to be medically unnecessary and not reimbursable by the patients’ health care benefit 
programs; beneficiaries were solicited through methods such as telemarketing, door-to-door sales and appearances at 
senior health fairs, and the tests were approved by a range of medical professionals, including doctors operating on 
telehealth platforms, who had not previously treated the patients and had little or no contact with the patients in 
connection with prescribing the testing

• Enforcement Tools: Health Care Fraud Statute (18 U.S.C. § 1347), False Statements Relating to Health Care 
Matters (18 U.S.C. § 1035), Federal Anti-Kickback Statute (42 U.S.C § 1320a-7b(b)), etc.
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Recent Enforcement Examples 
(Continuing Pre-COVID Focus)

• In the first few months of 2021, there has been significant activity in resolving 
federal cases involving telehealth
– Florida businessman pleaded guilty in connection with an alleged $174 million health care fraud scheme 

involving the submission of fraudulent prescriptions purchased from a telemarketing company
– New Jersey physician received 33 months prison sentence for his role in an alleged telemedicine scheme to 

prescribe expensive compounded medications to patients who did not need them
– Florida telemarketing call center owner convicted and sentenced to 10 years in prison for an alleged $3.3 

million cancer genetic testing fraud scheme involving paying unlawful kickbacks to telemedicine companies 
and receiving unlawful kickbacks to laboratories

– Florida operator of DME companies pleaded guilty to conspiracy to commit healthcare fraud, and settled 
FCA claims, based on an alleged scheme where telemedicine doctors were paid to approve DME without 
any underlying doctor-patient relationship



TELEHEALTH OVERSIGHT ACTIVITIES

• Pre/Early-COVID OIG completed and planned additional 
telehealth audits and evaluation

– In April 2018, the OIG issued a report containing 
findings from its audit of Medicare payments for 
telehealth services  

• OIG had previously announced its plan to review 
telehealth service claims where there was no 
corresponding claim submitted by the originating 
site, indicating that the originating site might not 
have met Medicare’s telehealth coverage 
requirements

• OIG found that 31% of claims did not meet Medicare 
requirements

– In April 2020, OIG issued a report on South Carolina’s 
Medicaid Fee-for-Service telemedicine payments

• OIG found that 96% of the payments were 
unallowable, in nearly all cases because providers did 
not document the start and stop times or the 
consulting site location of the medical services

58

• Ongoing OIG Work:
– Announced/Revised 2021
 Use of Telehealth to Provide Behavioral Health 

Services in Medicaid Managed Care (Evaluation)

 Audits of Medicare Part B Telehealth Services 
During the COVID-19 Public Health Emergency 
(Audit)

 Home Health Agencies' Challenges and 
Strategies in Responding to the COVID-19 
Pandemic (Evaluation)

– Announced/Revised 2020
 Medicare Telehealth Services During the COVID-

19 Pandemic: Program Integrity Risks 
(Evaluation)

 Use of Medicare Telehealth Services During the 
COVID-19 Pandemic (Evaluation)

 Medicaid—Telehealth Expansion During COVID-
19 Emergency June 2020 (Audit)



WHAT MIGHT WE EXPECT IN A POST-COVID 
ENFORCEMENT AND OVERSIGHT ENVIRONMENT?
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Christi A. Grimm, OIG Principal Deputy Inspector General (https://oig.hhs.gov/coronavirus/letter-grimm-
02262021.asp?utm_source=oig-home&utm_medium=oig-home-news&utm_campaign=oig-grimm-letter-02262021)

• Continuing DOJ Focus/Effort:

In February, Acting Assistant Attorney General Brian Boynton noted DOJ’s “continued 
focus on telehealth schemes, particularly given the expansion of telehealth during the 
pandemic.”

• OIG issued a statement in late February to respond to concerns:
“….We are aware of concerns raised regarding enforcement actions related to ‘telefraud’ 
schemes, and it is important to distinguish those schemes from telehealth fraud. In the last 
few years, OIG has conducted several large investigations of fraud schemes that 
inappropriately leveraged the reach of telemarketing schemes in combination with 
unscrupulous doctors conducting sham remote visits to increase the size and scale of the 
perpetrator's criminal operations. In many cases, the criminals did not bill for the sham 
telehealth visit. Instead, the perpetrators billed fraudulently for other items or services, like 
durable medical equipment or genetic tests. We will continue to vigilantly pursue these 
‘telefraud’ schemes and monitor the evolution of scams that may relate to telehealth.”



Risk Mitigation Strategies



Increased Utilization, Increased 
Reimbursement = Increased Risk

• Medicare fee-for-service in-person visits for primary 
care dramatically fell in mid-March at the beginning of 
the pandemic

• 43.5% of Medicare primary care visits were provided via 
telehealth in April, compared with less than 0.1% prior 
to the PHE in February

• As in-person visits began to resume in May, telehealth 
visit rates stabilized above pre-pandemic rates

• Primary care visits for FFS Medicare Beneficiaries (visits 
in millions per week)
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Source: “Medicare Beneficiary Use of Telehealth Visits: Early Data from the Start of the COVID-19 Pandemic,” ASPE 
Issue Brief, July 28, 2020. https://aspe.hhs.gov/system/files/pdf/263866/hp-issue-brief-medicare-telehealth.pdf

https://aspe.hhs.gov/system/files/pdf/263866/hp-issue-brief-medicare-telehealth.pdf


SCRUTINY ENHANCED BY PUBLIC HEALTH 
EMERGENCY
• Telehealth now subject to heightened scrutiny because of:

– Inappropriate reliance on compliance waivers or expiration of compliance 
waivers that “fly under the radar”

– Increased remote controlled substance prescribing
– Rush of new entrants to take advantage of Covid-19 related testing, app-

based testing, app-based vaccines, etc., some of which create compliance 
issues that raise scrutiny on all companies

– Scrutiny about tax payer dollars going to these programs
– “Telefraud” schemes involving genetic testing, DME and compounded 

medications
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ASSESS RISK TOLERANCE THROUGH AN 
INFORMED LENS
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Design and Follow Thoughtful Risk 
Mitigation Strategies
• Ensure that state-level requirements to establish a legitimate physician-patient relationship are satisfied. 

– This involves evaluating the proposed arrangement under applicable state laws and regulations, some of which have 
changed in light of COVID-19 and may continue to evolve.

• Be particularly diligent in the design and compliance oversight of marketing strategies to confirm that patients 
are reached through appropriate channels, which may not include “cold calls.”

• Confirm that each partner to any collaboration has a robust compliance program that appropriately addresses, 
among the other elements, review of marketing materials and practices, as well as requirements related to 
permissible compensation arrangements.

• Carefully evaluate billing and coding practices to ensure practices are consistent with both government and 
commercial payor requirements; again, a number of these requirements have changed considerably because of 
COVID-19 and likely will continue to evolve.

• Consider compliance comprehensively—for example, develop a data strategies compliance program. 
Compliance concerns in one area create scrutiny for other areas.



Actions of the Prudent Hospice™
• Educate coding/billing staff and physicians/NPPs
• Be on the alert for the end of the PHE

– Administration has promised 60-day notice
– Keep tabs on what ends the next day

• Review your internal data
– CPT® Productivity Report comparisons

• Educate coding/billing staff and physicians/NPPs



Questions????

Contact Information:



To Contact Us

Hospice Fundamentals
561-454-8121

heretohelp@hospicefundamentals.com

The information enclosed was current at the time it was presented. This presentation is intended to serve as a tool to assist
providers and is not intended to grant rights or impose obligations.

Although every reasonable effort has been made to assure the accuracy of the information within these pages, the ultimate 
responsibility for the correct submission of claims and response to any remittance advice lies with the provider of services.
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Thank you
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