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ABSTRACT 

 
The COVID-19 pandemic has highlighted limitations in access to 
healthcare. During the current public health emergency (PHE), Medicare, 
private insurers and state licensing boards have made policy changes 
liberalizing reimbursement for telehealth. Historically, Medicare and 
large private insurers (in the US) have presumed information technology 
(IT) fluency by patient populations. However, data demonstrate that 
there are numerous populations who demonstrate very limited utilization 
of IT for accessing healthcare, including older adults. These data 
demonstrate the importance of assessing IT utilization to make healthcare 
accessible to individual patients, and to better understand patterns of IT 
utilization among groups with historically low IT utilization. Under 
pressure from medical and consumer groups, Medicare and private 
insurers allowed reimbursement for telephone-only virtual visits during 
the PHE, but indicate that termination of the PHE will be coupled with 
termination of more liberal telehealth policies. In addition, Medicare and 
private insurers continue to seek loopholes allowing exclusion of various 
types of telehealth, which will make telehealth (and healthcare) 
inaccessible to the most vulnerable populations, including older adults. 
Recommendations are made for assessment of IT utilization as part of 
routine patient intake assessment, in order to make healthcare accessible, 
improve communication between patients and healthcare providers, and 
to improve treatment outcomes. Recommendations are also made for 
permanent telehealth policy changes that will make healthcare more 
accessible to at-risk populations. 
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Telehealth Policy and Access to Care 
 
The COVID-19 pandemic has produced 
widespread symptoms of acute and chronic stress, 
dramatically increasing the worldwide demand for 
mental health care. [1-6] As efforts to contain 
contagion led to closure of outpatient facilities, non-
emergent in-person care became less available. 
Telehealth (the use of videoconferencing and/or 
audio-only telephonic communication for remote 
access to healthcare) rapidly evolved from a rarely 
utilized modality to a primary treatment modality, 
with data quickly emerging demonstrating its 
efficacy, how it dramatically increases access to 
care, and notably, how it contains costs in 
healthcare systems. [7-16]  
 
The pandemic also crystallized limitations in access 
to healthcare, including poor access for people with 
disabilities, mobility issues, limited geographic 
access to health care (e.g., those living in rural 
areas), and most of all, those with limited fluency 
with information technology (IT). [13,14, 16-18] As 
a consequence of the pandemic, the United States 
government declared a public health emergency 
(PHE), providing a context in which medical and 
consumer advocacy groups effectively exerted 
pressure on Medicare, private insurers and state 
licensing boards to make policy changes 
liberalizing reimbursement for telehealth services, 
including videoconferencing and audio-only 
telephone contact. [19-26] In a concession allowing 
reimbursement for virtual healthcare, the Center for 
Medicare and Medicaid Services (CMS) published 
policy stating that during the public health 
emergency it would not enforce some of the existing 
limitations on telehealth reimbursement, including 
requirements that the patient was located at an 
approved rural facility. [20] The temporary PHE 
changes in CMS policy dramatically increased 
healthcare access for Medicare subscribers 
proficient in the use of IT. However, the initial policy 
changes did not include telephonic (audio-only) 
telehealth for virtual care. [26] This remarkable 
exclusion bears exploration. 
 
Over the past three decades, Medicare and private 
insurers have increasingly presumed information 
technology (IT) fluency by patient populations, and 
increasingly have defaulted to the use of IT for 
communication with patients. [27-35] In the absence 
of any data indicating that the populations they 
serve have fluency with information technology (IT), 
hospitals, regional health centers, university 

teaching hospitals, and local medical clinics have 
followed suit. [36-44] However, the data indicate 
wide disparities in IT utilization between groups 
based on variables including developmental 
disability, socio-economic status (SES), education, 
ethnicity and age. [45-57] Because there are 
documented disparities in IT utilization between 
groups, the default use of websites and other IT for 
universal communication with patients from all 
groups might create a barrier to care for some 
patient populations. [26, 46, 48-52, 55, 57-62] 
 
Among the variables correlated with disparities in 
IT utilization, age is universal. [26, 50-52, 57] The 
US government estimates that by calendar year 
2060, the number of American adults over the age 
of 65 will more than double from 46.5 million today 
to over 98 million (nearly 25% of the population). 
[63,64] Compared to younger age cohorts, people 
over the age of 65 utilize health care at 
significantly higher rates: 136% for Emergency 
Department admissions, 263% for inpatient 
discharges, and 241% for outpatient office visits. 
[65,66] For people aged 65 years and older, 
healthcare spending per capita is three times higher 
than that for working-age adults, and five times 
higher than for children. [67]  
 
Over the last three decades, internet and IT 
utilization have increased among members of all 
age groups. What has not changed is the disparity 
between IT utilization by older adults compared to 
younger age cohorts. Access to in-home high-speed 
internet for older adults lags at least 20% behind 
that of younger age cohorts. [45, 55,56] This 
disparity is summarized in Table 1. 
 
Table 1: Access to Home High Speed Internet by 
Age [45] 
 

Age in Years Access to home  
high speed internet 

 
18-34 

 
79.2% 

 
35-44 

                         
83.2% 

 
45-64 

 
79.1% 

 
65 and older 

 
59.2% 

   
Perhaps more importantly, among older adults 
representing the population of Medicare 
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subscribers, IT fluency is surprisingly low. Data 
indicate that among Medicare subscribers, only 7% 
of people over the age of 70, and only 2% of 
people over the age of 80 use the internet to 

communicate with health care providers. The low 
rates of IT utilization correlated with increasing age 
are illustrated in Table 2. 

 
Table 2: Percentage of IT Utilization to Access Healthcare by Age [57] 
 

Age Cohort Age under 
29 

Age 30 to 
39 

Age 40 to 
49 

Age 50 to 
59 

Age 60 to 
69 

Age 70 to 
79 

Age over 
80 

% IT Utilization 95 98 95 68 40 7 2 

 
The age-related decline in IT utilization for 
accessing healthcare is even more dramatic when 
viewed in graphic form, with age cohorts 

representing the X-axis. Age cohorts separated into 
groups are illustrated in Table 3. 

 
Table 3: Age Cohorts Separated into Groups [57] 
 

Group Age in years 

1 18 to 29 

2 30 to 39  

3 40 to 49  

4 50 to 59 

5 60 to 69  

6 70 to 79  

7 80 or older 

 
Declining IT utilization for accessing healthcare associated with increasing age is illustrated in Figure 1. 
 
Figure 1: Percentage Frequency of IT Use for Accessing Healthcare by Age Group [57] 
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Viewed from another perspective, the data indicate 
that 93% of adults over the age of 70 and 98% of 
adults over the age of 80 do not use the internet or 
IT to communicate with healthcare providers. 
Functionally these data mean that for remote or 
virtual healthcare, the average Medicare 
subscriber over the age of 70 (95.5% of that age 
cohort) relies entirely on telephonic (audio-only) 
virtual contact with health care providers. [57] 
Although the Center for Medicare Advocacy 
monitors potential access to care issues including 
economic disparity, IT fluency has not been 
addressed. [57] Telehealth options for low IT users 
continue to be limited to telephonic (audio-only) 
contact, which has been singled out for special 
scrutiny by Medicare and private insurers. [26]  
 
Early during calendar year 2020 in an advocacy 
effort to make reimbursement available for 
telephonic (audio-only) telehealth care, consumer 
advocacy groups, the American Medical Association 
(AMA) and the American Psychological Association 
(APA) made repeated written appeals to CMS and 
the U.S. Congress. CMS responded on April 30, 
2020, allowing reimbursement during the PHE for 
telephonic (audio-only) telehealth care for patients 
using Current Procedural Terminology (CPT) codes 
including those for routine psychotherapy. [68] This 
important change in Medicare policy makes health 
care temporarily accessible to 95.5% of Medicare 
subscribers over the age of 70. However, the 
change is only temporary and will expire when the 
COVID-19 public health emergency (PHE) has been 
allowed to expire. [26] 
 
Better health outcomes and increased ratings of 
satisfaction by patients and providers of care have 
long been associated with improved communication 
with patients. [69,70] Despite the remarkable 
adoption of telehealth technology during the 
pandemic, routine assessment of patient IT fluency, 
specifically, the use of IT for communication with 
healthcare providers, remains a blind spot in 
healthcare. [57] Health care protocols for working 
with older adults have not included IT fluency or 
frequency of utilization routine as a specific area of 
assessment or treatment. [57,71] To date, the 
American Psychological Association’s Guidelines for 
Psychologists Working with Older Adults do not 
include familiarity with the assessment and 
treatment of technology challenges or barriers for 
older adults as a guideline. [72]  
 

However, there are valid and reliable instruments 
that can be used to assess the frequency with which 
an individual uses specific kinds of IT to access 
healthcare. [50, 52, 57, 73] Using such instruments 
provides detailed information to healthcare 
providers and agencies about which communication 
media a specific patient utilizes, which can improve 
communications between patient and healthcare 
providers, increasing the likelihood of better 
healthcare outcomes and higher satisfaction ratings 
by patients and healthcare provider. [58,69,70] 
The use of such instruments can also provide 
information about demographic trends in IT 
utilization associated with numerous variables 
including age, as illustrated by the data presented 
in Table 2 (above). [57] 
 
Within the context of COVID-19 and the current 
PHE, older adults are among those most at risk for 
serious illness or fatal reactions to COVID-19, and 
those for whom shelter in place is most strongly 
recommended. [23] In a broader context, the 
healthcare needs of older adults significantly 
exceed those of younger age cohorts. [65,66] Not 
only is the cost of healthcare for older adults three 
times that for working-age adults and five times 
that for children, but the number of older adults is 
growing more quickly than the rest of the 
population. [63,64,67] When the public health 
emergency expires, termination of liberalized 
reimbursement policies for telehealth, specifically 
telephonic (audio-only) virtual healthcare, means 
that the patient populations (including older adults) 
most at risk with the greatest needs for health care 
might find it most difficult to access. [57]  
 
Telehealth has a solid track record of reducing costs 
to the healthcare system. [15-17] As the percentage 
of older adults in the population increases, and with 
it, the burden of expense to the healthcare system, 
the reinstatement of limitations in access to 
healthcare (including disallowing reimbursement for 
telehealth using only the telephone) are most likely 
to lead to worse health outcomes and greater costs 
to the healthcare system. It might thus be argued 
that termination of liberalized telehealth policies is 
a penny-wise, pound-foolish strategy whose most 
likely outcome is not only poorer health, but also 
increased costs to the healthcare system. [26] 
 
Discussion and Recommendations 
 
The decision by the Center for Medicare and 
Medicaid Services (CMS) to allow reimbursement 
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for telephonic (audio-only) telehealth during the 
public health emergency (PHE) was a significant 
acknowledgement of the barriers to healthcare 
posed by the use of the internet and related IT for 
communication between patients and healthcare 
providers. [26] That decision also induced private 
insurers to allow reimbursement for telephonic 
(audio-only) telehealth during the PHE, making 
healthcare more accessible to other populations 
with limited access to or fluency with IT. [46-62,65] 
At the very least, allowing reimbursement for 
telephonic (audio-only) telehealth makes healthcare 
accessible to an average of 95.5% of Medicare 
subscribers over the age of 70 [57]. Research data 
demonstrate age-related disparities in IT utilization 
for accessing healthcare. Although the use of IT 
declines overall with increasing age, the specific use 
of IT for accessing healthcare declines most rapidly 
with advancing age. [46, 57] When compared with 
younger age groups up to the age of 40, the 
frequency of internet use specifically for 
communicating with insurers and health care 
providers declined 28% by age 50, 58% by age 
60, 93% by age 70, and 98% by age 80. The data 
indicate that although adults aged 50-59 believe 
that are capable of using the internet to 
communicate with insurers or doctors, they prefer 
not to do so. 95.5% of Medicare subscribers over 
the age of 70 rely entirely on telephonic (audio-
only) virtual contact with health care providers. [57]  
 
Pertinent to future Medicare telehealth policy, 
research data also indicate that the highest internet 
users in the 1985 U.S. Census Bureau findings (age 
30-35) were in the low internet user category in the 
U.S. Census Bureau 2016 findings (aged 62-67). 
This finding is not because people stop using the 
internet as they get older, but rather, because as 
people age, their adoption of new IT including the 
internet declines. [58] The decline in adoption of 
new IT with advancing age might be attributed to 
reduced neuroplasticity, loss of contact with novel 
technologies following retirement, and/or lack of 
access to and/or training in the use of new kinds of 
IT. [74-76] This finding demonstrates that high IT use 
is not a trait of the individual which remains 
consistent over time, but rather, is a characteristic 
associated with the age at which new IT is 
introduced: younger people adopt new IT & use it 
more frequently than older people, even if those 
older people were high IT users when they were 
young. If Medicare, other insurers, and health care 
providers continue to default to the use of evolving 
novel technologies, data suggest that young people 

who are current early adopters of novel IT will in 
the future as older adults continue to rely on older 
IT with which they are familiar. The novel IT 
introduced to them as older adults will effectively 
create a barrier to access to care, just as it does 
today.[57]  
 
These data demonstrate the importance of routine 
intake assessment of patient IT utilization, to help 
healthcare providers determine the most effective 
means of communication with each patient. [57] 
Medicare, Medicaid, private insurers, government-
funded healthcare agencies, community clinics, 
hospitals and private healthcare practices might 
make use of routine intake assessment of patient IT 
utilization, not only to determine the most effective 
media for communicating with an individual patient, 
but also, to build a more robust data bank that 
accurately tracks patterns of IT utilization by various 
patient populations, with the goals of improving 
communication between patients and healthcare 
providers in order to achieve better healthcare 
outcomes and higher ratings of satisfaction by 
patients and healthcare providers. [26,57,70,71] 
 
Although Medicare and private insurers have 
allowed reimbursement for telephonic (audio-only) 
telehealth during the PHE, they indicate that 
termination of the PHE will be coupled with 
termination of more liberal telehealth policies. [77] 
In addition, Medicare and private insurers continue 
to seek loopholes allowing exclusion of various 
types of telehealth, including a requirement for at 
least one in-person visit within each 12-month 
period, which will make telehealth (and healthcare) 
inaccessible to the most vulnerable populations, 
including older adults. [78,79] The basis for 
restrictions on reimbursement for more liberal 
telehealth options by Medicare and private insurers 
bears exploration. Why limit access to care?  
 
The reasons vary between Medicare and private 
insurers. Medicare is unique, as the only 
nationalized health insurance provider in the US 
(Medicaid is administered through each state, and 
hence inconsistent). [80,81] The Medicare's 
Physician Fee Schedule is published annually by the 
Center for Medicare and Medicaid Services (CMS), 
which is a branch of the U.S. Department of Health 
and Human Services (DHHS). [82] Medicare is 
funded through a 2.9% payroll tax, half of which is 
paid by the employee and half by the employer, 
unless one is self-employed, in which case the self-
employed person pays the entire 2.9%. [83] 
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Budgetary decisions for CMS are made by the 
Congressional Budget Office, which makes 
projections about annual costs with input from the 
Medicare Payment Advisory Commission (or 
MedPac). [84,85] The board of trustees for 
Medicare and Medicaid services publishes an 
annual report, which also projects anticipated 
revenues and costs for the Medicare program. [86] 
Beginning in the 1990’s, the board of trustees for 
Medicare and Medicaid services annual reports 
have projected a growing population of Medicare 
subscribers and a shrinking influx of payroll tax 
dollars to subsidize the program. [87-89] Their 
concerns are based on the following: 
 
1) In 1965 when Medicare became law, the 
average American (genders combined) lived to age 
68. Currently, the average American (genders 
combined) lives to be 78.79 years, an increase of 
11 years. On the average, instead of providing 
coverage for 3 years, Medicare has to provide 
coverage for 14 years, 4.67 times as long -- which 
translates into 4.67 times the cost. [87,90-92] 
 
2) That cost is compounded, because for every year 
after age 65, the annual cost of a person's health 
care increases. The annual cost of healthcare for a 
person over the age of 65 is five times that of a 
child and three times that of a working-aged adult, 
and increases proportionately with each year after 
age 65, so the actual increase in cost to Medicare 
is more than 4.67 times what it was in 1965. [93,94] 
In 2018, Medicare benefit payments totaled $731 
billion, a dramatic increase from a total of $462 
billion in 2008. [95] 
 
3) The ratio of taxpayers to Medicare subscribers 
in 1970 was 5.5 to 1. It is currently 3 to 1, and as 
more Baby Boomers (people born between 1946 
and 1964) leave the workforce and become 
Medicare subscribers, that ratio continues to drop. 
There are 79 million Baby Boomers. Over half are 
already Medicare subscribers. In 2029, the last 
Boomer will become a Medicare subscriber. There 
are not enough replacement taxpayers to replace 
the payroll tax dollars that will disappear as Baby 
Boomers retire, a statistic compounded by 
suppressed earnings for younger Americans. 
[95,96] 
 
The hard fact is that there is not enough payroll tax 
revenue coming in to support the current cost of 
Medicare, and that situation is going to get worse 
over the next decade. The most straightforward 

solution would be to increase the payroll tax. A 
2.9% tax for health insurance from age 65 on is 
incredibly inexpensive. However, no member of 
Congress wants to be the one who suggests an 
increase in the Medicare payroll tax. [97] 
 
Instead, Congress has made aggressive efforts to 
contain the cost of Medicare since the 1990's. The 
Sustainable Growth Rate (SGR) act of 1997 would 
have cut reimbursement to Medicare providers 
21.2%. [98] The law's implementation was stalled 
17 times due to lobbying efforts by the American 
Medical Association (AMA). In place of the SGR 
21.2% reimbursement cut, a series of smaller pay 
cuts were enacted, to say nothing of the absence of 
any kind of cost-of-living allowance (COLA). [99] 
For example, adjusted for inflation, the 2022 
Medicare reimbursement for the most frequently 
billed outpatient mental health service is 41% what 
it was in 1985. [82, 100] The series of Medicare 
pay cuts and suppression of reimbursement over 
time has led to an increasing number of Medicare 
providers opting out of the system, contributing to 
what is now being called a critical shortage of 
healthcare providers in the United States. [101] 
 
The final compromise was The Medicare Access and 
CHIP Reauthorization Act of 2015 (MACRA), a 
bipartisan legislation signed into law April 16, 
2015. [102] MACRA came loaded with vast 
documentation requirements including electronic 
health records (EHRs), which must be entered during 
the patient visit by the health care provider (no 
delegation is allowed), as well as a volume of 
paperwork research estimates at an average of 
400-800 hours per calendar year for a family 
practice physician (time which is not reimbursed). 
MACRA also includes a scoring system for 
adequacy of documentation called the Merit-based 
Incentivized Payment System (MIPS) that determines 
reimbursement withholding or ‘bonuses’ for 
physicians, wherein 50% of physicians will receive 
a bonus and 50% will have reimbursement 
decreased by as much as 9%. [102-104] The notion 
of ‘bonuses’ is a sham, in the context of overall 
Medicare reimbursement reductions due to inflation 
over the last four decades, so the reality is that in 
the MIPS model, no one ‘wins.’ [100] 
 
As a consequence of reimbursement reductions, 
MACRA’s ballooning documentation requirements, 
the MIPS reimbursement lottery model and other 
factors including older physicians retiring the 
growing number of older adults, and the COVID-19 
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pandemic, there is currently a U.S. shortage of 
about 20,000 physicians. That number is expected 
to grow to somewhere between 38,000 and 
125,000 by 2034, depending on demographic 
shifts, economic uncertainties, and changes in health 
care use. [105,106] In the realm of mental health 
care, psychiatrists have the highest Medicare opt-
opt rate of any medical specialty. [107,108] A 
survey of membership by the American 
Psychological Association revealed that 26% of 
Medicare participating provider psychologists had 
opted out as Medicare providers, citing decreased 
reimbursement and burgeoning documentation 
requirements. [109] Although the American 
physician shortage began long before COVID-19, 
it impeded the American response to the pandemic 
and grew more rapidly than experts predicted, for 
reasons including pandemic-related burnout and 
accelerated retirement. [106] The American 
physician shortage is unevenly distributed 
throughout the 50 states, with the most severe 
shortages of primary care and mental health 
services in Arizona. [110]  
 
Unlike Medicare, private health insurance 
companies are corporations traded on the stock 
market and accountable to their shareholders, 
creating a strong incentive to produce increasing 
profits over time. [111] Private health insurance 
companies are funded through health insurance 
premiums payments from subscribers and/or their 
employers. [112] Private health insurers use 
Medicare as the standard for determining 
reimbursement to providers (they use multipliers of 
the Medicare rate) and documentation 
requirements (which discourage health care 
provider participation), both of which provide cost 
containment for Medicare and higher profits for 
private insurers. [113] Although the need to 
generate profit by containing costs and increasing 
premiums is inconsistent with the need of the public 
for affordable healthcare, private health insurance 
companies provide a wide range of coverages and 
reimburse health care providers an average of 
143% the amount they receive from Medicare, both 
of which increase access to care. [114]  
 
One of the historical threats to the financial viability 
of private health insurance companies is potential 
liability for extracontractual damages for ‘bad 
faith’ in first party claims. [115] Excessive cash 
awards to plaintiffs in ‘bad faith’ lawsuits have cost 
insurers, and ultimately the insurance-purchasing 
public hundreds of millions of dollars each year. 

[116] Over time, the courts have become more 
sensitive to misuse of the system by claimants and 
overly aggressive plaintiffs’ attorneys, recognizing 
that huge settlements ultimately increase costs to the 
public. [115]  
 
In order to remain profitable, private health 
insurance companies have increased premiums from 
subscribers and/or their employers an average 
47% over the last decade, outpacing both wage 
growth (31%) and inflation (23%) over the same 
time period, and the cost of premiums is expected 
to jump an additional 5% this year. [112,117] In 
combination with annual deductibles and coverage 
limitations, health insurance premiums have made 
health insurance a multitrillion dollar a year 
industry. The U.S. health insurance industry 
experienced a significant increase in net earnings 
to $31 billion and an increase in the profit margin 
to 3.8% in 2020 compared to net earnings of $22 
billion and a profit margin of 3% in 2019. [118] 
While increasing premiums increase the cost of 
health insurance for the public, private health 
insurers’ reimbursement to health care providers 
(which exceeds Medicare’s by an average 43%) 
combined with court containment of settlement 
awards in suits against health insurers serve to 
increase the public’s access to care and contain the 
public’s cost for health care. [114,115]  
 
Conversely, Medicare’s funding limitations and 
complex governmental policy-making structure 
have led to dramatic reductions in health care 
provider reimbursement and increases in 
documentation requirements, driving health care 
providers out of the Medicare provide panel and 
consequently limiting the public’s access to health 
care. [82,101] These inconsistencies highlight the 
challenges of providing access to care while 
containing costs in order to keep the health care 
system viable, especially for a system with fixed 
funding like Medicare. 
 
In the context of balancing access to care with cost 
containment necessary for the viability of the health 
insurance organization, the pertinent question 
regarding telehealth is whether the costs of 
liberalized telehealth policies (including 
reimbursement for telephonic, audio-only 
telehealth) outweigh the benefits. The RAND 
Corporation has published data indicating that 
telehealth not only increased access to care 
dramatically during the COVID-19 pandemic, but 
also that telephonic (audio-only) telehealth plays a 
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unique role in bridging the digital gap for 
populations for whom videoconferencing web-
based platforms are inaccessible or too difficult. 
[119] Telephonic (audio-only) telehealth has also 
been identified as a treatment modality with 
potential for addressing long-standing health 
inequities among historically marginalized and 
minoritized communities that have been impacted 
disproportionately by the COVID-19 pandemic. 
[120]  
 
Looking beyond the pandemic, CMS has proposed 
the expansion of Medicare coverage to audio-only 
communication technology for telehealth services to 
diagnose, evaluate, or treat established patients 
with mental health and substance abuse disorders. 
This proposal also includes Medicare coverage for 
telephonic mental health services to beneficiaries 
who are unable to leave their homes for 
appointments. The CMS proposal is garnering 
support in the U.S. Congress from U.S. senators who 
have described telephonic telehealth as a “lifeline” 
for nurses. Ensuring the availability of audio-only 
telehealth service is considered necessary by many 
parties for the following reasons: 1) A high-speed 
internet connection and broadband services are 
necessary for videoconferencing telehealth. About 
a third of Native Americans in the United States live 
on tribal lands, where suicide and incest are more 
common, and treatment for substance abuse 
disorders is difficult to find. 2) Telephonic (audio-
only) telehealth access is cost-effective and assures 
the availability of healthcare even without high-
speed connectivity. 3) Digital literacy is required to 
use videoconferencing telehealth services. 
Consistent with research described previously, the 
Bipartisan Policy Center in collaboration with Social 
Sciences Research Solutions found that older 
Americans used telephonic (audio-only) telehealth 
significantly more than videoconferencing 
telehealth visits in the previous year. Their data 
indicate that 42% of older adults reported some 
kind of technology or access barrier when 
participating in telehealth videoconferencing, with 
higher frequency of difficulties with advanced aged 
and for people in rural areas. Videoconferencing is 
also significantly more difficult to coordinate for 
caregivers of family members. [121]  
 
The American Medical Association recently 
published survey results consistent with the RAND 

Corporation’s findings. The AMA report addressed 
the relative utility, accessibility and quality of 
various telehealth modalities. Findings indicated 
that telehealth reimbursement and services mow 
encompass all primary forms of healthcare, with 
high satisfaction ratings from both patients and 
healthcare providers. The report states that 
telephonic (audio-only) telehealth will remain an 
essential component of access to care, especially for 
patients with limited IT fluency. The authors suggest 
that policymakers support audio-only telehealth 
policies to reduce digital inequities as efforts are 
made to reduce the digital divide. [122] 
 
In conclusion, based on the data demonstrating the 
significant increase in access to care provided by 
telephonic (audio-only) telehealth, especially 
among populations with limited access to or fluency 
with IT, it is recommended that the liberalization of 
telehealth policies during the PHE is made 
permanent, including patient access to telehealth 
from home, parity of reimbursement for telehealth 
with equivalent in-person healthcare services, and 
reimbursement for telephonic (audio-only) 
healthcare visits. [13,15,16,119-122] Establishing 
these changes as permanent policy will make 
healthcare more accessible to the populations most 
at risk, with consequent improvements in healthcare 
outcomes and cost savings for healthcare systems. 
[26] 
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