
National Rural Health Association Policy Brief  
 

November 2024 1 

Impacts of telehealth on rural health care access 

Introduction 

Telehealth represents a comprehensive suite of technologies and methodologies aimed at 
delivering educational, health, and medical services across distances. It encompasses a wide 
range of fields such as primary care, dentistry, counseling, various therapies (including physical 
and occupational), home health care, chronic disease monitoring and management, disaster 
management, and both consumer and professional education. This innovative approach to health 
care delivery is instrumental in enhancing the quality of rural health care and addressing 
challenges faced by rural residents, such as limited access to specialty care and transportation 
difficulties.   

Background 

The significance of telehealth was particularly apparent during the COVID-19 pandemic, which 
saw a surge in the adoption of socially distanced, virtual health care visits. In response, numerous 
adjustments were made in laws, reimbursement policies, and provider practices to facilitate 
greater access to telehealth services, many of which have been maintained, extended, or 
concluded following the pandemic's peak. A study on private insurance claims data showed that 
telehealth encounters increased 766 percent in the first three months of the pandemic.1 Similarly, 
use of telehealth services under Medicare grew for rural and urban beneficiaries, but the growth 
rate was more less for rural beneficiaries.2 

Telehealth modalities are diverse and include live video (synchronous), audio-only, store-and-
forward (asynchronous), remote patient monitoring, and mobile health applications. Live video 
facilitates real-time interactions between patients and health care providers, enhancing access to 
immediate care. Store-and-forward technology allows for the transmission of health records, 
images, and other critical patient data to practitioners at remote locations, enabling patients in 
isolated areas to consult specialists without the need for extensive travel. Remote patient 
monitoring tracks physiological parameters through non-invasive means, supporting patient care 
after they return home or move to another care facility. Meanwhile, mobile health leverages 
mobile communication devices to disseminate public health information, playing a crucial role in 
preventive health and patient education. Collectively, these telehealth modalities are pivotal in 
transforming health care delivery, particularly in underserved rural areas, by bridging the gap 
between the medical services available and the unique needs of these communities.3 

Rural America encompasses nearly 80 percent of regions designated as medically underserved, 
meaning a significant disparity exists in accessing health services. Rural areas are home to 20 
percent of the nation’s population but are served by fewer than 10 percent of its physicians – a 
situation that is progressively deteriorating.4 The shortage of health care providers in these 
communities is highlighted by the fact that as of 2020, the patient-to-primary-care-physician 
ratio in rural areas was 5.1 primary care physicians per 10,000 residents, compared to 8.0 primary 
care physicians per 10,000 people in urban areas.5 Further, the average age of rural doctors is 
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three years older than urban doctors, with half over 50 and over a quarter older than 60.6 
Predictions indicate a decline of 23 percent in the number of rural doctors by 2030.7 

Telehealth offers a solution by enhancing the accessibility of physicians, specialists, and other 
health care services for patients in rural and frontier areas. Through telehealth, remote primary 
care providers can connect with specialists, offering patients the convenience and benefit of 
receiving care closer to home. Telehealth is not a substitute for in-person primary care but is a 
critical support for primary care access. To fully realize the potential of telehealth, barriers must 
be addressed to ensure rural residents have equitable access to the health care services they 
critically need. 

Effectiveness of telehealth  

Telehealth has been instrumental in improving health care access for rural populations, 
significantly reducing both the travel burden and the overall cost of care.8 For rural Americans, 
who often face considerable geographic and financial challenges in accessing health care, 
telehealth can represent a crucial bridge to essential services. Furthermore, the implementation of 
telehealth has not only facilitated access but also improved patient education and health 
outcomes, particularly through the effective remote management of chronic diseases — a 
significant concern given the higher rates of such conditions in rural areas.9 Several studies have 
demonstrated that telehealth can lead to similar or even better outcomes compared to in-person 
care among rural patients.10 

Telehealth has demonstrated significant cost savings for patients, with average savings ranging 
from $19 to $121 per telehealth visit.8 The primary source of these savings is the avoidance of 
unnecessary emergency department visits, which represent a significant cost burden for both 
patients and the health care system. The reduction in time and travel costs represents another 
aspect of telehealth's cost-effectiveness. For rural residents, who may live hours away from the 
nearest health care provider, the ability to access care remotely can save significant time and 
resources. However, telehealth should be balanced with in-person care, when necessary, as part 
of a coordinated approach led by a local primary care provider.  

Analysis of current telehealth policies 

Medicaid 

Medicaid's approach to telehealth reimbursement is characterized by its flexibility and 
inclusiveness, with policies varying significantly across states. Approximately half of state 
Medicaid programs align with Medicare's list of eligible telehealth services, while the rest permit 
any service deemed medically appropriate to be delivered via telehealth, offering considerable 
flexibility in service provision.11 

All 50 states and Washington, D.C., offer some form of reimbursement for live video telehealth 
services in their Medicaid fee-for-service programs, acknowledging the importance of real-time 
patient-provider interactions.11 Store-and-forward technology is reimbursed by 33 state Medicaid 
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programs, including recent additions such as Florida, Montana, North Dakota, South Carolina, and 
Utah, with certain restrictions and predominantly through specific communication technology-
based services codes.11 

Remote patient monitoring (RPM) is another telehealth modality gaining traction, with 37 states 
providing reimbursement for such services. This reflects a growing recognition of RPM's potential 
to enhance patient outcomes, especially for individuals with chronic conditions. Audio-only 
services, which became crucial during the COVID-19 pandemic, are reimbursed by 43 states and 
D.C. with varying limitations, indicating the evolving nature of policies to address the needs of 
those without access to video technology. 

Medicare  

Before the COVID 19 pandemic, Medicare generally required telehealth services to be delivered via 
live video, with store-and-forward permitted only in Alaska and Hawaii. Audio-only visits were 
allowed under specific circumstances, particularly for mental health services.12 Medicare 
reimburses for approximately 100 services that can be delivered via telehealth, identified through 
Current Procedural Terminology or Healthcare Common Procedure Coding System codes. This 
approach emphasizes services with an in-person equivalent, distinguishing them from technology-
enabled services that do not have an in-person counterpart. 

Geographic considerations have always played a significant role in determining eligibility for 
Medicare telehealth services. The patient's location at the time of service must either be in a 
health professional shortage area (HPSA) or outside a metropolitan statistical area (MSA), 
although exceptions exist for behavioral health and substance abuse services.11 A notable policy 
update in January 2014 by the Centers for Medicare & Medicaid Services (CMS) expanded 
eligibility to facilities located in rural census tracts within an MSA, reflecting a nuanced 
understanding of rural health care needs.13 Medicare allows a specified list of providers, including 
physicians, nurse practitioners, physician assistants, and several other health care professionals, 
to deliver telehealth services. 

Private payors  

Reimbursement for telehealth services by private and commercial payors varies, but many are 
aligning more closely with state Medicaid programs. These payors often adopt laws that include 
coverage parity, ensuring telehealth services are covered similarly to in-person services. Notably, 
43 states, along with the District of Columbia and the Virgin Islands, have established private 
payer laws addressing telehealth reimbursement. Among these, 24 states enforce explicit 
payment parity laws, requiring telehealth services to be reimbursed at the same rates as 
equivalent in-person services. Although there have been no new states adding private payor laws 
since fall 2022, some states have adjusted their existing laws particularly around payment parity 
and requirements for audio-only services, reflecting the ongoing evolution of telehealth as a 
recognized and essential component of health care delivery.11 
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COVID-19 impacts 

The COVID-19 pandemic brought unprecedented challenges to health care delivery in the United 
States, catalyzing significant shifts in telehealth utilization and policy. In response to the 
pandemic, CMS promptly removed numerous geographic restrictions and reimbursement 
requirements for telehealth services. This regulatory flexibility enabled health care providers to 
continue delivering care while adhering to the physical distancing recommendations issued by 
public health authorities. Despite these efforts to promote telehealth as a viable alternative to in-
person visits, the adoption of telehealth services during the first year of the pandemic revealed a 
disparity in usage between urban and rural counties, with urban areas experiencing a much 
greater increase in telehealth utilization.14 

Policy changes in the wake of COVID-19 were significant, with some being temporary for the 
public health emergency (PHE) period, such as reimbursement parity with in-person visits and the 
approval of approximately 120 additional services for Medicare reimbursement during the PHE. 
Other temporary changes have been extended through December 31, 2024. Telehealth flexibilities 
made permanent include removing many restrictions for behavioral health visits and the eligibility 
of rural emergency hospitals as originating sites for telehealth.15 In the calendar year 2025 
Medicare physician fee schedule, CMS included audio-only technology in its definition of 
telecommunications systems and to continue allowing RHCs and FQHCs to serve as distant site 
providers for telehealth services absent a congressional extension.16 A full list of relevant policy 
changes after the COVID-19 PHE is included in the table below.  

Telehealth policy changes during COVID-19 PHE Permanent Expired 
with PHE 
in 2023 

Expires Dec. 
31, 2024 

Remove geographic originating site restrictions   x 
Allow Federally Qualified Health Centers (FQHC) and 
Rural Health Clinics (RHC) to serve as distant site 
providers 

  x 
 

Allow FQHCs and RHCs to serve as distant site providers 
for behavioral health services 

x   

Allow Medicare patients to receive telehealth services for 
behavioral health care in their home 

x   

Eliminate geographic restrictions for originating sites 
behavioral health services completed via telehealth 

x  (in-person visit 
requirement 
suspended) 

Allow some behavioral services to be delivered using 
audio-only communication under certain conditions 

x  (in-person visit 
requirement 
suspended) 

Allow Rural Emergency Hospitals to be originating sites 
for telehealth 

x   

Expand the list of providers eligible to provide Medicare 
telehealth services such as physical therapists, 
occupational therapists, speech language pathologists 

  x 

Allow certain Medicare telehealth visits to be delivered 
using audio-only technology 

  x 

Allow remote evaluations, checkups and visits to be 
provided to new patients17 

 x  
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These policy adaptations signify a broader acceptance and integration of telehealth into health 
care delivery systems. By allowing behavioral and mental health services to be delivered via 
audio-only methods and removing geographic restrictions for originating sites, these changes aim 
to strengthen telehealth's role in improving health care access and equity, particularly for rural 
Americans.  

Analysis  

The current policy landscape surrounding telehealth, especially in the wake of the COVID-19 
pandemic, presents a complex matrix of challenges and opportunities. Recommendations for 
future policy development must consider several key areas: infrastructure and broadband access, 
provider authority and licensing, online prescribing, malpractice and informed consent, HIPAA and 
privacy compliance, patient uptake and willingness, and reimbursement structures. 

Infrastructure 

A fundamental prerequisite for telehealth is the availability of robust broadband connectivity 
alongside necessary applications/devices for audio and video communication and technology 
support. Despite telehealth’s critical role, approximately one-third of rural Americans lack 
sufficient broadband access – a problem made more urgent by the fact that only about 51 
percent of Americans aged 65 and older have broadband at home.18 

Funded by the U.S. Department of Health and Human Services and Health Resources and Services 
Administration, Telehealth Resource Centers provide assistance and information at no cost to 
support the implementation of telehealth programs for rural and underserved communities.12 The 
12 regional and two national Telehealth Resource Centers offer toolkits on technologies like video 
platforms and digital health equipment. They also provide online training programs to help them 
navigate emerging technologies.3 

Provider authority  

Telehealth can potentially enhance rural providers' productivity and income by allowing virtual 
visits, which are particularly beneficial for those who travel between facilities. However, cross-
state provider licensure remains a significant barrier and can make it challenging for physicians 
wanting to expand their practice to rural areas. Currently, most physicians who practice across 
state lines must be licensed separately in each state, though solutions like telehealth-specific 
licenses and interstate compacts can improve access in these cases.  

The Federation of State Medical Boards offers solutions for license portability, facilitating 
credentialing for telehealth in high-demand areas.19 The Interstate Medical Licensure Compact, an 
agreement between 29 states, provides an expedited process for physicians to be licensed in 
multiple states, which is particularly useful for expanding telehealth from urban areas to 
neighboring rural areas. Nurses, emergency medical services, allied health professionals, and 
auxiliary health care workers also participate in licensing compacts, although access varies by 
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state. While licensing compacts establish uniform standards, the lack of universal standards poses 
hiring challenges and exposes providers to additional risks.20 

Provider credentialing, as outlined by the Joint Commission, involves verifying and assessing a 
health care practitioner's qualifications. Coupled with privileging, which authorizes specific 
patient care services based on a provider’s credentials and performance, these processes ensure 
provider competency. However, credentialing and privileging are often time-consuming and 
costly, especially for rural hospitals.11 

Online prescribing  

The capacity for physicians to prescribe controlled substances via telehealth without a mandatory 
in-person exam has significantly enhanced access to health care and prescription medications, 
particularly mental health services. Research indicates that the greater the distance patients must 
travel for treatment, the less likely they are to seek care, highlighting the importance of telehealth 
for rural populations in need of mental health services.21 Additionally, the scarcity of providers in 
rural areas able to prescribe buprenorphine — a key medication for opioid use disorder (MOUD) — 
poses significant challenges. Approximately one-third of rural residents live in counties without a 
buprenorphine provider, compared to just 2.2 percent of urban residents.22 

The COVID-19 PHE led to a temporary removal of the in-person exam requirement for prescribing 
MOUD, facilitating expanded access, improved patient retention, and reduced overdose risk .23 
However, in October 2023, the Drug Enforcement Administration (DEA) extended telehealth 
flexibilities only through 2024. Without further action, the in-person medical evaluation 
requirement for OUD medications will be reinstated in 2025. Meanwhile, S.3193, the TREATS Act, 
aims to permanently allow audio-only and audio-visual telehealth for MOUD, a significant benefit 
for rural residents who must travel for mental health care.  

Malpractice, informed consent, and privacy 

Malpractice liability remains a concern in telehealth, paralleling the risks of traditional clinical 
practice. Malpractice insurance carriers are not universally required to cover telehealth claims or 
extend coverage to providers practicing in states where they are not licensed, with Hawaii being 
an exception. As a result, providers elsewhere may face higher premiums if they wish to secure 
telehealth malpractice coverage.24 

Telehealth providers must adhere to the same HIPAA requirements as in-person health care 
providers. This includes ensuring encrypted data transmission, secure connections, and technical 
safeguards to protect electronic health information,3 as well as stringent audit controls and 
protocols for breach notification to ensure patient privacy and data security are maintained.24 
Rural hospitals often face barriers in complying with HIPAA regulations due to limited access to 
necessary technology or expertise.  
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Uptake and willingness to adopt 

Rural populations stand to benefit significantly from telehealth services, which offer a convenient 
alternative to traditional health care delivery methods. Despite the general increase in post-
pandemic acceptance, many rural residents remain hesitant to fully embrace telehealth.25 Many 
individuals still show a preference for in-person interactions, particularly for services like primary 
care and behavioral health, where personal relationships and privacy are highly valued. This 
preference is underscored by the challenges rural hospitals face in engaging patients with digital 
health technologies for tasks such as managing medical records or scheduling appointments 
online.26 Overcoming these barriers will require leveraging telehealth for routine health issues and 
fostering strong clinical relationships between providers and patients.27 

Reimbursement 

Telehealth programs frequently encounter challenges, especially under Medicare, due to 
geographic and provider restrictions as well as the type of services covered. The costs associated 
with implementing telehealth services can be prohibitive for rural health care facilities, which 
often operate on thin margins. Rural facilities like RHCs that provide telehealth services still must 
pay the overhead costs to maintain a physical facility while also implementing virtual care 
technology.3 Reimbursement rates need to fully cover these costs and adjust for time, overhead, 
and scope of visit.28 

Policy recommendations  

To enhance the adoption and efficacy of telehealth services particularly in rural areas, the 
following recommendations are proposed: 

• Continue support for broadband access: Sustain and increase funding for programs like the 
ReConnect and Rural Broadband Loan and Grant programs at the U.S. Department of 
Agriculture. This will ensure that rural communities have the necessary infrastructure to 
support telehealth services. 

• Extend affordable connectivity: Maintain support for the Affordable Connectivity Program 
to ensure high-speed internet access at affordable rates for rural residents and older 
adults. 

• Permanently extend Medicare telehealth flexibilities: Make permanent the telehealth 
flexibilities introduced during the COVID-19 pandemic for Medicare beneficiaries. 

• Equitable reimbursement rates: Advocate for reimbursement for RHCs and FQHCs at rates 
equivalent to in-person services to ensure sustainability. 

• Enable telehealth adoption in rural health care: Enable rural health care providers and 
patients to adopt and continue using telehealth technologies including remote patient 
monitoring to enhance access to health care services. Create clinic guidelines and technical 
assistance to encourage best practice adoption of telehealth in rural areas.   

• Ease cross-state licensure: Support state-level and credentialing authority policies that 
facilitate cross-state licensure to expand access to medical providers for rural residents, 
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thereby broadening the scope of available health care services. A connection with a local 
primary care provider should be maintained through in-person visit requirements as 
deemed clinically necessary.   

Policy actions 

To implement these recommendations, the following legislative actions are suggested: 

• Telehealth Modernization Act (S. 3967/H.R. 7623): Permanently remove geographic 
originating site restrictions, expand the types of providers eligible to provide telehealth 
services, allow for RHC telehealth visit payment parity, and extend coverage for audio-only 
telehealth, among other telehealth flexibilities.  

• CONNECT for Health Act (S. 2016/H.R. 4189): Permanently remove telehealth geographic 
restrictions and expand originating site locations to include the patient’s home; remove 
requirements for in person visits for behavioral health treatment; and allow RHC and 
FQHCs to serve as distant sites.  

• ReConnecting Rural America Act (S. 1642/H.R. 4227): Make the ReConnect Program 
permanent to improve broadband infrastructure. 

• TREATS Act (S. 3193/H.R. 5163): Retain telehealth flexibilities for prescribing 
buprenorphine for opioid use disorder, including allowing providers to waive the in-person 
visit requirement and allow audio-only or audio-visual telehealth technology. 

Conclusion 

The policy initiatives discussed emphasize telehealth's crucial role in improving health care access 
in rural areas. By advocating for permanent Medicare telehealth flexibilities and equitable 
reimbursement rates, NRHA proposes necessary actions to solidify telehealth as a fundamental 
component of rural health care. Strengthening broadband access and simplifying cross-state 
licensure are essential for sustainable health care delivery. These legislative measures represent 
strategic steps toward a more equitable health care system, ensuring that rural areas remain 
well-served in the face of future health care challenges. By implementing these recommendations, 
telehealth can continue to bridge health care gaps and transform medical service delivery in rural 
America. 
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