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Abstract

All children and adolescents deserve access to quality health care regardless of their race/ethnicity, 

health conditions, financial resources, or geographic location. Despite improvements over the past 

decades, severe disparities in the availability and access to high-quality health care for children 

and adolescents continue to exist throughout the United States. Economic and racial factors, 

geographic maldistribution of primary care pediatricians, and limited availability of pediatric 

medical subspecialists and pediatric surgical specialists all contribute to inequitable access to 

pediatric care. Robust, comprehensive telehealth coverage is critical to improving pediatric access 

and quality of care and services, particularly for under-resourced populations.

INTRODUCTION

The growth and development of telehealth, or the provision of health services remotely, 

reflects the evolution of health care delivery systems to adapt to new technology and the 

needs of the population. The exponential growth in the adoption and use of telehealth 

services during health care disruptions, such as the coronavirus disease 2019 (COVID-19) 

pandemic, highlights the need to clarify the goals and best practices for using telehealth 

in child health. This policy statement addresses how telehealth and telehealth policy can 

increase patient access to primary care and subspecialty pediatric expertise, support care 

coordinated within the medical home, and enhance communication and collaboration among 

clinicians and other stakeholders, resulting in cost-efficient, equitable, high-quality care. A 

forthcoming technical report will provide in-depth discussion of these issues as well as the 

limitations of telehealth care.

TELEHEALTH IN THE MEDICAL HOME

The pediatric medical home provides a centralized hub for a child’s health care to ensure 

continuity and coordination of care.1,2 Telehealth is a critical infrastructure to efficiently 

implement the medical home model of care and provide high-value, coordinated, and 

unfragmented health care. Telehealth coordinated within the medical home will promote 

continuity of care in a cost-efficient manner and can reduce the risk of potential fraud and 

abuse from expansion of telehealth coverage.

Pediatric subspecialty care delivered remotely is important for evaluation, preoperative and 

postoperative surgical care, consultation, and management of complex conditions, especially 

when in-person care is limited by distance, specialist availability, or travel restrictions.3,4 

Telehealth can involve both the primary care and specialist physicians in care episodes to 

improve communications and care coordination.5–7 Physician-to-physician consultation via 

telehealth can serve as both a consultative and an educational interaction, again increasing 

the access to specialist input for all caregivers.
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These services include a continuum of remote and in-person care options, such as 

audiovisual, audio only (telephone), store and forward, portal interactions, and remote 

patient monitoring (particularly for children with complex or chronic illness). Telehealth is 

particularly important for children and youth with special health care needs who experience 

significant barriers to receiving necessary care.8–11 Mental and behavioral health services 

are especially amenable to remote care and can also be provided as an extension of the 

medical home. Each of these modalities provides necessary care when the physician and 

patient cannot meet in person, or they can be used as an adjunct to in-person services.

IMPACT OF THE COVID-19 NATIONAL HEALTH EMERGENCY ON 

TELEHEALTH

When the health care system is disrupted, as during the COVID-19 pandemic, disparities 

in access to care can become even more problematic. Disruptions can result in neglect of 

serious medical conditions, as well as forgoing needed preventive care and immunizations. 

Missed opportunities for care can have serious immediate and long-term consequences for 

children’s health, development, and welfare that are more severe for populations of children 

affected by inequities based on race and/or ethnicity, disability, geography, socioeconomic 

status, and payer policies.3,12–16 For several years, telehealth has enabled pediatric medical 

and surgical specialists to offer consultative services to some patients who could not travel 

to access in-person care, but payment for telehealth services and adoption of these methods 

have been limited.

In 2020, public health mitigation measures to limit the spread of COVID-19 led to 

widespread disruptions of services, including pediatric health care. Changes in telehealth 

policy allowed children with acute and chronic illnesses to connect to their usual and 

familiar care sources for management of both acute illnesses and chronic diseases and 

disabilities. In many cases, preventive care was allowed and could be provided via a hybrid 

model that included a combination of virtual and in-person visits. Telehealth implementation 

was rapid and widespread. The adoption was made possible by policy changes supporting 

operations and payment for telehealth care at parity with in-person services, which were 

promoted by the Centers for Medicare and Medicaid Services, state governments, private 

payers, and Medicaid (including the Children’s Health Insurance Program). The availability 

of telehealth care enabled greater access to care for many children and adolescents, but 

gaps in digital infrastructure continue to persist because of poverty, systemic racism, and 

other inequities, which were a barrier to equitable technology-enabled care.3,8,10,12,13 The 

public health emergency led to significant reductions in inpatient, outpatient, and emergency 

department use, and telehealth played a key role in maintaining care for children and 

families who chose not to seek in-person care during this time.

PAYMENT FOR TELEHEALTH SERVICES

Recent telehealth payment policies, which were often proposed as temporary enhancements, 

may not persist in the future because payers who have expressed concerns about the 

potential for fraud, abuse, and overuse seek to return to previous policies requiring an 

in-person visit for payment of services. If payment for telehealth is denied because of 
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restrictions on the location of the patient (for example, previous rules did not allow the 

patient to be located at home) or there is a lack of payment parity, use of these services will 

decrease over time, reducing access to necessary pediatric health services. The delivery of 

care determines the value of services provided, whether this delivery occurs by telehealth or 

in person. Telehealth is foundational to creating efficient, innovative, high-value care models 

in which patients get the right care at the right place at the right time, as well as investing 

in preventive care to reduce costly emergency department and hospital visits, all of which 

benefit all stakeholders in the health care system.

Evaluation and management coding guidelines determine the value of these health care 

services, and these guidelines apply equally to in-person and remote care.17 The time, 

effort, and medical decision-making required for a patient visit, as well as the associated 

malpractice risk and documentation requirements, are largely unchanged whether care is 

delivered virtually or in person. Telehealth visits that require conversion to an in-person 

evaluation because of the nature of the condition or limitations of the remote evaluation are 

currently paid as a single visit, which prevents duplicate expense for payers. However, use 

of telehealth in a traditional practice setting does not reduce the need for office overhead 

expenses and can increase costs associated with technology.

Remote care coordinated by the medical home can improve access to both primary and 

specialty care for children when an in-person visit is not possible. In the subspecialty care 

setting, follow-up care and monitoring of chronic conditions can increase the reach of 

pediatric medical subspecialists and surgical specialists, especially for children who were 

not able to access care in the past or who have difficulty visiting a care site because of 

distance or travel issues. Children with special health care needs have additional challenges 

receiving primary care, subspecialty care, home health, palliative and/or hospice care, 

education services, transition to adult care, and developmental and habilitative services, 

many of which can be improved with the integration of telehealth in the medical home.18–20 

Under-resourced communities can also have improved access to pediatric care, which 

requires adequate resource support for infrastructure to allow for equitable implementation.

Pediatricians providing remote care will be best able to ensure that these services meet 

the same standards of care as the services that they provide in person. Telehealth can help 

reduce inequities and improve children’s overall health and well-being by expanding the 

reach of the medical home, particularly for children with special health care needs and 

children who have not had access to high-quality care in the past. Adequate payment for 

these services is necessary to ensure that they will continue to be available to children.

RECOMMENDATIONS

1. Health equity: Inequity in access to health care services for children is 

discriminatory and unacceptable because it results in unequal care and worse 

outcomes for children without access. Telehealth can decrease disparities in 

access to care by extending pediatric expertise and best practices to children 

no matter where they are located. Addressing barriers, such as language, digital 
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literacy, disability, and access to and payment for technology infrastructure, is 

required to avoid furthering disparities.

2. Access to pediatric care: Telehealth can expand the footprint and breadth of 

pediatric medical and surgical specialties by bringing expertise to remote and 

under-resourced areas and efficiently directing patients to the most appropriate 

care settings. Appropriate payment for services that enhance the value of 

pediatric care through timely implementation of best practices and facilitating 

appropriate dispositions will further the implementation of these services. 

Including stakeholders across the continuum of care, including families, public 

health agencies such as the Maternal and Child Health Bureau, state and Title 

V agencies, and schools in the design of telehealth systems, will ensure that the 

impact of these systems will benefit all parties.

3. Payment reform:

a. Payment for telehealth services at parity with the equivalent services 

provided in person by private insurers, Medicare, and Medicaid 

and/or Children’s Health Insurance Program, including managed care 

arrangements, will allow the use of the most appropriate place of 

service for each encounter, as will inclusion of telehealth among the 

medically necessary services covered under the treatment provisions 

of Medicaid’s Early and Periodic Screening, Diagnostic and Treatment 

law.

b. Incentivizing and encouraging private insurance plans, including fully 

insured plans, Marketplace plans, and those covered by the Employee 

Retirement Income Security Act, to pay for telehealth services at 

parity with the equivalent in-person services will support broad use of 

telehealth care when appropriate, but state mandates may be required to 

ensure compliance.

c. Technology can, in many situations, remove perceptions of a difference 

in value between services provided remotely and those provided in 

person and can provide greater value with the use of remote patient 

monitoring by preventing unnecessary emergency department and 

hospital use, especially in children and youth with special health care 

needs.

d. Telehealth policy is a potent tool in reducing inequities in access to 

health care. Adequate and appropriate payment for remote services 

based on current and future payment models, including fee-for-service, 

capitation, and value-based plans, will affect the potential impact of the 

use of telehealth services.

e. Children and youth with special health care needs, including those 

with mental and/or behavioral conditions and medical complexity, will 

require additional consideration for developing innovative payment 

structures that promote care integrated across settings that maximize 
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value. Investment in telehealth and remote monitoring infrastructure, 

including devices and connectivity, for such populations is critical to 

providing equity in access to pediatric services. Medicaid payment 

structures (such as waivers and Health Homes), which are used to pay 

for services for specific populations, can also cover telehealth services 

in these populations.

4. Care within the medical home: Support for the use of telehealth within the 

medical home recognizes that the medical home offers continuity and the 

prudent use of health care resources, avoiding fragmented and episodic care 

delivered without such coordination.

5. Standards of quality care: All standards of quality apply equally to any patient 

encounter, whether remote or in person, including high-quality interpretation in 

the patient and family’s preferred language. Adhering to quality standards also 

includes understanding of the situations when the necessary evaluation is not 

possible remotely, and an in-person visit is required, so that technical limitations 

of remote care do not compromise quality of care. National metrics of quality for 

telehealth, especially in linking to payment, are essential. Pediatricians are key 

stakeholders in developing these metrics for children.

6. Reduction of barriers: Geographical, economic, and administrative barriers to 

telehealth care, such as interstate licensure issues, may prevent physicians from 

providing care to their patients who may be temporarily located in a state in 

which the physician is not licensed, which may reduce access to and continuity 

of care.

7. Infrastructure: Lack of high-speed broadband Internet access and limited access 

to adequate technology impede the delivery of services via telehealth and further 

inequity in access to care. Every individual, especially those in under-resourced 

areas of the country, both urban and rural, deserves availability of and support for 

a reliable technology and telecommunications infrastructure, such as the Lifeline 

program,16 to avoid furthering health care disparities.15,21,22

8. Federal research funding: Creation of an evidence base to address best practices, 

workforce needs, patient access to care, quality of care, reduction of health 

care costs, and patient and/or family and clinician satisfaction will enable future 

research to improve the function of and access to pediatric care via telehealth, 

including the impact of alternative payment and care delivery models that use 

telehealth and remote monitoring for children with special needs to integrate care 

across settings most effectively.
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