
 

February 23, 2021 
  
James E. Matthews, Ph.D.  
Executive Director  
Medicare Payment Advisory Commission  
425 I Street, N.W. Suite 701  
Washington, DC 20001  
  
Dear Dr. Matthews:  
 
On behalf of the American Urological Association (AUA), I write today in 
response to recent policy options considered by the Medicare Payment 
Advisory Commission (MedPAC) on the use of telehealth in Medicare 
after the end of the public health emergency (PHE). The AUA is a globally-
engaged organization with more than 22,000 physician, physician 
assistant, and advanced practice nursing members practicing in more 
than 100 countries. Our members represent the world's largest collection 
of expertise and insight into the treatment of urologic disease. Of the total 
AUA membership, more than 15,000 are based in the United States and 
provide invaluable support to the urologic community by fostering the 
highest standards of urologic care through education, research and the 
formulation of health policy. 
  
The AUA and its members have been dedicated to using telehealth as a 
tool to improve the care delivered to and health outcomes of our patients 
since before the COVID-19 pandemic precipitated a rapid transition to 
virtual health care delivery. Under these challenging circumstances, 
virtual care has benefitted patients and should become a permanent part 
of health care delivery moving forward. Since the beginning of the PHE, 
CMS has added 135 codes to the Medicare telehealth list. AUA believes 
that this service expansion should be maintained after the expiration of 
the PHE, particularly the telephone evaluation and management 
(E&M) services, as these services have been invaluable to patients, 
including those with acute and chronic urological conditions. Patients 
without reliable access to broadband services and/or appropriate 
electronic devices have benefitted enormously from the telehealth 
expansion during the PHE and maintenance of these flexibilities will 
ensure that these patients continue to have access to this care.   
  
 
 
 



 

 
 
In response to potential policy options posed at the January MedPAC meeting, 
AUA respectfully requests MedPAC consider the following recommendations as it evaluates 
the use of telehealth services after the current PHE.   
  
Relax Originating Site Requirements  
 
The PHE has demonstrated that telehealth services can successfully be delivered to 
patients in their homes or other locations without requiring them to travel to an 
originating site. The originating site and geographic eligibility requirements that limit the 
delivery of telehealth services to areas outside of metropolitan statistical areas and health 
professional shortage areas should be permanently relaxed. This flexibility reduces the 
burden on patients that have to travel significant distances to see a urologist and may be 
forced to choose between attending their jobs or receiving necessary medical care. This 
flexibility allows patients to receive care that does not require a face-to-face visit or exam 
in a location that is most convenient to them, potentially increasing patient 
compliance with medical recommendations and improving outcomes. The AUA strongly 
supports permitting all beneficiaries to access telehealth services in their homes after the 
conclusion of the PHE.  
 
Since the start of the pandemic, our members have reported that telehealth allows them to 
meet the needs of many of their patients, including those with non-routine issues like 
kidney stones and prostate issues. Telehealth can play a critical role in reducing the 
barriers created by the shortage of urologists in certain geographical areas once the PHE 
concludes. It has also played a key role in helping patients with communication or other 
limitations gain better access to care. Patients with mental status impairments or language 
barriers may rely on family members or other attendants to accompany them to an office 
visit. Telehealth technology helps improve care for these patients by eliminating the 
requirement to physically attend appointments, expanding options for patients who may 
need additional assistance. Additionally, telehealth technology can lessen the burden of 
traveling to and from medical appointments for patients with disorders impacting their 
mobility, such as neurogenic bladders and spinal cord injuries. Relaxation of the originating 
site requirement will ensure that patients with mobility, communication, or access 
challenges will be able to access necessary urologic care after the end of the PHE.   
  
Cover Clinically Appropriate Audio-Only Telehealth  
 
Audio-only services have proven vital during the COVID-19 pandemic. Many Medicare 
beneficiaries, particularly those who are older, may struggle to establish the simultaneous 
audio and visual connections required for telehealth services, either because beneficiaries 
lack access to necessary devices or equipment to facilitate simultaneous audio and visual 
connections, have difficulty navigating the appropriate telecommunication devices, or 
refuse to appear on camera. This same population of beneficiaries may also lack  
 
 



 

 
 
reliable transportation to get to and from doctors’ visits, a barrier to receiving regular care, 
particularly for urologic conditions that may be chronic. A study conducted by several 
urologists to examine the variation in video versus audio-only telehealth found that out of 
107,301 patients with at least one telehealth visit, 45.4% received care through audio-only 
technology. 1  That same study identified patients who are over the age of 65, 
African American, require an interpreter, use Medicaid and/or reside in areas with low 
broadband availability are less likely to be able to access video-based telehealth services.   
 
Additionally, another area of concern is what happens when a video visit fails or 
the patient has difficulty connecting right before the scheduled visit. Our members state 
that approximately 10% of their telehealth visits will fail. In order to prevent delays in care, 
the urologist will often call the patient and take care of his/her medical needs by phone.  If 
audio-only visits are not reimbursed, these phone calls cannot be billed even though the 
urologist is providing the exact same medical content. For that reason, the AUA cautions 
against limiting coverage for audio-only E&M visits or virtual check-ins only for   
 
Establish Payment Parity for In-Person, Telehealth, and Audio-Only Services  
 
AUA recommends the elimination of the site of service differential between reimbursement 
for telehealth and in-person services to promote access to telehealth services following the 
conclusion of the PHE. Like in-person services, telehealth and audio-only services require 
physician practices to acquire and maintain telehealth equipment to provide needed 
services to their patient. A urologic study published in mHealth showed no difference in the 
financial cost or time requirements for video visits compared to in-person 
visits.2 Elimination of the financial penalty for telehealth and audio-only services will 
ensure that practices are adequately reimbursed for their services and incented to provide 
appropriate telehealth services to patients. The AUA also cautions against paying lower 
rates for audio-only services than services with simultaneous audio and visual connections. 
Our members have reported that the work of an audio-only and simultaneous audio and 
visual visit are equivalent. Seeing the patient in person does not change the medical 
complexity or decision making of the visit. Because equipment acquisition and 
maintenance and staff time are required for all kinds of telehealth services, including 
audio-only telehealth services, and the medical complexity or decision-making does not 
vary between telehealth and in-person services, AUA urges against creating financial 
penalties for delivering telehealth services.   
 
Maintain Maximum Flexibility in the Delivery of Telehealth Services  
  
While AUA understands that certain measures may be required to discourage 
fraudulent use or overuse of telehealth services, AUA cautions against  

                                                        
1 Variation in the use of Video vs Audio-only Telehealth: A Retrospective Analysis 
2 Portney, D.S., Ved, R., Nikolian, V., Wei, A., Buchmueller, T., Killaly, B., Alam, H.B., & Ellimoottil, C. (2020). 
Understanding the cost savings of video visits in outpatient surgical clinics. MHealth, 6. 10.21037/mhealth-20-33 



 

 
 
imposing undue restrictions on clinically appropriate and beneficial services and methods 
of service delivery. During the PHE, telehealth and communications technologies have 
allowed urologists to expand the reach of their care through virtual supervision of 
residents and other medical care staff. Today’s technology allows residents to communicate 
with attending urologists virtually to evaluate patients. AUA members 
have successfully supervised residents conducting difficult urinary catheterizations, 
endoscopies, and general urological examinations, and this flexibility should be extended 
after the conclusion of the PHE. Virtual supervision prevents residents from having to wait 
for a urologist to travel to the emergency room, reducing patient turnaround time and 
increasing access to care. Because physician clinical judgment provides adequate 
guardrails to ensure patient safety during virtual supervision, the AUA believes that the 
flexibility to provide virtual supervision of residents should be extended beyond the 
conclusion of the PHE.   
 
AUA members have also used these flexibilities to provide supervision of their office staff 
remotely. This grants significant flexibility not only during PHEs, but also to expand access 
to care in rural and underserved areas where patients access to certain services is limited. 
For areas with a shortage of urologists, virtual supervision allows for the extension of 
physician expertise for the benefit of patient care. Limitations on virtual supervision in the 
interest of program integrity would come at the expense of patients’ access to care and are 
unnecessary with existing supervision and documentation requirements.   
 
AUA also urges caution in blanket recommendations to require in-person visits prior to 
ordering certain durable medical equipment or lab tests. Urology patients, such as 
individuals with neurogenic bladder or patients with paralysis, frequently require durable 
medical equipment. Telehealth expansion during the PHE has increased access to care for 
these patients, particularly those with mobility impairments or those who may otherwise 
struggle to access in-person care. Arbitrary requirements in the interest of fraud 
prevention, such as requiring an in-person treatment prior to ordering expensive durable 
medical equipment, is expected to disadvantage those patients who are most likely to 
benefit from telehealth services. A more nuanced approach anchored in clinical judgment 
and patient need is more appropriate to ensure that patients maintain access to care and 
are not required to seek in-person care unless doing so is medically appropriate.   
 
Thank you for the opportunity to provide these comments. We welcome the opportunity to 
work with you as you consider what telehealth policy recommendations will ensure 
patients have access to medically necessary health care. If we can provide additional 
assistance, please direct your correspondence to Raymond Wezik, Director for Policy and 
Advocacy at rwezik@auanet.org.  
  
Sincerely, 

 



 

 

 

 

Eugene Rhee, MD, MBA 
Chair, Public Policy Council 
 

 
Aaron Spitz, MD 
Chair, Telehealth Task Force 
 


